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Abstract

The last two decades have witnessed the rise of online counselling and peer
support services for persons with major depressive disorder (MDD). The current study
addresses the question of what discourse topics are most cardinal to the depressed who
make use of online consultation resources. Text data on three professional counselling
websites and a peer discussion forum are collected for analyses which integrate
statistical topic modelling techniques with corpus-based approaches. Findings indicate
that topics brought forth by depression patients in the professional context are often
associated with (1) depression symptoms; (2) medicines and comedication; (3)
treatments; and (4) family. On the other hand, themes in peer communication primarily
center on (1) causes of pessimistic feelings; (2) sources of pressure; (3) non-medical
treatments; (4) mutual support and encouragement; and (5) sharing of healthcare and
medical information. Nuanced differences in the two contexts, including the patients’
narration on depressed mood, feeling of self-other alienation, sources of pressure, use of
function words and interrogation, are also discussed in the present work. By probing
into the language of the depressed, it is hoped that results of the research contribute to
more effective and smoother communication in not only the patients’ online interactions

with healthcare providers and peers but also real-life clinical encounters.

ifi
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1. Introduction

Recent years have seen the development of professional online counselling

services for the public to pose depression-related queries to certified health care

providers. Also enjoying growing popularity among depressed persons are the

peer-support communities on online fora or social networking sites. Both types of

depression resources aim to provide information, consultation, and support for the

vulnerable group. Furthermore, interactions of the depressed with experts and with lay

people share similar characteristics in that both are asynchronous, anonymous, and

initiative-taking. The objective of the current research is to investigate what discourse

themes are fundamental to the depressed who make use of certain online

communication services and to probe into how such topics are delineated or expressed

by persons with depression in their communication with healthcare providers and peer

patients. Grounded on a corpus-based approach, the present study incorporates

computational methods— topic models in particular— into text analysis of the themes

cardinal to depression-related online discourses. By examining the depressed patients’

use of language, it is hoped that findings of the study contribute to more effective and

smoother communication in not only online interactions with the professionals and

peers but also real-life clinical encounters.

d0i:10.6342/NTU201700670



1.1. Recognition of major depressive disorder

Depression, also known as clinical depression, major depressive disorder, or

unipolar depression, is a mental disorder that may severely impairs an individual’s

cognitive and motor functions (Lin et al., 2000; Wu, Parkson & Doraiswamy, 2002). To

pronounce clinical judgment on varied mental disorders, mental health professionals

worldwide consult Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition

(DSM-V) (American Psychiatric Association, 2013) or its equivalent previous versions

(American Psychiatric Association, 1994, 2000) for sets of diagnostic criteria describing

symptoms and conditions representative of each disorder. In the psychiatric diagnosis of

depression, DSM-V also serves as universal guidelines aiming to be used by trained

healthcare providers for the classification and recognition of such a disorder.

According to the diagnostic criteria sets listed in DSM-V, typical major depressive

disorder is characterized by nine symptoms which must be present nearly every day in a

two-week period. These include (1) subjective or observed depressed mood, which can

be sadness, emptiness, hopelessness, or other pessimistic states of mind; (2) markedly

diminished interest or pleasure in most activities one used to enjoy; (3) feelings of

self-worthlessness or irrational guilt; (4) inability to think or concentrate, or

indecisiveness; (5) fatigue or loss of energy; (6) significant weight gain or loss (more

d0i:10.6342/NTU201700670



than 5% of original weight in a month), or decreased or excessive appetite; (7) insomnia

or hypersomnia; (8) psychomotor agitation or retardation; and (9) thoughts of death,

self-harm, or suicidal ideation or attempt. Among the nine criteria, the presence of at

least one of the former two, along with a sum of five or more symptoms, must be

identified and reported within the same two-week time frame in order for a health

professional to determine that an individual is clinically depressed.

1.2. Depression in Taiwan

Debilitating mental disorders are not uncommon in Taiwanese society. Fu and

colleagues (2012) conducted a longitudinal research investigating the impact of

macrosocial factors on the prevalence of common mental disorders among Taiwanese

adults over twenty years, from the year 1990 to 2010. Their findings indicated that the

prevalence rate of probable common mental disorders had doubled from the 1990 11.5%

to the 23.8% in 2010.

Among frequently diagnosed mental disorders, not only has depression made an

impact on the adult population but it has also influenced the older generation in Taiwan.

A high prevalence rate of various psychiatric and mental disorders has been reported to

be 37.7% among community-dwelling Taiwanese senior citizens, in which unipolar

depression accounted for 5.9% (Chong et al., 2001).

3
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As a portion of people with depressive disorders conceive of death or suicide often,

an identical phenomenon has been discovered among the elderly. Past statistics have

shown that the older generation in Taiwan had a corresponding increased risk in both

psychiatric illness (Chong, 1992) and suicide (Chong & Cheng, 1995). Furthermore,

many of the elderly who committed suicide were found to have suffered from

depressive disorders (Cheng, 1995). Therefore, it should be acknowledged that the

provision of quality healthcare services as well as care and support for the depression

population is of immense value to depressed patients in all ages.

1.3. Online counselling resources for the depressed

As a means to providing professional assistance and support to people suffering

from depressive symptoms and those concerned about the issues of depression, online

counselling websites and forums have developed rapidly to serve the needs of the

depression patient community. These professional online counselling services are

provided and maintained by medical experts and mental health personnel, enabling the

general public to pose depression-related queries to valid health care providers.

The past decade has also witnessed growing popularity of peer-support fora among

persons with depression. Both patient-to-provider and peer-to-peer services function to

offer diverse respects of consultations, psychological support, and share of information

4
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for the depressed group, and the patients’ interactions with trained personnel and other

peers are similar in mode since both are written, asynchronous, anonymous, and

initiative-taking. Park and colleagues (2013) have investigated the role which social

media plays for depressed individuals and the non-depressed. After conducting

interviews with eight Twitter uses in each group, the researchers suggested that healthy

subjects utilized the medium for information learning and sharing. In contrast, the

depressed viewed Twitter as a platform for emotional interchange. Therefore, the study

indicated that media of online communication has the potential to offer abundant lexical

resources for researchers to gain better insight into the utmost concerns and linguistic

expression of the depressed community.

1.4. Definition of terms

It should be noted that the following terms aim to represent specific notions in the

current study.

1.4.1. Provider

Abbreviated from “health service provider”, the term “provider” includes

professionally trained personnel specializing in psychiatry or psychosomatic medicine

as follows:

d0i:10.6342/NTU201700670



(1) Psychiatrist: A physician and medical doctor whose capability and responsibility lay

in the diagnosis and treatment of mental disorders and who are entitled to prescribing

medicine.

(2) Clinical psychologist: A health care professional and a psychologist who has

attained a master’s degree in Psychology and may or may not possess a doctoral

degree. Usually providing services in public health care systems such as hospitals or

in private practice, a clinical psychologist specializes in mental health consultation,

psychological assessment, counselling, and psychological treatment. However,

unlike a psychiatrist, a clinical psychologist cannot diagnose mental disorders and

give prescriptions.

(3) Counselling psychologists: A mental health expert and counselor with at least a

master’s degree in Counselling or relevant fields and generally less experienced and

trained in clinical psychiatry and psychology than a counselling psychologist. The

duty and right of a counselor is similar to those of a clinical psychologist except that

a counselling psychologist primarily works in non-public health institutes such as

school counselling centers, non-governmental organizations or private clinics.

d0i:10.6342/NTU201700670



1.4.2. Patient

Not restricted to its traditional meaning as often occurring in medical discourses,

the term “patient” in this study specifically denotes any individual who may not be

officially diagnosed with major depressive disorder but who suspects that he/she may be

clinically depressed or who interacts with patients with depression in situations outside

medical encounters. According to the above definition, individuals on depression

forums who express their concerns or worries about the mental disorder, share feelings

or experiences dealing with depression or the depressed people, or show support for this

vulnerable group are all referred to as “patients”.

1.4.3. Peer-to-peer communication

Mainly the asynchronous (and sometimes synchronous) verbal communication

between patients (as defined previously in a boarder sense) in the discussion of

depression-related topics on online fora.

1.5. Objectives of the study

The purpose of the present study is to explore how the depressed communicate

with experts and peers via the Internet. More specifically, the study examines what

conversation topics are central or highly valued among the depression population and
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compares the topics which the patients tend to address to experts and to their peers

respectively. By understanding, through the use of language, what people with

depression may need and care about when communicating and seeking help via the

Internet, it is hoped that the findings of the current research help facilitate not only the

online communication regarding depression topics in professional and lay-people

contexts but also doctor-patient communication in real-time clinical encounters.

1.6. Organization of the study

The current chapter has provided an introductory overview of the diagnosis and

influence of clinical depression in the country, and online consultation services available

to the depressed persons have also been touched upon. The remaining of the thesis is

structured as follows. In Chapter 2, a brief review of previous research related to the

study of depression is given to help to comprehend the connection between language

and the mental disorder. Section 3 defines certain terminology cardinal to the

understanding of the scope of research. Within the same chapter, sources of data

collected and computational techniques employed for later analysis are to be introduced.

Next, grounded on the methodology presented in the previous chapter, Section 4

provides explication of research outcomes with respect to topics pivotal in

patient-to-provider and peer-to-peer discourse about depression. Lastly, Chapter 5

d0i:10.6342/NTU201700670



recapitulates the current research and pinpoints important findings worthy of

successional study.
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2. Review of Literature

Myriads of studies have been devoted to the behaviors and brain responses of the

depressed individuals. Some of the previous research has examined the verbal memory

of the patients, while others employed imaging techniques to investigate the brain

function of the depressed group. Many studies have looked into the responses to

negative and positive stimuli of the depressed. One of the studies exploring the relation

between verbal memory and depression was conducted by Elderkin-Thompson and his

colleagues (Elderkin-Thompson et al., 2007). In the experiment, researchers asked

senior citizens with depression to perform memory and executive tests. Compared with

the control group, the depressed group had trouble memorizing words and failed in the

appropriate semantic clustering as a strategy for the task. In addition, the depressed

group was also found to be impaired in executive function, manifested by lower scores

in Wisconsin Card Sorting Test (WCST), a test unrelated to list-learning. With semantic

clustering and WCST both mediating the effect, the researchers concluded that

executive dysfunction accounts for the group’s decreased verbal memory.

Besides verbal memory, processing of emotion words is another field of research

targeting the depressed group (Silberman & Weingartner, 1986). In a stroop test with

emotion words that was carried out on depressed and healthy subjects, both groups
11 -
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showed a left lateralization of the brain when processing positive words (Herrington et

al, 2010). However, in terms of negative word processing, the depressed subjects

manifested a lateralization in the right dorsolateral prefrontal cortex and the right

amygdale, while the control group still displayed a preference in the use of the left

hemisphere. Given that the right amygdala is in charge of rapid arousal to emotions,

whereas the right dorsolateral prefrontal cortex is associated with responses to negative

affections and withdrawal behaviors, the abnormal activation of these two areas might

explain the inclination of negative thoughts for depressed individuals.

Moreover, biological and environmental factors both contribute to the emergence

of depression. Nemeroff (1999) has proposed a stress-diathesis hypothesis, asserting

that life experiences and inborn disposition render depressive disorders. On the one

hand, abused or neglected individuals are highly prone to major depressive disorder. On

the other, one-third of depressed patients are found to possess genes which upset the

secretion of the brain-derived neurotropic factor (BDNF), a substance which helps the

growth of neurons. Therefore, these patients are believed to be vulnerable to stress

(Arden & Linford, 2009).

The correspondence between depression and ambiguity priming is also explored

through the use of sentences as experiment materials (Lawson & MacLeod, 1999). By

-12 -
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dividing subjects according to their score rating on Beck Depression Inventory (BDI), a

measure of depression by self-reflection, the researchers had participants read

ambiguous sentences paired with positive or neutral target words. Countering to one’s

intuition, the high BDI group did not show any naming facilitation for negative words.

In fact, they were disposed to reduce interpretations on ambiguous prime sentences. On

the contrary, it was the low BDI group that exhibited an increasing tendency to impose

more negative interpretations of the ambiguous sentences. The common concept of

negative bias in depressed individual was thus challenged in this paper.

Studies described previously have placed their focus on the depressed individuals’

brain reaction to or processing of language rather than examined the depressed persons’

use of language as the product of their mental activity. The patients’ linguistic

expression provides a unique window into the mind, not only serving as a medium for

conveying thoughts and feelings, but also presenting essential diagnostic clues about the

mental illness one possesses. For instance, with the aid of machine learning techniques

and a computerized speech analysis program, Bedi and colleagues (Bedi et al., 2015)

have been able to successfully identify and predict future onset of psychiatric illness in

youths, depending on various linguistic features in the young individuals’ speech, such

as semantic coherence, length of phrase, and use of determiners. Results indicated that

-13 -

d0i:10.6342/NTU201700670



persons who later developed psychosis displayed loss of flow in between the meaning

of sentences, produced shorter phrases, and used fewer determiner words such “that”,

“what”, and “which”.

Moreover, as regards dysphoria, which can accompany depression, Rude, Gortner,

and Pennebaker (2004) studied the self-revelation essays on college life written by

dysphoric and healthy individauls. Utilizing the Linguistic Inquiry and Word Count

(known as “LIWC”) text analysis program (Pennebaker & Francis, 1996; Pennebaker,

Francis, & Booth, 2001), the researchers concluded that, in comparison to the

non-dysphoric group, dysphoric subjects produced more negative emotion words and

used more first-person pronouns to refer to themselves.

In terms of the linguistic behaviors of persons with clinical depression, Andreasen

and Pfohl (1976) have examined and compared several aspects of language between

patients with depression and those with mania. With the employment of

psycholinguistic methods, the findings suggested that the depressed persons exhibited

more frequent use of state of being verbs, descriptive adverbs, personal pronouns, and

the pronoun “I”. Furthermore, using content analysis, it was found that the speech of the
depressed patients showed a tendency to be more abstract and devoted extensive
attention to the self. Identical to Andreasen and Pfohl’s findings on the use of pronoun

-14 -
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by depressed persons, Dénges (2009) also reported that celebrities and published poets
who felt depressed or possessed self-harm ideation demonstrated more frequent use of
the first-person singular, which might indicate excessive focus on the self and alienation

from other people at the same time.

The depressed individuals’ production of language has been probed into through
experiment approaches. In Alison and Burgess (2003), healthy and depressed subjects
participated in word association tests with positive, neutral, and negative lexical items
as stimuli. The subjects’ responses were measured by Hyperspace Analogue to
Language, a model which computes the range of word contexts. The findings indicated
that the depressed group generated negative words in a shorter length of texts and

tended to use words with a more negative connotation.

Discourse analysis is yet another approach whereby researchers explore the
linguistic cues displayed by the depressed community. Based on discourse analysis,
Drew and coworkers (Drew, Dobson & Stam, 1999) examined the interviews given to
sixteen major depression patients on the topic of experiences of the illness. Countering
to one of the DSM diagnostic criteria, which describes the patients” symptoms as
feelings of unnecessary guilt or self-worthlessness, results of the research implied that

the depressed interviewees consciously refused to be blamed for their ill condition and
-15 -
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presented their self-image as valuable.

Much research has been conducted to investigate the brain activity of the

depression patients. Moreover, it is established that studies on language and depression

provide pathological framework and diagnostic basis for depression (Fitzgerald et al.,

2008; Henry & Crawford, 2005), which also aid the psychotherapies of the patients

(lakimova et al., 2009). Nevertheless, the actual linguistic production-- for instance,

what kinds of words these patients tend to use, or what topic they usually talk about in

discourse-- requires further exploration. Therefore, this paper intends to identify and

analyze the discourse themes and lexical items crucial to and frequently occurring in the

groups of depressed people in professional and peer-patient contexts.
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3. Methodology

In order to gain insight into what communication topics are of major concern to the
depressed community, discussion records available on three professional counselling
websites and a peer discussion forum are collected for further examination. Grounded
on a corpus linguistic approach, the current study combines computational topic
modelling techniques with discourse analysis to explore the language use of persons

with depression.

3.1. Materials

Discourse data of professional online depression counselling were retrieved from
three sources: a freely available governmental medical website called * > 3% e F”
Taiwan e Doctor (http://sp1.hso.mohw.gov.tw/doctor/Index1.php) and two
non-governmental organization websites, “ & 7 i %5 #” KingNet National Network
Hospital (http://hospital.kingnet.com.tw/free/index.html) and “.~ % ] ” Psychpark
(http://www.psychpark.org/). Online peer-to-peer depression communication data to be
analyzed in this research were collected from the Prozac board on PTT, a widely used
bulletin board system (BBS) among Taiwanese people. All of the aforementioned online

consultation resources are open source and free of charge. By submitting an inquiry to

the three counselling websites or posting to the Prozac board, authors acknowledge
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agreement to release their content of consultation to the public, hence ethical approval

from the data contributors obtained.

3.1.1. Patient-to-provider depression corpus

The patient-to provider corpus is composed of consultation articles about

depression on three professional websites. In order for the Taiwanese government to

facilitate its citizens’ clinical visits, improve patient-provider relationship, and diminish

waste of medical resource, a professional counselling website, Taiwan e Doctor, was

established in 2000 to offer consultation of health, medication, and clinical information

at no cost to the general public. The service is developed and maintained by the

Ministry of Health and Welfare, R. O. C. The body of personnel providing professional

online counselling comprises more than 198 physicians, 22 pharmacists, six dietitians,

and six nurses serving in 33 major hospitals all over Taiwan, specializing in 33

departments, including internal medicine, dermatology, psychiatry, etc. Established by a

non-governmental organization in 1998, KingNet National Network Hospital currently

has more than seven hundred volunteer practitioners as well as other professional

personnel all around the nation, making up to a total number of almost 1,600 healthcare

providers, to assist in free consultation services to the public.

Similar to the medical resources that can be obtained on Taiwan e Doctor website,
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KingNet’s online counselling also covers a variety of professional divisions that people

can consult with. Also founded in the same year, Psychpark was one of the renowned

consultation websites that specialized in mental health of the public. Psychiatrists,

psychologists, social workers, and other counselling professionals volunteered to

provide mental care advices, particularly those related to depressive disorder, to the

enquirers via the Internet. Although at present, Psychpark has ceased to operate and thus

is unable to provide counselling services anymore, the website continues to exist and its

inquiry archive remains open to online users.

A total of 785 counselling articles classified as depression-related questions were

found in the psychiatry query sections. All the queries are initiated by a patient and later

answered by a healthcare provider. These entries will be used for further text analysis

and topic clustering.

3.1.2. Peer-to-peer depression corpus

Prozac board is a discussion forum on PTT, which is a BBS founded in 1995 by

students in the Department of Computer science and Information Engineering at the

National Taiwan University. It is registered by over 1.5 million users, making it

arguably the largest BBS in the world. Fora on the PTT are divided into boards. The

PTT contains more than twenty thousand boards featuring a variety of topics, and the

-19 -

d0i:10.6342/NTU201700670



number is still growing every day.

The vast majority of people who post articles on the Prozac board are depression

patients. The topics of their discussion mainly surround their personal life experience

dealing with the disorder. There are 4359 posts written between the years 2005 and

2016 that are collected as materials for the study. Each post may or may not consist of

follow-up discussion threads contributed by different persons other than the original

content launched by a single author.

3.1.3. Meta-information of the two corpora

Brief statistical descriptions of the two corpora are given as follows. There are 785

inquires in the patient-to-provider corpus. The number of word tokens found in all texts

in professional consultations is 200,502, and the number of word types is 6,706. If

dividing the number of word types by the number of tokens, a lexical richness score of

0.0334 derives.

As for the peer-to-peer corpus, 4,359 postings are collected for analysis. The

numbers of tokens and types are 1,477,080 and 64,698, respectively, wherefrom a

lexical richness of 0.0438 is obtained. As a rough overview of the meta-information of

the two corpora, patients seem to exhibit more semantic versatility when they
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communicate with their peers as opposed to when they consult the healthcare

professionals.

3.2. Computational methods

3.2.1. Word segmentation

Automatic segmentation of texts in the two corpora is accomplished with the help

of Jseg segmentator (Liu, 2014), an enhanced segmentation tool adapted from the Jieba

segmentation tool (https://github.com/fxsjy/jieba). As the Jseg segmentator was trained

with Traditional Chinese data in the Academia Sinica Balanced Corpus of Modern

Chinese (Chen et al., 1996; Chinese Knowledge Information Processing team, 1998), it

is reported to reach an F1 score of 0.91.

3.2.2. Topic modelling

Traditionally, the analysis of linguistic data involves either an observational or an a

priori coding system. However, the application of a coding system very often faces

challenges in that the labelling process can be fairly time-consuming, problems exist in

inter-annotator agreement, and that categories to which tagged information may belong

require to be predefined, risking the loss of a more naturalistic representation of the data

(Artstein & Poesio, 2008; Heigham & Croker, 2009).
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The present research exploits a data-driven, quantitative method for analyzing

documents, known as topic models (Atkins et al., 2012; Blei, Ng & Jordan, 2003;

Steyvers & Griffiths, 2007), for text analysis of online patient-to-provider and

peer-to-peer discourses. The hypothesis of topic clustering states that when one intends

to express some ideas, or topics, the person will formulate words or phrases belonging

to each topic in mind. These words and expressions are then arranged into and

distributed across different parts of one’s speech or writing. Figure 1 illustrates the logic

behind topic models implemented in text mining.

Documents

Topic proportions and
assignments

Topics
gene 0.04
dna 0.02
genetic 0.01

\-_-/,-—"‘_‘
life 0.02
evolve 0.01
organism 0.01
brain 0.04
neuron 0.02
nerve 0.01

\_/f—_‘
data 0.02

number 0.02

Seeking Life’s Bare (Ge

CoLD SPRING HARBOR, NEW YORK- ity

Stripping down
it of the minimum mode

netic) Necessities

computer 0.01

— -—/

Figure 1. Logic behind topic modelling algorithms (Blei, 2012).
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In other words, topic models assume the following. First, a spoken or written text

comprises multiple topics. Second, topics are generated prior to the texts as a product of

thoughts. Third, topics are represented by a cluster of words. Grounded on the premises

stated above, by observing and analyzing a person’s language, through which concepts

are delivered, latent, hidden topics should naturally emerge from a sea of words.

Therefore, what topic clustering algorithm does is to help to explore topics in given

texts, and while discovering words key to the topic, it helps to summarize the main

points of the texts as well.

Article entries in the patient-to-provider and peer-to-peer corpora are first

segmented and then processed using Nonnegative Matrix Factorization (NMF), an

unsupervised, generative machine learning algorithm that reduces dimensions while

performing clustering (Kuang, Choo & Park, 2015; Xu, Liu & Gong, 2003). The

processing of text data in the current study was accomplished with extensive help of

numpy and sklearn packages in Python programming language and topic modelling

tutorials developed by Allen Riddell at Indiana University, Bloomington

(https://de.dariah.eu/tatom/topic_model_python.html).

Procedures of NMF topic modelling in Python are as follows: First, the term

frequency-inverse document frequency (TF-IDF) is obtained to evaluate the
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significance of a lexical item to a text in each of the two corpora collected for further

research. Term frequency (TF) is the frequency of term t as it occurs in a document,

divided by the total number of terms in that specific document, whereas inverse

document frequency (IDF) represents the logarithm of the total number of documents,

divided by the number of documents where term t occurs. The weight of a term in a

particular text derives as the product of TF*IDF. Second, Python aided to form a

text-term matrix relying on the previously computed TF-IDF weights. Using NMF for

dimensionality reduction since the corpora in the present study are large in size,

document-topic matrix is transformed into document-term matrix, and a list of top terms

in each topic cluster can then be obtained. It should be noted that each topic, formed by

a list of words, is manually titled by the researcher after tracing back every word in that

cluster to its original context in the corpora and later deciding on the name of the topic

with which those top terms are most closely associated.
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4. Results and discussion

4.1. Results of topic modelling

When the number of topic clusters is set to fifteen and the number of keywords, ten,
outcome of NMF topic modelling can best describe the data itself. That is, the words in
each cluster are most central to or representative of that specific topic. In a topic cluster,
the lexical item most cardinal to a particular theme of discussion appears on the top of
the keyword list, and as the list proceeds, the keyness— the degree of relevance
between a word and the issue of concern— gradually declines. Note that the numbering
of the topics (Topic #1 to Topic #15) does not entail any ranking of the popularity or
priority of the themes in the online depression-related discourse. It should also be
reminded that the title of each cluster (in bold and uppercase as shown below) is
manually labelled by the researcher for the sake of a straightforward summary of the
topic under discussion. Every list of key terms is then succeeded by explicit
explanations of the words” meaning in context so as to help to ascertain the purport of
the subject in discourse. It is worth clarification that identical lexical items may appear
in different, even multiple, topic clusters, given that a word or phrase can carry variant
concepts that each of which contributes to the semantics of distinct subject groups. For

instance, the term “& %] 7z~ depression is grouped into several clusters in
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patient-to-provider communication wherein patients enquire about simultaneous use of

different medications(Topic #9a), doctors urge the potentially depressed to come for a

clinical examination (Topic #11a), or possible symptoms of depression are discussed

(Topics #1a, #4a, #5a), and so forth.

4.2. Topics in patient-to-provider depression communication

With the employment of topic modelling techniques, fifteen topic clusters emerge

from online patient-physician consultation on major depressive disorder. The finding

shows that discussion themes between patients and healthcare providers are primarily

associated to four broad topics: symptoms, medication, treatment, and family. Table 1

below gives an overview of topics central to professional online counselling.

Topic Title
#la  Depressive symptoms

#2a  Depressed mood

#3a  Control of emotion

#4a  Suicide

#5a  Memory problems

#6a  Comorbidity symptoms

#7a  Side-effects of depression medications
#8a  Withdrawal of depression medications
#9a  Depression medications and comedication
#10a Information of depression treatment
#11la Encouragement for treatment

#12a Non-drug treatment
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#13a Family problems

#14a Self-other alienation

#15a Compliments

Table 1. Topics in online patient-to-provider depression

communication.

The following six topic clusters, Topics #1a to #6a, all contain key terms that are

pertinent to the symptoms associated with depression. As shown in Table 2, Cluster #1a

centers upon a variety of critical diagnostic signs which physicians often rely on to

determine whether a person is clinically depressed or not.

Topic#la  DEPRESSIVE SYMPTOMS

JEAE Ssymptom

¥ & bipolar disorder

£ # & depression
£ 4 depressed

% 4 lose

4 7% low-spirited
% emotion
4% interest

A ¥ suicide

£ weight

Table 2. Keyword cluster on the topic “depressive symptoms” in
online patient-to-provider depression communication.

By glancing over lexical items listed in Topic #1a, it should not be hard to notice
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that themes involving major symptoms, or diagnostic criteria as stated in DSM-V, of
clinical depression emerge from patient-physician communication on online depression
fora. Sometimes disturbed not only by unipolar depression but possibly also by bipolar
disorder, patients are alert to a change, recent or lasting, in their emotion, physical
condition, and behavior in daily life. Example (1) illustrates emotional and behavioral
changes discovered by a patient who wonders if her symptoms all point to major
depression or bipolar disorder. With a view to easily discerning the keywords in the
texts, key terms clustering to form the topics are marked in bold in the example

sentences henceforth.

(1) FREAL@ERETI R PALE BRREASTET - 227
BRFFp L R AR AT - FRBORBaR o BB T - B
4&%%&’#§ﬁ@ﬁ%%ﬂﬁ%’fﬁﬁﬁg’ﬁﬁﬁﬁﬁA%ﬁﬂ
BAXHE BFR G4 AT 0 AHFFIT A fochEF iz o AR P

A FE R ES AR -

“Sometimes | feel it is meaningless to live, wishing to be dead. I suppress my
emotions at work and always appear to be happy looking in front of others. But
when leaving the company and being alone, | weep on an impulse. | become
sentimental for no reason. I wish someone could hug me to offer me support.

This kind of condition has lasted so long, especially when I don’t get along with
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my boyfriend. | suspect that | might have bipolar disorder or depression.”

One of the most evident symptoms prevailing in such discussions is the haunting feeling
of gloom (“& %~ depressed, “ i %™ low-spirited). Furthermore, at times triggering
events that cause the patients to become dispirited may be absent in the patients’ queries
or simply go unheeded by people experiencing sudden fluctuations in mood. Instances

(2) to (4) are some of the descriptions lacking explicit causes of the depressed mood.

(2) £¢ wFL T wEirRuhE > BIARRAREG o FH T

“While working on the task at hand, | had something else in mind. Thinking

about it, | became sadder and sadder. | felt so low in mood.”

(B) BifiEd Ak BS 2 2 M B P B BEOTRAS &7

“For the past two weeks, | have been very depressed almost every day. And I’m

no longer enthusiastic about things I used to be interested in.”

(4) “f%ix‘*]’i‘ %47 > )i PRIz 2 P R Fleno R AR Ff?m»i}"‘ B
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M e AT S iSRRI A E - PR LG Ao e
FREAR R REAS) LRALR SRS T LI PRPRT IR
Fesp e FEREREY

“Sometimes | feel I’'m in a good mood. Other times for unknown reasons, all of a
sudden | don’t feel like talking or my mood becomes low. I thought about
committing suicide, but eventually | had a good cry and didn’t take any action.
Sometimes I suspect myself of dual personality, because my friends who know me

said that I’m an optimistic person. But then why do | feel depressed easily when

I’m alone?”’

Besides constant pessimistic states of mind, other depression-related symptoms reported
by the patients include loss of pleasure in daily activities they used to delight in (as
demonstrated by examples (3) and (5)), decrease or increase in body weight, and the

thought or attempt to commit suicide, all of which conform to the diagnosis guidelines

in DSM-V.

(B) EPFF CHiRR KE - W - #iX) T LB -

“My mood has been extremely down for a long time. | feel oppression in chest. A

lot of things don’t interest me.”
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When patients mention a change in their weight, whether weight gain or loss, other
depressive symptoms stated in DSM-V are often found to be concomitant. Such

phenomena of concurrent symptoms can be observed from queries (6) to (8).

(6) F1a /B4 » AR E BT B P He 1 4527 0 @Y FEHen

AE .. ERAZBREea® > & ? FEEF- ‘31\.4.5@’)_&%"?

“Due to stress, | put on 4, 5 kilograms of weight in the last two months, and it
inclines to continuing increasing. It makes me not want to do anything as a

result, and my mood is irritable. | wondered if | have depression.”

(7) #op e R EEH 4 §RARFIFEL %

F_L

ER.E RS IS RN

Nt g R R R B R RAFENF s A X R EF G

“In terms of my weight, if it increases, that will result in my mood disturbance. A
few days before my period comes, my temper tends to become very unsettled. If |

lose my temper towards friends or families, | feel a sense of guilt.”

@) BT AR L Fif AW W oF oA mTHT %D

By GLRER-EFEFN OMEL - T R R Ao iR A
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S R

“Recently I often felt anxious, fretful, depressed, neurasthenic, disturbed, and
hard to concentrate when doing something. These feelings keep on troubling me.
My weight continues to go down as well. I wondered how I can improve such

conditions.”

In terms of suicidal ideation and attempt, although only the keyword *“ g #<” suicide
occurs in the current topic cluster, alternative phrases or expressions that convey the
thought of committing suicide but are not counted as the top words in Topic #1 also
frequently appear in the patients’ queries, together with other typical symptoms of major
depressive disorder. Phrases indicating conception of death but do not necessarily

involve the word “ g #%” suicide can be found in data (9) to (11), to name but a few.

(9) {%3tif » oo R L 4 M BATR TN ARE - - B 1§ Renifed -
AR deideie E4F o

“I’m very sad. My mood becomes even lower. Recently I’ve been weary of the

world, always having an urge to suicide. | don’t know what to do.”

(10) = = HE > SR LG RALHE > Y EL A B 2/ -
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“Mood is down every day. | often feel that life is meaningless and worthless,

often thinking about suicide but not daring to do it.”

(11) 2 s Ei RS 0§ 5 03 0 AT S R A -

1 - P = A
472 0 BRI -

““Keeping on smoking can steady my emotions. | talk to myself. My emotions
fluctuate greatly. I’m in low spirits. | want to be gone once and for all but have

many misgivings.”

Similar to Topic #1a, Topic #2a is also related to symptoms of depression;
nevertheless, this second cluster is narrower in scope in that it concentrates specifically

on the patients’ emotional state.

Topic #2a DEPRESSED MOOD

p = oneself

£ 17 feel

¥ ¥ often

- E constantly

= % mood

% thoughts

¥fiF sad
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—

4 F upset
£ 4 depressed
B weep

Table 3. Keyword cluster on the topic “depressed mood” in online
patient-to-provider depression communication.

As demonstrated by the keywords in Table 3, patients communicate with healthcare
professionals via online fora to express negative feelings (“% " feel), ideas (“ &2 ”
thoughts), and emotional state (“+~ 1% mood) which they are prone to, such as sadness
(“¥giB” sad), distress (“& #” depressed), and agitation (“# F ” upset). Examples (11)
and (12) below both provide a window into such negative emotional state recounted by

the patients.
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MRS RS G AR E X LAMEA S F o LW
e }%«Ffsfé.i% 450 (AL P o BEIRP iﬂ,;rs;f;,h IR - ST A {ﬂif{,ﬁ e
EW@pe PAZ ¢ -

““I became prone to anger in the past half of year, but I did not quite dare to let it
out. I could only hold it in, getting myself to be very upset and sad. My mood

fluctuates greatly. | get sad or angry for no reason. | feel myself incapable of

doing anything well and very diffident. Although friends all said that | was doing
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alright, I really feel that I am good at nothing.”

(12) 7 PFiz B § R A RS P RISFIE B R o End ko g
Tl gEFRE AR ARELR ] ]
“Sometimes I fall into low mood suddenly. Then | feel so sad, wanting to cry so

badly, just like sadness welling up!! I also feel that the present and the future

both mean nothing!!”

Also reported by the depressed themselves (“ p = ” oneself), rather than by the people
surrounding them, is their shared and common reaction towards unpleasant feelings--
crying (“ = ;= weep). This is exemplified in sentences (13) and (14). Moreover, the
frequency concerning how often patients regard themselves as affected by a worrisome

mind (“% # ” often, “~ & ” constantly) is also recited in the queries.

(13) wHiuife st 4R > D Backml 224 > F¥ L@

FEEEAE S FF - BAGEHDE > FIE FHE - Aty BLE

“Mood has been low for four months already. A while ago | started to be
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impatient, discouraged, and weak. | often feel so sad that | cannot endure
anymore. | often cry covertly by myself. So sad. So sad. Am | considered

clinically depressed???”

|l

(14) 53 - BArp > N gapre- 3 &> I S S e
S ERANETE A ARG R RFEFARLEF A By
A ﬁég INN —}\. o

“When | was all by myself, I cried helplessly all the time. | was certainly tired at

night, but unpleasant things constantly came into my mind and so | lost sleep or

wept. When I’'m sad, | always feel lonely and alone. No one cares about me.”

In Table 4, adjustment to undesirable emotions occurs as a challenge to people

making inquiries on depression consultation fora.

Topic #3a CONTROL OF EMOTION

# ;% cannot
4ri@ how
% emotion
L1 sadness
i adjust
¥ 42 problem
_36_
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=41 control
%_F whether
p ¢ oneself
7 v do_not_know

Table 4. Keyword cluster on the topic “control of emotion” in online
patient-to-provider depression communication.

Topic #3a centers on patients’ difficulty in the management of negative emotions.

Lexical items carrying doubts and negation, such as *“ & ;2 ” cannot, “ % s
do_not_know, “4- i how, and “-£_% ” whether, convey the patients’ feeling powerless

to take control over their worrisome mind, as illustrated by data (15) and (16) below.

(15) mE g F 1 > L EAFRp L BRI EREG o TR E G H
IR RE A0S R TVERE DR AR L EAe ko R o 1R

FRREAREFEFR - 6 HRERIT AL 2L Fpe %0 - W

fm
ol
=

N\

BE CFHAR GRE AR FLAL e AR ?

“The feeling of world weariness has gone, but I still find myself very sad. When
I’m in environments or face things that cannot go as | have wished, that kind of
sad emotions overwhelms me and is hard to control. Only after crying badly will
I feel well. 1t’s hard for me to make decisions when confronted with problems. |
really feel I myself have changed, becoming slow in thinking and unable to

adjust emotions. | wondered how to go to the doctor or tune up the mind by
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myself.”

(16) & » FatES - % 2 p Lok > RBHEF -

“Exhausted. | have very sad emotions. | often weep without noticing myself

doing so. | cannot control it.”

Many inquirers write to online counselling professionals to seek advice, because they do
not understand what makes them so sad and depressed, and they cannot figure out an
effective way to cope with those bad feelings. Some also report that they feel
overwhelmed by negative emotions and are in constant fear of losing self-control. The
description in instance (17) portrays such apprehension over the loss of emotional

control.

(L7) 3 Swjiie > 2 (R 438 6 B4R > 555 PR A iR«

A EERY STRIESCCE RS ST RS

18
N
)
e
NH
)
&

Phe LI ASIAR BB - B i LA PR ARG R R A

At
P
N

A

Bk ... ..

e

“I don’t know since when, my mood started to swing. | sometimes couldn’t help

but feel sorrowful. I really wanted to control my own emotion. | was very scared
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about losing sanity afterwards. | really don’t know what to do. Even though
friends told me to stay positive, | had no way of controlling what I was thinking

in mind. What should I do...”

Yet another salient sign of depression is suicidal or self-harm thinking as well as

behaviors. Key terms in Topic #4a indicate that people turn to online counselling to

reveal their preoccupation with suicide.

Topic #4a SUICIDE
B A suicide

4 & life

& ¥z depression

p & oneself

wJe family

% ¥f thoughts

%4 end

& 1§ affections

# % encumber

fe & suffer (from an illness)

Table 5. Keyword cluster on the topic “suicide” in online
patient-to-provider depression communication.

Patients disclose suicidal ideation and motivation to healthcare providers online.
Reasons why patients may desire to end their life are often related to romantic
relationships (“g 13" affections), family, and comorbidity. Taking advantage of the
online depression fora as an outlet for strong emotional pain after a heartbreaking
romantic relationship, it is not uncommon to find people with depression describe their
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past interaction with their ex-lover and how deeply they have felt hurt after the end of
the relationship. As a result, their self-perceived inferiority, insecurity, and lack of
confidence in a romantic relation sometimes lead to their self-harm behaviors, some

which are narrated in queries (18) to (20).

(18) FIR 4 pe >z # 5 kg pBIES =Coevee ABE R E s EEk 4

CoHABAZTER BEE T A RNEF A G B

1AL A A R AL A FE 1 R

e

[

b

=k

1

“Because romantic relationships failed, | attempted to commit suicide twice in
the past half of year...I’m still very painful, discouraged, disappointed,
extremely disappointed at human nature. I still have suicidal thoughts, but
thinking that my parents will be sad ceases such soul-eroding thoughts. But |

really live in pain.”

(19) #HCE 8 f B > 33 H f B 7 AT 4805 0 A g

o o TARE Rl A- LgA G FlAERF FlHEAN 4 TG

WAoo m A BLRH - AT - LPRAE e - RE A E A
(Rl S eeeees T fe dn S BFRE BRI AN L R B EFAL B AR

i

8§ B LG AR -
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“| started from thinking about suicide to planning to suicide...It’s just that |

always retain my sanity. But I myself know that the next time | get peeved, | will
definitely be gone. This has resulted from romantic affections, family affections,
and also interpersonal relationship. About the previous two romantic relations,
one was opposed by the family of my other half... And in the other relation, I did
well and trusted the person...but he always cheated on me. That makes me even

more diffident now. | feel no matter what I do, my other half will still leave me.”

A

(20) #peitd e ARHIETHA 0 FREFERIY p AT K

B84 PR o

“I don’t have confidence in myself, feeling inferior in romantic relationships.

Sometimes | want to harm myself in order to obtain my other half’s care.”

With regard to the family issue, some possessing depressive thoughts reveal that it is the
estrangement between them and their family and the environment in which they were
raised that make their depressive condition worsen or deepen their thoughts to commit
suicide. Such associations among domestic environment, depression inclination, and

suicidal ideation are manifested in texts (21) and (22).

(1) AP £ v BRERDE > 2 FALFD
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“My friend has been taking depression medications for a long time. She also
pays visits to the doctor regularly, but lately she has been emotionally unstable.
Reasons are complicated, including family problems (husband found fault with
her when drinking; people in her birth family neither emphasized with her nor
supported her). Suicidal thoughts occur if there are serious quarrels. She once
attempted to suicide as well (cutting wrists). I listened to her speaking,
comforting her, eliminating her thought of wanting to suicide as hard as I could,
but I don’t know whether she took it in. I’m afraid that she thinks too much by

herself or does silly things when arguing with families again.”

(22) A e A B FReE GEBRAL o *RE W FEGE 0 CRPRY
W P REEAS- BT RERL S AL ERT § o ik

ENET N SR TR R LN STy

“My parents, due to family and health problems respectively-- mother had a low
mood for a long time and father had terminal lung cancer— committed suicide
successively at different times to end their lives without saying a word. I don’t
have that courage. But if one day | feel I lose everything, will I also have that
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tendency? I’m scared!”

On the other hand, there are also cases where people suffering from long-term illnesses

or intractable diseases do not want to become a psychological, physical or financial

burden (“# % ” encumber) of the family. The wish to terminate their life is thus aroused.

In example (23) below, it can be observed in the patient’s narration that the parents’

sense of guilt towards the family ultimately led to their suicide, which in turn induced

the patient’s depressive symptoms.

(23) ¥ ac H_k p RIEZ 1@;.13315;]7?,;&_;;{75;@?@&@;{514 ...... e B %

k'l

it E R A ﬁi,.“g‘_i’?‘f\'ﬁ‘iﬁiﬁl WoRAZPR o FHFNBRILEL] > A
SR FRFRBAAK L FRA e ERF F S S p R QA
§ N A o e P W R 0 4 RS X B Bld 6o
TE A RER ARG P A [ 2 2 A RE PR AR A

Fwf > PREFPALL TR g4 ;\‘.i};g sty goed s REEY oo

[}

CACE

&&?’ﬁ%ii%ﬁﬁﬁﬁﬁm’ﬂﬁgw%%ﬁ*ﬁﬂﬁ*
FEEL DL

“Perhaps due to family and personality reasons, | always tend to split

hairs...But because the economy in the family was not good in the past decade,
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my parents divorced. Younger brother was severely traumatized in a car accident.
Mother, because brother would not have a splendid future and also because she
feared to burden me, took brother together to commit suicide four years ago.
Father, also guilty about the family plus getting cancer, was afraid of being a
burden on me. Half a year ago he also ended his life. All these make the already
diffident me feel haunted by a sense of loneliness. My situation now is that when

I encounter something | care that does not go well, I will be very very depressed.
With depression, | feel myself useless. The thought of wanting to end my life
emerges. I’m very afraid that | will not be able to stand it if | encounter a major

setback again!”

According to DSM-V guidelines, difficulty thinking, forgetfulness, and poor
concentration are all likely symptoms of the depressive disorder that is conceivably
linked to memory problems. Below is a list of keywords in Cluster #5a, which draws

attention to the relation between depression and memory.

Topic #5a MEMORY PROBLEMS

CR attack_of _illness
£ # & depression
%1% factor

Jﬂ’f patients

~ %% brain

i %] cause_of disease
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e treatment
& 4 pressure
i+ memory
M 4g recover

Table 6. Keyword cluster on the topic “memory problems” in online
patient-to-provider depression communication.

Physicians analyze several factors that may contribute to the development of depression
and explain to the patients that long-term depression can be thought of as long-lasting
pressure which, if left untreated, may cause severe and irreversible (“1x4g” recover)
damage to the brain and result in memory impairment. Example (24) below is given by

a health provider in response to a patient’s problems about memory obstacles.

(24) 4ok 53 BEH T AR E M TR 0 PR AT %
2R R oAk R BAWR S TREBEE O o v - B H W gk Aol
VR R EpL R ki R BT RAGRRKR T L T

R L BF - 7 SR L

“If depressive feelings attack often, memory will indeed be affected. Sometimes
recovery is slow, even not easy to fully recover. If it is depression, even though
the depressive feelings are gone, there are still some other symptoms, such as
bad memory. Taking medications is effective. Taking medications not only heals

the remaining symptoms, but also prevents the attack next time that worsens the
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memory one step further.”

It has been established that memory problems are a cardinal sign of major depressive
disorder. Not receiving proper care or inadequate resources for a long period of time
after the attack of depression, many patients report that they struggle with memory loss

or feel a decline in working memory capacity, as can be seen from entries (25) and (26).

(25) AE B -F2 > FpETFE - FHEFORI MG AR A PRE
FEBEA L > Fp G s i AFERP FiAnT R F S OE
B EAFRE S AT EpEFEREER L7 PR AREATRRS &
Y o AED Ep 2

“I’m a second-grade high school student. Due to the family factor and peer
pressure, | often feel especially fatigued, often anxious and uneasy. | have a
diffident attitude... | feel worried, because | seem to have still many things to do

but I’m so exhausted. My mood swings. | don’t have a goal. | feel my memory is

decreasing. Am | sick?”

(26) ffbim bl P i > g RA e iR 4 E bR D 0 1 e RiE Y

ﬁﬁ%i’ﬁ##E@§9ﬁ¢ﬁ§7MMiiﬁﬂﬁoﬁi’ﬂuﬁg
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“When the condition was the worst, | found my memory gradually declining.
Things used to be impressive in memory have gradually faded away. | often
forgot after a few minutes what I said | wanted to do just now. In the beginning, |
thought as | overcame the emotional slump, my memory would gradually
recover; but, the truth did not seem to be that way. Although the forgetfulness
situation is not as serious as it was before, it cannot return to the primary
condition in which memory was very good. Doctor, | wondered if is possible that

my memory recovers.”

The association between depression and other disorders is one of the popular topics

on depression counselling fora, as can be derived from the key terms in Topic #6a.

Topic #6a COMORSBIDITY SYMPTOMS

# 4 psyche; vitality
# s illness

pEFR, sleep

#5 influence

& % & schizophrenia
JEAS symptom
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Fi#¢ obstacle
A E fLE Neurosis

Table 7. Keyword cluster on the topic “comorbidity symptoms” in
online patient-to-provider depression communication.

Patients may enquire whether some seemingly depressive symptoms are the results of
depression or another illness, or are in fact caused by both major depressive disorder
and a particular disorder. Illnesses coinciding with depression that are discussed on the
counselling websites include schizophrenia, neurosis, anemia, and insomnia (*“pes,”
sleep), among other disorders that do not appear in Cluster #6a. Instance (27) records a
patient’s description of some seemingly depressive symptoms and her question about
what disorder may trigger those symptoms. Note that Prozac is a medicine usually

prescribed to patients with depression, as is mentioned in the following text.

X% A ERE s LR A 2R AR P APRE RE o kp g A A

'F_

Mo > &7 FiRMe o sPR I S ok 7 2 ship B2 EAT%
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“I’m a nineteen-year-old female... | have homosexual affections towards the
instructor of my major, who suffers from depression. | often cried wildly for no
reason in that class and panted at the same time. In the past | had auditory
hallucination, persecutory delusion, compulsory behavior, grave flinch and
phenomena as such. Grandmother suffers from lupus erythematosus and is
suspected of psychotic schizophrenia... Recently, sometimes | cried and laughed.
Eyes were dull. Attention was very dispersed... I’m currently taking Prozac, but |
myself suspect it is psychotic schizophrenia or the combination of both. |
wondered what kind of illness is this. And please guide me in terms of what |

should do.”

Symptoms accompanying these illnesses are also brought forth to consultation. Patients
often tell online counsellors that their physical health and mind are frail and tormented
due to the cross effect of major depression and other disorders. The patients’
uncomfortable experiences derived from the comorbidity of depression and other

ilinesses can be exemplified by query (28).

(28) N 7 l;?«}aga 3?_3,’&]'1__!— 7 ,;gggga_ﬁgojzég@a %& \ﬁ‘-;fd%i\]z\ 7T;L ’
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“I have already felt ill for more than three years. | live very painfully. | had
consulted Chinese medicine, psychiatry and internal medicine departments, but
there was no improvement... | was diagnosed with thalassemia and
psychoneurotic depression. With respect to depression, it was treated but had no
progress. What makes me most painful is that I don’t have much strength every
day. I’'m dazed all day, very dizzy when waking up after sleep. It is a bit painful.
It takes a lot of efforts to wake up. Later it becomes better but I still feel tired. At
night I have greater vigor. With respect to psychiatry department, sometimes |
am very depressed. Sometimes | feel lonely all of a sudden, especially even so
after going out with friends to have fun. | also get nervous easily. The biggest
problem is that I’m too nervous to speak when talking with someone. The above

are my symptoms.”

Besides symptoms of depression, issues with respect to antidepressants and other
medications are of widespread concern to people consulting healthcare professionals via
depression websites. Topic clusters #7a to #9a as follows all exemplify depression

patients’ regard for medical drug treatment in different aspects.

-50 -

d0i:10.6342/NTU201700670



Topic #7a SIDE-EFFECTS OF DEPRESSION MEDICATIONS

mg (miligram)

R & Seroquel (name of an atypical antipsychotic)
# it * side-effect

#4518 Zoloft (name of an antidepressant)

% _F morning

4= 7 % cannot_get up (from bed)

¢ 2 will_wake_up

< % midnight

AL course_of disease

PEFR, Sleep

Table 8. Keyword cluster on the topic “side-effects of depression medications”
in online patient-to-provider depression communication.

It can be inferred from the keyword list in Table 8 that, undergoing medical treatment
(“Jm A" course_of_disease), depression patients enquire about the dosage (“mg™) and
side-effect of medicines they are currently taking (* 2. % & Seroquel, “#4g 17" Zoloft).
In the narration of medical conditions, issues pertinent to sleeping (“pEf.” sleep) have
often been brought forth to discussion. Descriptions of sleep problems as such include
patients’ encountering difficulty in getting up (“4= % %™ cannot_get_up) in the morning
(“% * ” morning) or staying asleep (* ¢ AZ” will_wake_up) during the night (“= &~
midnight) after taking prescription medicines. Such obstacles related to sleeping under

the influence of antidepressants are demonstrated in example (29).
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(29) A5 L4pe ilﬁ%@r}fzr}ﬁﬂ » FeiF Bk S TN E %i%i%l‘%
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“I have an over-ten-year history of severe major depression and have changed
medications for countless times. In the past few years | got three-month refill
prescription medicines and visited doctors in a municipal hospital. Every night
before going to sleep I take one pill of Seroquel and two pills of Brotizolam on a
regular basis so that | can sleep (might not fall asleep every time). Sleep
condition is good sometimes but bad at other times. Sometimes when | awakened
at 2 or 3 o’clock in the middle of the night (waking up early), |1 would take two
more short-acting Stilnox (this medicine was obtained from a clinic in the
neighborhood). For the past half of year, | continue to have the condition
“distending sensations of the head; retardation in thinking; signs of illness
becoming severer as | thought further, to the extent that | was unable to think™.
Because | have a job, it is impossible for me not to think. And even though I lay

in bed to rest, it still didnt help.”
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While Topic #7a deals with the use of antidepressants, Topic #8a focuses on the

withdrawal of depression medications.

Topic #8a WITHDRAWAL OF DEPRESSION MEDICATIONS

efexor (name of an antidepressant)
=4 stop (taking medicine)
stilnox (name of a sedative)

s % afterwards

%7 e feeling_of _emptiness

iT* effect

JEAR symptom

& %1 withdrawal

FL g B # anxiolytics

xanax (name of an anxiolytic)

Table 9. Keyword cluster on the topic “withdrawal of depression medications”
in online patient-to-provider depression communication.

It can be seen clearly from Table 9 above that, similar to the previously mentioned Topic
#7a, wherein patients discuss their medication conditions with healthcare providers and
state the brand names of the drugs they are taking, Topic #8a is composed of names or
the type of antidepressant medicines the patients are prescribed to, for instance, Stilnox,
Efexor, and antianxiety medications (Xanax, “#< & g #|” anxiolytics), as is illustrated in

example (30).
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“Regarding Xanax which I asked about previously, | wanted to ask how long the
rebound phenomenon will last if it occurs during withdrawal. How to tell if it is
illness or the withdrawal effect? Are there medicines to relieve it? Can using
Prozac reduce the number of attack times of withdrawal rebound? It is said that

Prozac may damage the brain. Then for how long should I take it?”’

Information regarding the effects of these drugs is requested in the patients’ queries and

elucidated in the health personnel’s feedbacks. In addition to general inquiries about the

aforementioned medicines, questions concerning possible consequences after an

arbitrary decision to withdraw from advised medication (“i% 3" stop) are raised by the

patients as well. For those who have stopped medical treatment regardless of the

doctor’s instruction, many reveal that they have experienced various withdrawal

symptoms (“ 7 & kg ” feeling_of _emptiness) and compare their physical and mental

conditions with those previously under regular medication, hence frequent appearance

of the word “{& %™ afterwards. Below are texts (31) and (32), which provide detailed
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contexts concerning the effects of withdrawal from different antidepressants.

(31) # iz A3 LA ESM % F2 LG B EFEXOR $24w » L 6 48 %
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“I don’t know if this is because of depression. The doctor did prescribe Efexor
for me, but afterwards he realized that | was the
mixed-anxiety-depressive-disorder type of patient. Taking Efexor alone could
not completely work out, so he prescribed Dogmatyl and Serenal for me. One
day all of a sudden | wanted to completely stop taking Efexor. | found my mood
and action much better than when I took medicines. It was just that withdrawal
symptoms were brought about afterwards, but all the problems were solved. But
one day | found that | started to possess feelings of worriedness and fear. No
matter how many anxiolytics I took, it didn’t get better. | couldn’t stand it
anymore at that time, so | had to take one pill of Efexor. To my surprise, | felt
much better. Later when | revisited the doctor, he said that cutting on drugs
should proceed step by step and that if | was afraid that taking Efexor made me
dozy, | could take both two pills before bed. Thanks to his suggestion, after I did
as was instructed, my sleep didn’t lessen. But the whole day next day, | felt
indistinct feelings of fatigue and doziness. And emotion became unvaried, no
feelings at all even when watching movies. (While watching the movie, | had a
cup of coffee on purpose by which | wanted to stimulate my emotions.) At that
time, | planned to stop taking Efexor again, only one pill a week. That kind of
Efexor is a 75mg capsule. Just like it used to be, I took only anxiolytics... | tried
taking Efexor to see if problems could be solved, but I felt there wasn’t much
difference between that drug and caffeine. Soon after taking it, mood became
much better. Taking it for more times, it didn’t make quite a difference. Perhaps
mood was even worse than when not taking it. As soon as | stopped taking the
medicine, withdrawal symptoms showed up. Why did | have a sense of

emptiness and loneliness when | did my job? Am | that kind of lazy person who
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doesn’t like to work?”’

(32) iz stilnox A_rz = 'J%ﬁﬁﬁﬁ_%%i ME BN, AR X AR B
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“The Stilnox was incidentally prescribed by the doctor when 1 first got
depression. About six days ago, | started to take it gain. Taking it indeed made
me dream less. But after taking it for a few days, | found although I fell asleep,
the next day when I got up, | seemed to have a vague feeling that | hadn’t slept
for many days. | stopped taking this drug the day before yesterday. After the
sleep, headache situation that would appear from a compensatory sleep ensuing
insufficient sleeping occurred expectedly. And was my feeling of vagrancy today
related to the stop of Stilnox the day before yesterday? ... As for my feelings
after taking Stilnox, about half an hour after taking it, I kind of felt drunk. My
thinking became sort of illogical. When | closed my eyes, some images | couldn’t

explain emerged in mind, almost like hallucination. Stilnox for me feels kind of
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like dope.”

In addition to expressing concerns over depression medicines, patients also pose
questions about other medications they take along with antidepressants. A more detailed
description of the patients’ request for comedication information is given below with

Table 10 as an illustration.

Topic #9a DEPRESSION MEDICATIONS & COMEDICATION

PE.*  take (medicine)

Z 4 medicine

JEA Symptom

i % stop_medication
¥p Fp% steroid

B it * side-effect

& ¥ 7 depression

# % reduce_dosage

74 # antidepressant
A/ & vitamin

Table 10. Keyword cluster on the topic “depression medications and
comedication” in online patient-to-provider depression communication.

For persons with severe major depressive disorder, to eradicate depression and its
accompanying symptoms, medical drugs are often highly recommended by psychiatrists,

along with regular consultations with counsellors. Adhering to a symptom-based
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approach treatment, patients are normally requested to take drugs depending on diverse
symptoms they experience. Consequently, to understand why medical treatment is
necessary to cure the disorder, patients frequently make inquiries about the functions as
well as side-effects of different names of common prescription antidepressants.
Similarly, the length of antidepressant withdrawal is also of concern to people
undergoing medical treatment (“i% % stop_taking_medicine, “js 2 reduce_dosage).

Example (33) illustrates a patient’s concerns over the side-effects of several medicines

needed to treat his/her depression and the possibility of stopping medications.

(33) p+ 2 E&]%’.&%l‘%ﬁ/luﬁ”’“é@’gﬁi:ﬁ@#a%@ﬁv%ﬁrypmnol > Inderal >
Y1 R % Zopiclone » F) 5 T REE K 4L A o Fhied o o pEE AR
WREL - ZB&EFA N R IPERETRL > FEEF LR

#*

H
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FRIC*F P25 p (T8 7 (7557

“A while ago | visited the psychosomatic department at Cathay General
Hospital. The doctor gave me anti-depression medicines: Tryptanol, Inderal, and
Zopiclone, a hypnotic. Because | often split hairs, | get discouraged and anxious
easily. | often toss and turn during sleep. It takes me two to three hours to fall
asleep, and the quality of sleep is very bad. | tend to awaken suddenly. | must
take hypnotics, but | thought there might be aftereffects after a long-term use.
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Are there side-effects of the above anti-depression medicines after a long-term

use? Is it possible that | stop medication by myself?”

Moreover, questions about the outcome of taking a variety of medicines, “g # g ”
steroid for instance, or nutrition supplies (“tt ¢ vitamin) with antidepressants at the
same time are addressed to healthcare professionals as well. For instance, example (34)
demonstrates a patient’s worry over the repercussions of steroid while receiving

treatment for her depression.
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“Currently I have depression, because | feel while | was still taking steroid (for
8 months), | found my emotions to be unsteady. | wept over some insignificant
matters. Plus, | had a bad mood for a long time, so | got depression. Now I’'m
not taking steroid anymore, but steroid seems to have affected my emotions. Is it
that since I’m not taking steroid, its side-effect which has influenced my
emotions will be gone? Or will it always have an impact?”
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The following three theme clusters, Topic #10a to Topic #12a, all involve

discussion over the treatment for depression, ranging from typical clinical examination

to non-medicine approaches. Many people consult healthcare experts online about some

symptoms they have observed on themselves or others whom they presume are likely to

be depressed. Although descriptions of the symptoms are provided, lack of detailed

examination hinders doctors from determining whether the person in question is

clinically depressed or not. Therefore, counselling professionals very often conclude

with the suggestion that the inquirer talk to a healthcare provider in person or take the

suspected potential depression victim to medical services for further diagnosis. Words

and phrases frequently used by doctors to offer advice as such comprise Cluster #10a.

Topic #10a INFORMATION OF DEPRESSION TREATMENT

e treatment

& J2 5% psychotherapy

p ¥ goal

£ . psychosomatic

# & provide

F® 3% outpatient_service

:T% change

7% % be_contented

m)ﬁj heal

ip B ¥ & can_be_expected_soon

Table 11. Keyword cluster on the topic “information of depression
treatment” in online patient-to-provider depression communication.
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Guidance regarding what medical departments to visit (“ £ .= ” psychosomatic, “F® "
outpatient_service), what kinds of treatment a patient may choose from (*:< 725 % ”
psychotherapy, “ B & goal, “zz %" change), and what results can be expected if
adhering to the recommended course of treatment ( “;& £ ” be_contented, /VJE] ” heal,
“ip B ¥ 57 can_be_expected_soon) is provided by physicians in response to patients

queries online. The following text (35) was taken from a reply created by a psychiatrist

on the depression forum.

(35) wa@inR g Vi § Hing Fet o BRI ineT Y gﬁ—ﬂkﬁd FLE Ll
ﬁ”“%”}‘%?*ﬁ’lﬁ@wﬁéﬁ;ﬁﬁ o I WipR AR &k g /p&%—‘ﬁ 0 B
RS 0 - T HN12KF 20k AR - k- X o B

ER AR R USRI EEE Y REEHPUE P ERT N ET B2

“Psychotherapy may very likely be helpful to you. This part you can proceed by
requesting doctors of outpatient services in psychiatry or psychosomatic
medicine department to refer you to psychologists. As for the process of
treatment, it depends on the treatment provider’s treatment orientation and your
problems. In general, the course of treatment will take around 12 to 20 times,

once per week. The first few times will identify the problems, set treatment goals
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and reach an agreement. And then according to problems and targets, there may

be clarification on ideas, plans for behavioral changes, etc.”

Resembling Topic #10a introduced previously, in which keywords are contributed

primarily by doctors, Topic #11a consists of words often produced by healthcare

providers in order to encourage depression sufferers not to give up and to stay in

treatment.

Topic #11la ENCOURAGEMENT FOR TREATMENT
e cure
¥ £ doctor
Jm i patient’s_condition
¢z improve
£ ¥ % depression
##7 consultation
% # medication
= 72 psychological
# 4 continue
fie £ collaboration

Table 12. Keyword cluster on the topic “encouragement for
treatment” in online patient-to-provider depression communication.

The fight against depression can be stressful and debilitating, and it takes great patience
and close cooperation with physicians (“ ¥ #” doctor, “# 4 ” medication) and

consultation experts (“3%7 ” consultation, “. 32" psychological) for a complete
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recovery from the disorder. For those who suspect themselves of being depressed and
others who have confronted the disorder, the course of the treatment and the time it
takes for them to fully recover from the illness are of interest to them. To relieve the
inquirers’ anxiety and to encourage them to work in collaboration with professional
personnel, healthcare providers on online depression fora often comfort the patients by
telling them that a prospective progress (“zz & ” improve) is to be achieved as long as
patients continue to comply with the doctor’s advice and come to counselling sessions

on a regular basis.

(36) jeffinsieh AR KA N R f wRESLE A B HRORE E

PREPZ PG A Lt B S EN P ERATRA 0 TR R

if;%*rs{g;i%ﬁﬁﬂ,,g%g 2z »}g o

“Just like what you said, your distress originated from the constriction of your
negative thinking. And this kind of thinking was not created in a short term but
was accumulated through decades of experiences. Therefore, it won’t take just
one or two days to change it. But as long as you have a strong will to do it and
continue to be cooperative in the treatment given by doctors and psychologists,

all these will be improved. Be confident about yourself.”
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Topics #10a and #11a, as have been explained earlier, touch upon professional

clinical treatment for depression, whereas the following cluster, Topic #12a, emphasizes

on the non-medical respect of the treatment for the mental illness.

Topic #12a

NON-DRUG TREATMENT

[
S
§le
&
ENN
PP % friend

X ## support

£ # & depression
%4c join

& activity

care
encourage
help
patient
we

Table 13. Keyword cluster on the topic “non-drug treatment” in online
patient-to-provider depression communication.

Many visit online counselling depression fora because they are concerned about or have

recognized signs of depression displayed by their family or friends. Consequently, they

desire to seek opinion from professionals as to whether the behaviors they have

observed from the person in question are indeed depressive symptoms or what they can

do to help their loved ones. In response to such inquiries, counsellors and physicians

usually advise that they accompany the depressed to visit health care providers in

person, engage the patients in outdoor exercise or activities from which they can benefit,
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encourage people with depression to get in touch with support groups, and let them
know they are always listened to and cared for. Text (37) provides an example of a

health provider’s suggestion for people who try to help the depressed.

@7) sMEDA el BRER - n7 UF B - LY ETFE T
X2 RASE TSR o BT A BE A B R AR (- )
BB M S F R PR - d2d g AE Tl B ERAR
F e s T B AR R o R - e B R - T e
Az o JPRE DR R R - AEREA G Ao Ao BT LA RE AT
FREFES T E R TR AF EH Sl 2y B At
B i o (2 ) REFRE P GEHIAEHELEMEL 3
s Lo s BB e - BRERLAE > TG LR < Rl o ML
WL DA ABR T IR L A BB R R R o e ByEz e
2 gdv - BB RS B F DT A FE TR A F AT
AP BELFALLH S FIERELFANE L ARSI BRI R
SRS
“When someone you care got depression, you can help him/her to get better...

Once diagnosis is certain, you can offer your loved one unconditional emotional

support and encouragement. (1) Encourage your loved one to seek help: You
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could propose to accompany him/her to go to the doctor. Because depression
makes people become more pessimistic, it’s better to have someone in company
with to be motivated. You must assure the patient over and over again that
he/she can definitely get better. Remind him/her that it takes some time for
treatment to become effective. Secondly, you could pay attention to the patient
regarding whether he takes medication according to the doctor’s instruction.
Thirdly, looking out for the signs that show the patient’s improvement is also a
way for encouragement. (2) Provide emotional support: Your emotional support
for the patient— caring for him/her, understanding him/her, tolerance,
encouragement— plus a little bit of ease and humor can provide the person with
great help. Listen to him/her speaking. Don’t rush to make any judgement, and
don’t shun topics about depressive symptoms... Come up with a way to take
him/her to participate in some cheerful activities, for instance, going out for a
walk in a fair-weather day, going to the movies, or visiting friends. However,
avoid giving too many baffling suggestions to the person, and don’t put pressure

to make him/her join the activities.”

Noticeably, health personnel often express their understanding of the situations

described in the question sections and show sympathy through the use of the personal

pronoun “z% 7 we in order to call for a joint effort between the care providers and

people who seek help for their depressed friend or family member. Example (38)

illustrates such a use of the pronoun “we” which appears in a psychiatrist’s reply.
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(38) 7’\'{ ‘% EIJ]P‘E B ‘E‘Ilj g NS 3 }‘?!\: ;’flj_;{@‘gé y 3\ f]aa#a:;fd %g}%‘ 2 El ;FK g)ﬁftfﬁ
e mTE mh iy p B o
“The family’s heart anguish and they feel helpless when seeing the patient’s

condition. We psychiatry medical personnel will all be willing to help. I wish you

safe and well, and may the patient soon recovers.”

The next two topics to be introduced later, Topics #13a and #14a, both contain
lexical items denoting family members. Although “family” seems to be the shared
theme of these two topics and some of the keywords in the two overlap, Cluster #13a
and Cluster #14a in reality depict fairly distinct scenarios respectively. The former
originates from patients’ description of unpleasant experiences from daily or past
interaction with the family, as exemplified by words in Table 14. The unsatisfactory
family environment then evolves to become the source of pressure that provokes the

patients’ depressive conditions.

Topic #13a FAMILY PROBLEMS
#5485 mom
4 3% mother
45 my_mom
< 7. father

2 we

BT recently
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A ¥ my_dad
p & oneself
Z 34

A7 fg frown
F# &_ as_usual

Table 14. Keyword cluster on the topic “family problems” in online
patient-to-provider depression communication.

A recurrent discussion found in online depression consultation is led by depression
patients, usually the younger generations, whose family members and whose nurturing
environment have great impact on the development of their depressive disorder. In most
cases, due to extensive contact time and thus frequent interaction, those who account for
the patients’ illness most, as reported by a number of inquirers, are their birth family,
especially their parents (“4% 4% mom, “#* " mother, “2% 45 my_mom, “ < & father,
“z% g 7 my_dad). For instance, data (38) and (39) below touch upon family issues
identified by the patients in their online narration: the former describes the influence of
the growing environment on the patient’s depressive feelings, whereas the latter points

out conflicts with the family which stem from everyday interaction.

(38) AFIEH A E LA BRI A SR TP o B3R R 0 P

~

RAMA BE AR o A EAET TR RAE R AR i F A e R

BRI - 3 5 RIS A R 2 Bl 0 4 R AR E Pl
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EREAEE OAET s R FEGENA o AT T FRAR-K?

“For a long time, | have been living in a life where parents don’t get along well.
Father and grandmother both suffer from manic-depressive illness. At present,
father receives treatment at Chang Gung Memorial Hospital. But because
father’s condition has been unstable over a long period of time, my mood results
to be extremely down. | tend to look on the dark side of many things, and I often
lose my temper. | also have little control over my own emotion. | often feel a lot
of pressure. | have to shoulder many things alone, including everything about
mom. In front of others, I will act strong, but I’m not happy at all... | now
become very emotional and neurotic. It’s comparatively harder for me to trust

others. Am | like father?”

(39) st 2 T AT M Az (B b BE D BE A ¥ o F B R~ P
A AR RS AR R R Rl

BOR AR G E £ X e o WAL R § BIcfIE 0 7 ¥

EA AR 2 fkﬁ’»ﬁﬁ:ﬂ ﬁ_ﬁgp%%%@_i&;k;ki&_‘g;gyé@—Jﬁﬁqmgg,

s

AU - B SR ER R R BBt e AT ERTE S AR

o
|

FEERT CLER -

“After | have a new boyfriend, mood becomes better than before. Without
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hypnotics | can also fall asleep. But mom opposes strongly and gives me
immense pressure. My mom is a snobbish person who values money highly. She
only looks up to those who are good at studying and those who make a living
through writing. All she sees is money and profit. She continually forces me and
my boyfriend to separate... Lately I’m even thinking that if mom forces me again,
I will die just to show her. | don’t even regret attempting suicide at that time at

all. If mom really wants to force me into a dead end, this is the only approach |

could choose.”

In contrast to those in Cluster #13a, family-related words as regards Topic #14a are
brought up when patients portray a sense of alienation between the depressed persons

and those without mental illnesses.

Topic #14a  SELF-OTHER ALIENATION

ts i they

w4 family

¥ &_ but

% 4 doctor

p & oneself

u| A others

< A . parents

% % hurt

=~ F something_weighing_on_one’s_mind
% ridicule

Table 15. Keyword cluster on the topic “self-other alienation” in online
patient-to-provider depression communication.
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4% 93

Cluster #14a touched upon patients” worries about being mocked at (“2~ % ” ridicule) or
discriminated against by people who do not understand major depressive disorder well.
Some patients are afraid of letting others know that they are suffering from depression
due to (self) stigmatization of the mental illness. Other depressed persons are not
comfortable about confiding any private matters (“.= ¥ ”
something_weighing_on_one’s_mind) to others, which prohibits them from seeking help
and support in time to deal with the disorder. Still other sufferers feel that when they tell
others about their true feelings, very often they feel hurt because their opinions are not
taken seriously or even ignored. Consequently, the lack of opportunity to reveal their
inner thoughts to others may procure the development of depression. A sense of
self-other alienation is conveyed in text (40), between a patient who is not used to
revealing inner thoughts and her family who may have little knowledge about the

depressive disorder.

(40) S p Atz d © F EEITN A e R o Aok g F A o AT L T
HERLT & EARTARAG BFE- @AW REEE EA
=L IETREEY A BRI PEIE o AN R Bk o A F AT
FER T TR FIAABEAE PRI LU PR o B A F o

7|

FAARLLEE G
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“I haven’t quite liked to tell others about something weighing on my mind.
Thus if I go the doctor, I might not have anything to say... How to tell my family
that I have depression... They possibly don’t know much about depression, and
also...l don’t want to talk to them. I don’t want to become like this myself. | feel |
seem to be insignificant, not indispensable. People in my family dislike me
pouting at them every day. They are angry, too. But | just feel annoyed and

unhappy.”

Those suffering from depression desire others’ understanding of their situation and
illness, on the one hand. On the other, they may reject people’s concern, because they
do not believe that others can truly understand how they feel without tackling the
disorders themselves. Such ambivalence towards others’ care and understanding can be
demonstrated by the frequent occurrence of the keyword “+ £_” but. This can be

illustrated by data (41) and (42) as follows.

(A1) AE B3 S g CFRNL DA TP YR ER AR & 2 A

FEERB AR B A T RN A

#

iR 1 SR SRR

i
v

%g’ﬂilﬁfrlﬁfr(,l‘zﬁjf L B g ﬁ&g;;? - X3 Frx ) 2T FE

¥t g FREPEL S 5E 0 o

-73-

d0i:10.6342/NTU201700670



“I’m not a person who usually discloses things weighing on mind to others, so |
very often conceal things in mind. Also | don’t think when telling others, others
are able to understand or come up with a way to solve it. When | was at school
before, I could still find nursing teacher to talk. (Previously I went there to have
a talk once a week regularly for half of a semester.) Now | have no one to

discuss with at all, because so many things have happened.”

(42) 3 - BpFERARRES —ga‘:ﬁv—’ Fod %Fﬁuiﬁé I S S —Jﬂi 3o
Fl s N R Arig 3% E.P‘*Yr”%?i;m ------ FREAEDRES AR T
A BB v FAF PP 0 A X ‘FK@:}»’P R

“For a period of time, | really wanted to go to the psychiatry clinic. But after
going to the hospital, thinking it over, | didn’t want to go to the doctor anymore,
because | didn’t know what to say to the doctor...Sometimes | really wanted to

find somebody to talk about something weighing on my mind, but I don’t have

good friends around. | suppress my thoughts every time.”

Furthermore, it is worth paying attention to the key term pronouns listed in this
topic. When narrating their situations to the doctors, patients display marked
psychological disjunction between themselves and others who has not experienced
depression. This can be observed from the patients’ choice of pronouns, “a & ” oneself
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as opposed to “is ¢ they and “%] £ ” others, in the narration. Further, the “they” or
“others” referred to by the depressed persons are usually their family members (“ 7 ”
family, “< * #.” parents) whom they interact most frequently with in daily life and
whose misunderstanding about their illness often makes them even more afflicted. In
many consultation queries, for instance in query (43) below, patients describe
experience of humiliation and agony, because their family deny that they are ill with

depression and may decry the urgent need to seek professional help.

(43) BEm AR s 0 > FEX - E RPN JLRATREE T TR

Foom Hoxx - oo A E PRATA R T 0 B AR AR

==

L L A F A B E’%—.?F% , 14

-8
fon

PR BRATR 2 an NE A
B TepEE o B AL ORI A B Fande S5 H AR
EH o BLRR PIPRLERFR O AHE P L) RELDTHES &
T ¥R ABLE AT EFRE 0 S N A A2k B xanaxEp & =%

CIXEEE AN FLREAIERA 2w KBNS A (S R A BT T S
A AT G AR BT AE R R R FERIZA A
B2 pEEEFS 2 pILA o RE o A B S EAGR S

AP PE2FAAH e AL g | PR AR R BRARY e

“Depression had become much better, but I was continually peeved...From
-75-

d0i:10.6342/NTU201700670



family I could never get support but harm, one after another. | know it’s toilsome
for them to take care of me. They always say things like ““You’ll never get well.””,
“I don’t know what | feed you for.””, ““How can you be so selfish?”’, ““You’re way
out of line.”, ““You’re just whining.”” What makes me fear most is not these words.
They always scold me in a hysterical way and even beat me during my episode
when depression was most severe. And they all complain that why am | not
willing to tell something weighing on my mind to them but to the doctor. |
already have a terrible fear towards them. Usually I have to hide in bed and
can’t stop shaking. Eventually | can only get up and take Xanax to calm
myself...1 dont dare to turn to my family. Previously | have turned to Lifeline.
Afterwards, as this was discovered by my family, | was gravely harmed again as
a result. I cut my wrist again. | want to suicide so badly. Only the doctor
emphasizes with me. | went to school and the counsellor wouldn’t empathize with
me, always saying that | had it coming...All these pain will never be
compensated for in any way. | really want to die! And so far my family and | are

still in a cold shoulder mode...”

Below is the last topic to be discussed in online patient-physician consultation

about depression, which seems to be distinctively disassociated with any of the themes

that have been explored previously.
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Topic #15a COMPLIMENTS

ff;ﬁ = hospital

#x % in_respectful_reply

i & wishing_you_health (as in complimentary closing)
4o, all_the_best (as in complimentary closing)

A 4! 44 department_of_psychiatry

B # & depression

£ %8 body

%5;2% doctor

# B concerns

£ 4 sir

Table 16. Keyword cluster on the topic “compliments” in online
patient-to-provider depression communication.

The majority of the words or expressions in Topic #15a are produced by counselling
experts in response to patients’ previous inquiry posts. These key terms are not
specifically related to the knowledge or information about depression per se; instead,
they are employed primarily for the purpose of expressing regards and politeness (“#x
%7 in_respectful_reply, “# & ” wishing_you_health, “4- &, ” all_the_best). Also to be
noted is that these phrases are fixed expressions in formal letter writing and therefore
occur exclusively in written form of consultation as opposed to real-time clinical
encounters. A typical reply from a care provider to patients who suspect that they
themselves or people they know of might be suffering from depression usually starts

with a salutation (“+£ 2 " sir), followed by an explanation of possible mental as well as
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physical (“¥ %" body) symptoms associated with the disorder. In many cases, the
experts' responses then proceed to a suggestion that the potentially depressed consult
immediately with a mental health professional (“F§ F*” doctor, Tf % hospital, “# #¢
#1” department_of_psychiatry) for more careful diagnosis or if they have further
questions (“# g concerns), and at last the replies normally end with a complimentary

close at the end of the answer section.

In the discourse subjects that have been explored so far in patient-to-provider
depression counselling, many of themes are found to be connected to a variety of
depressive symptoms, including Topics #1 to #6. Another general topic to be touched
upon is depression medications, which occurs in Clusters #7, the side-effects, #8,
withdrawal, and #9, comedication. Yet another recurrent broad topic in the
patient-physician communication is the treatment of depression. Such a topic appears in
themes #10 to #12, ranging from standard medical procedures to alternative non-drug
approaches. Furthermore, family problems and the alienation between the depressed and

non-patients also emerge as cardinal topics in online professional consultations.

4.3. Topics in peer-to-peer depression communication

After application of topic modelling techniques to the peer-to-peer depression
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corpus, fifteen discussion themes are revealed amongst all of the postings in the Prozac

Board on PTT. Results from topic modelling indicate that communication topics among

peer patients cover five broad themes: source of pressure, depressed mood, peer support,

non-drug treatment, and experience sharing. Topics emerging from the peer discussion

context are shown in Table 17.

Topic Title
#1b  Psychological pain
#2b  Unmanageable life
#3b  School life
#4b  Career
#5b  Family problems
#6b  Hopelessness
#7b  Interpersonal relationships

#8b  Encouragement

#9b  Birthday

#10b Exercise

#11b Consultation

#12b Recommendation of healthcare providers
#13b  Clinical encounter

#14b Reaction to depression medications
#15b Heritability of depression
Table 17. Topics in online peer-to-peer depression communication.

The first topic to be introduced in peer depression communication concerns one of

the causes of pressure that brings about the patients’ negative mood. Corresponding to a

certain extent to Topic #14a “self-other alienation” in online patient-to-provider
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counselling discourse, Topics #1b and #2b in depression communication amongst the
patients also presents a division between the depressed narrators and other people who
do not have a comprehensive knowledge about major depressive disorder or show no
empathy, from the patients’ perspective, for the sufferers of the illness. Key terms of

Topic #1b are listed in Table 18 below.

Topic #1b PSYCHOLOGICAL PAIN

= i you

& A& why

7 & do_not

E & really

& = pain

% % hurt

i Know

X3 there_is_not
22 please

£_7 Z_ whether

Table 18. Keyword cluster on the topic “psychological pain” in online
peer-to-peer depression communication.

As stated earlier in the exposition of Cluster #14a, many struggling with depressive
conditions face the dilemma of whether to confide their inner thoughts to people who
have never experienced the mental disorder. The sense of severance from the

non-patients emerges as depressed persons refuse the care or offer of help from others
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whom they do not think can resonate with them. Nevertheless, at the same time, the
mentally ill may still hope that their inmost feelings can be understood and voice be
heard. Such ambivalence towards the concern and support given by the non-depressed

group is also discovered in the articles posted on the peer-to-peer forum.

The manner in which patients express the feeling of self-other estrangement differs
in patient-to-provider and peer-to-peer communication, however. From the patients’
online consultations with healthcare professionals, it is observed that the depressed may
opt to take the initiative in denying access to communication with the non-patients (e.g.
“A7 BB P EE” 1 don’t want to talk to them in query (40) and “@ & v 72 17
FIw| A B A €T iR £ 5 P42 f247 Also | don’t think when telling others, others
are able to understand or come up with a way to solve it in (41)) and meanwhile still
retain the right to (re)establish an interactive relationship in the disconnection of
themselves from the others (for instance, as has been demonstrated in example (42), “3
PR iz A B eni 45 4 3w £ 7 Sometimes | really wanted to find somebody to talk
about something weighing on my mind). Compared to the voluntariness, or free will,
displayed in the discussion of self-other alienation in patient-physician counselling,
depression sufferers’ passiveness and vulnerability appear to prevail as they disclose the
sense of detachment from an objectionable interpersonal relationship to their peers. In

other words, instead of possessing the initiative to cease their connection with others,
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these patients seem to be powerless in being associated with distressing interactions and
have no choice but to be impacted by the misunderstanding deriving from people
without empathy. Such involuntary involvement in an interpersonal relationship and
undesirable influence from the non-depressed have caused emotional pain in depression
sufferers, as can be illustrated by post (44). Moreover, not only do patients seem
helpless in extricating themselves from the opinions imposed by others, but they

sometimes have to entreat the pain inflictors to keep away from themselves.

(44) = —?f]*wi}? TR E A PR RY iR E Tj*uiré = 2P F]E o
LGP PSP T F A e MARGP - B o ov B F?K{— L
1€ etk BLG R RGP R P P HE 2 A el 9
“Pain is pain. No matter the pain is caused by what reason, it results in our
worries. Could you please shut up? Words can kill. Since you keep on saying

“We say this because we are all family. It’s for your own good.”” then why don’t

you shut up? Is it fun to bully someone who doesn’t know how to escape?”

In the patient-physician communication, the pronoun “i= i they is used to refer
to those who, usually members in the family, fail to interpret how seriously the patients
have agonized over depression and in turn inflict greater torment on the depressed. In
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contrast, besides the word “is i they (as to be discussed later in Topic #3b in this
section), the second-person plural pronoun “ = i you is another term often used by the
patients in peer-to-peer communication to address people who cannot relate to their
suffering. It should be noted that while the depressed discuss with the peers over Topic
#1b, the keyword “ % i¥*” you in the cluster does not denote the addressee— other
patients on the depression fora— but in fact signifies the outsiders with little
understanding or support for the depressed persons. While “i% ¢ ” you does sometimes
refer to the family, as demonstrated in the aforementioned example (44), oftentimes it
does not involve an apparent identification of any person, albeit the actual intended
audience can be entailed from the context (certain group of people who blamed the
patient in post (45) and those who told the depressed person to look on the bright side in

(46), for instance).

(45) % fJﬁE»fj:frB‘FK ER EA RN - NN B S S S A - ﬁ%g,}_{r__g CA I el

oS A RB N LB AT Fidh 0 B ARSATL A AT E)  §

G

Ak - B B EA £ ETRRF A EEN A L ?

~ate

“Why are you all blaming me, blaming me, and not comforting me? Do you
know that I alone will blame myself? All | want is just some comforting and
patting. Why is it so difficult? Being blamed, I can only nest in bed to cry and
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cry continually. You still blame me. Is it that fundamentally these is no one to

love me but to blame me?”’

(46) %% A AR i 5 1% 5 A FAARERD R S ERRE
FLEE R P AN PR B EARET 73 RBAGE |
“Many people told me not to think too much. Many people told me to think

positive. But do you know how hard it is? When have you put yourselves in my

shoes? Don’t talk like it’s so simple!””

Interestingly, many of the key terms in the present cluster are not content words
directly associated with depression but function words (“ 3 # & why, “% & ” do_not,
“E 7 really, *i2 7 7 there_is_not, “*I32” please, “4_7% £ whether) that often appear
in general colloquial context. Although online patient-physician and peer-support
depression fora are both asynchronous and anonymous, this homogeneous nature does
not seem to encourage the depressed to voice their discontent with tormentors to health
professionals but to other potential depression sufferers in a censuring manner as
displayed in posts (44) to (46). Instead of providing explicit narrations as to why their

negative feelings were elicited, patients tend to jump into the denouncement of those

pain inflictors and pose unsolvable puzzle often led by the interrogation opening *ix i
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Frig 7§ do you know and “ 5 /& why. These unanswerable, monologic questions

suggest that depression sufferers take advantage of the peer support forum as an outlet

for their negative emotions. Therefore, it may be inferred that the patients’ behavior of

bringing forth unanswerable riddles delivers a need for audience and accompany, rather

than a desire for solution to emotional and interpersonal perplexities. Moreover, the

imploration starting with “ZZ=<” please signals the post creators’ vulnerability and

helplessness. It should be clear in example (47) that the author of the post not only

conveys a sense of self-other estrangement but also pleads for an actual, physical

isolation of her herself from the pain inflictors.

(47) * & s B A

2|
T
A
e
P}
ASTS
My
;TE
I
ASTS
My
Yt

. gz /J"Gﬁii&”’ f,’;;frv l

o G A R AEER T A RS T R

“Don’t keep on showing up in front of me! I’m afraid that I will really kill you
by myself accidentally! Knowing things about you makes my heart even harder
to endure. | choose to let all of you stay away from me. Please don’t get close to

me anymore. | will only feel worse.”

Similar to Cluster #1b, wherein people with major depressive disorder are found to
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be entangled in emotional turmoil arising from others’ misunderstanding and lack of
empathy, Topic #2b also brings forth the patients’ pessimistic state of mind in which
they fall prey to other people’s opinions or behaviors. Below is Table 19, which is
composed of keywords expressing the depressed persons’ negative thoughts that stem

from their failure to lead a life under control.

Topic#2b  UNMANAGEABLE LIFE

p ¢ oneself
w] A others
% & why
F18 feel
R dislike
BE want
L4 life

# ;% cannot

3 PFiE sometimes
=41 control

Table 19. Keyword cluster on the topic “unmanageable life” in online
peer-to-peer depression communication.

On the peer support depression forum, people experiencing the mental illness reveal
their frustration in maintaining a life unaffected by the interference, whether intentional
or not, from others whose existence, or even absence in some cases, evolves to be a

critical source of pressure for the depressed. Although expressing a desire to stay
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independent in the way they live, depression sufferers also narrate in their online articles
that such attempts are unsuccessful either because they do not feel comfortable
disregarding other people’s judgements thoroughly or because the influence from others
is so strong that they cannot avoid or be free from entanglement with those stress
producers. Post (48) exemplifies a patient’s predicament in which he finds himself
obstructed in carrying through his own way of living but at the same time perplexed

about behaving in conformity to other people’s expectations.

(48) 1 BT p ¢ it 4 3 704 A YA T RR A LHEinE 4 R o

%g;’ RE LR

4~

I E RN T ek fz{ﬁ_%"f—ii&iﬁi;};ﬁ %7 e AN
i 23 E-thih p e PR A 38 X RyEERFY A PR A -
“These is a sense of feebleness, as if I can’t follow my own heart and neither do
I know what others in the world want me to do. Of course | can completely
ignore people whose thinking is different from mine, but I will hardly have

friends if | keep on abandoning them. My life seems to be the same. | can’t walk

down my own path, but I can’t follow some else’s path, either.”

Resembling Topic #1b in the way whereby depressed authors release their negative

emotions, the current theme of peer-to-peer discourse is often delivered in the form of
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monologue (as shown in example (48) above) or riddles led by the interrogative “ =
7 why while lacking a definite answer (for instance, in post (49) below). It is not
uncommon to see posts full of depiction of an unsatisfactory, unmanageable life; yet,
the post creators often do not explicitly ask for a solution or advice from the peer
readers who may reply to share their experience in terms of how to get themselves out
from the unsettling situations. The patients’ act as such may be deemed a need for
emotional catharsis and comfort, rather than a feasible scheme to terminate besetting
interpersonal problems. Furthermore, the depressed individuals’ feeling of self-other
disassociation emerges from the patients’ repugnance at other people who have greatly
interfered with their emotional independence. Again, in text (49), although the
contributor of the post claims that he refuses to be troubled by people’s opinions, it can
be recognized in the narration that such negative impacts from others have appeared to

provoke depressive mood in the patient himself.

(49) PP R p e R REHAF AT ApE L QR R

F_&

TOREWIFEARY S O ABEITEA TIpE BR 2 F S §EAAN
FJLA R P AR o WA RR T TS RSN ?;k;q‘@iﬁ;ﬁg‘wﬂ ¥ ern
AR e A2 BABEEpLE XIS AT EBRBAEFNAD S Y

AP b g ST B3 AT e
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| earned the money by myself obviously. Why can’t | use it for myself? Low
mood seems to start again. | feel no matter how much effort | have made, I can’t
freaking live the life that I myself wanted. Why when | can’t deal with all the
troubles of myself, others still want to throw more troubles on me? | hate
entangling kinship relations...I’m not going to pretend that I myself show filial
piety and obedience anymore. | just want to take care of myself. It is fine that |
am arbitrarily said to be selfish or cold-blooded. | don’t want to care about it

anymore.”

Coming from people who have great an impact on the narrating patients, the
hurtful language in Cluster #1b and the disturbance in life in Cluster #2b both give rise
to the depressed persons’ psychological turmoil and saturnine state of mind, which
strongly point to the symptoms, as well as the diagnostic criteria, of major depressive
disorder that have been specified in DSM-V. Caused by other people’s conceptual or
behavioral intrusion upon their seclusion, the patients’ condition of social alienation
hence develops further. Moreover, for those confronting the mental illness, such
unthoughtful words and acts become the origin of pressure that may exacerbate the
patients’ condition. Besides what have been probed into in themes #1b and #2b, there
are several more sources of stress to be introduced in Topics #3b to #5b as follows that
are identified by the patients in their communication about depressive thinking or
symptoms with the peers, including their life at school, unfavorable circumstances in
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the workplace, and domestic problems.

As one of the triggers of the patients’ pensive mood, the depressed persons’ daily
experiences at school are brought into focus in the peer-to-peer discourse related to the
depressive disorder. Below is Table 20, which is composed of top terms all centering
upon the experiences that the depression narrators’ have undergone in schooling

environments.

Topic #3b  SCHOOL LIFE

s i they

& ¥ school

& i® teacher

= & classmate
% defer_study
4 ¥ graduate
F18 feel

%] = because
#1110 S0

is % afterwards

Table 20. Keyword cluster on the topic “school life” in online
peer-to-peer depression communication.

When patients describe their life at school, the pronoun “# i they they refer to often

denote people with whom they do not want to associate, and in many cases, this means

their classmates (“F & ” classmate). Coping with the classmates and people at school
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can be a cause of stress for the depressed. Furthermore, for some, the sense of social
detachment from their same-aged learning peers thus occurs within school settings, as is

illustrated by example (50) below.

(50) 2% 3 B 9 F 8158 IXX B, 7605 ¢ A kT - B FFAR
A e R ET AN R E o A EE R R B 2
FeRdp bR A AR PG PRATRA DA L3 LRFALL- B2

P OEFIREREE ~ Ao & > A blablablabla ~ @2 fzé@?;rsgﬁ,;“ -

o

2
s

=

=3

R

BAGHE R ERER - BRAZRBAAGATXXE | > i e
WERERLPLAFTORAIIL§ -3 BEHAWE > LARLF ¥ 72 &
FEY ORI FEREMEF - L AT A F ORI By &

MERFRLFRLFL LS £ 4820 -

“A male classmate called me “XX bro’ before. That’s a nickname a classmate
gave me back in the time when doing a high school group project. However, that
male classmate is not my high school classmate, but he was in the same group
with my high school classmate. | then began to think whether they talked
something about me in private, whether they felt that I’m always alone,
uncooperative, hard to converse with, and that I’m ugly, I’m blablabla, saying
my previous homeroom teacher said that | lived in my own world and so on and
so on. A person | completely don’t know about calls me “XX bro’. Does this

mean that he wanted to show friendliness or to mock me? Although there are
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one or two people who will come to me to talk, | often still don’t know what to
respond. Sometimes classmates made some physical contact to show friendliness,

and | didn’t want to respond, either. Simply put, school life is so unbearable.”

Owing to poor interaction with peers at school or academic pressure of entering
higher education, one of the common outcomes students with depressive symptoms tend
to end up with is to postpone their study or to drop out from school. In post (51), the
development of a patient’s depression condition is portrayed in detail, with regard to

whether the pressure from schoolwork existed or have ameliorated gradually.

(51) # % ¢ Bdpd Rt > 7R AR B E o SRR AR A F 22
ERBM O AERE RE RFRY > Fepo - BRED T - B
FRLE - gribfpriddch - B ERERAFRS 4TRSS

)

S B PPy I

o

95‘73'}‘

“I have had depression symptoms since high school. At that time, the condition
was very serious. | attempted to commit suicide and was diagnosed with severe
clinical depression by the doctor. Then I deferred study. Neither deferring study
nor resuming it had worked. | had taken piles of medicines. Afterwards, after
being transferred to another school, | gradually got better. At that school, there

was no pressure of admission to higher education. So perhaps caused by
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pressure, depression had not relapsed until sophomore year.”

Not merely do academic pressure and interpersonal relationships with the peers that
concern the depressed, but the future phase of life that ensues after graduation from
school are also conceived as a cause of the patients” worrisome mind. Depicted in text
(52), a depressed person exhibits anxiety towards and uncertainty about her upcoming

life after graduating from school.

(62) # 3 i el ¥ B d i WAEE 3 0 T BT
FEREERT UBE S REBFILOARL P FIRE - B

B P it Ave QAT I H B ?

.

“I’m really thinking very seriously about deferring study. Mom said that | could
graduate in three more months, but it’s not that | say | want to graduate and |
can graduate. What if I graduate? Where do | go? Seeing classmates getting

jobs one after one, what about me? What can | do?”

For people facing major depressive disorder at schooling ages, interpersonal
relationships with the classmates and stress from schoolwork are the primary reasons

that result in their depressive conditions. In contrast, for adult sufferers of the illness, it
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is the strain originating from workplace, or oftentimes from unemployment on the
contrary, that contributes to their depressive symptoms. Table 21 comprises keywords
closely related to the tension from work that brings both psychological and physical

encumbrance to the patients.

Topic #4b CAREER

1 ¥ work

+ 31 go_to_work
o 3F Interview
£ B boss

> &' company
= life

¥ coworker
‘# supervisor
A customer
J< »~ income

Table 21. Keyword cluster on the topic “career” in online peer-to-peer
depression communication.

As can be observed from example (53) below, patients express worries over work issues
and some describe the symptoms of depression that occur due to stress associated with
their career life (“2 7% work). Various sources of pressure stemming from the
workplace are pointed out by the depressed, including how to improve their work

performance, how to change the feeling of indolence about going to work (“_* 7

go_to_work), and how to maintain a peaceful mind while dealing with a demanding
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supervisor (“-& & boss, “i ¢ ” supervisor) or unfriendly colleagues (*f> ¥ ”
coworker). In addition, scenarios as regards how the patients have been treated by the
customers (“% 4 ” customer) in an unfair way are also narrated in the posts on the

peer-support forum.

(53) bl B  BE 1 ferBAs LEAG AR Rt

Ao e X LI (BRRTHE R AS S I H etk yEE Y

FAE REG - AR BIER PR L RARRA @ 2 i
R R RS S AR

“I work at home, getting work from dad. The income is pretty good, but I have
crisis awareness. I’m afraid that the customers may leave. But I’m responsible
for multiple jobs (answering the phone, introducing products, handling orders,
bookkeeping). | can’t be a salesperson. | feel anxious if not many goods are
delivered even in just one day. | fear that the business is taken away. And | can’t

concentrate on memory. I’m not motivated every day when | go to work.”

In their narration of disheartening experiences related to the job market, many of the
depression sufferers also describe disquietude about their current state of unemployment.
Worries over job interviews (“& 3&” interview), working environments (“ 2 &7

company), salary (“4= » ” income), and interpersonal relationships with the employer
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and other employees are all of considerable concern to the depressed group
encountering joblessness. The aforementioned reasons altogether constitute pressure
induced by work, which becomes a heavy psychological burden on people who are in

search of jobs, as exemplified in text (54).

(54) # 6 F A AARE 2B RE D ¥ AR B GA - B A ELIE -
3 REE R - B Bed R g o AT REEITEL . Ak

FRCTE S

(W

o2 Pl i, AaH P F 3 T &R FEP

AaFdkania e ~ F0

i

B R LR RS Ao FlenL (ERA G
AR LR B EE TR EE RS RS (S N

AoXBEREF L EA

“It seems nothing has happened on the surface. Life is considered normal, but
instead | want to hide and live a life on my own. | don’t want to have a contact
with school, but I pushed away interview opportunities one after one. | don’t like
those jobs enough. I’m so afraid of not being able to find a job. I’m afraid the
work 1 find will not allow me to save money to feed myself. I’m afraid to be
compared. I’m afraid of my younger siblings’ red envelopes and allowance for
parents. Although my family didn’t ask of me, I’m afraid my family will not like
the job I find. I’m afraid the work I find involves intrigue against one another.
I’m afraid that once | lose my temper, | possibly won’t go to work. I’m afraid

that the boss and coworkers will not like me.”
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Yet another source of pressure imposed on the depressed persons originates from
domestic problems. Akin to Topic #13a derived from the patient-professional queries,
which centers on family issues, Topic #5b to be probed into shortly also presents
household disharmony as the focus of discussion among people with depression.
Bearing similarity to the “family problems” cluster in the consultation with healthcare
providers, Topic #5b contains lexical items that overlap with those in theme #13a, for
instance, the terms *“4% 45 mom, “#% 4§ my_mom, and “#* § ” my_dad. The following

Table 22 shows the entire list of keywords that form the theme Cluster #5b.

Topic#5b FAMILY PROBLEMS

¥ 45 mom

45 my_mom

¢ & dad

A% my_dad

w4 family

% % younger_brother
< # parents

% F_return_home
°]*3% child

4% divorce

Table 22. Keyword cluster on the topic “family problems” in online
peer-to-peer depression communication.

Parallel to what has been explored in problems related to the family in
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patient-to-provider counselling, unpleasant childhood experiences and home
environments lacking parental care are too brought forth in the discourse among the
depressed group and are deemed contributing factors to the patients’ depressive
conditions. Instance (55) below is excerpted from a post in which the author describes
how his family background accounts for the development of depression and how it has

led to his disbelief in romantic relationships.

RE o H D og A

&
Gk

(85) Al » Ajpta- B3 AAARDFEL L 0 § § by
AR > MBS F LS RS ERYK - ARFE B ®
AEF L RBHRDEF o B R Ao AR LFEAT A B

FREFRAE o RIS E S AN B R A REPERLT IS EAGEE

.

“Since | was little, I grew up in a family without blessings. Dad likes to drink
and gamble. He would even beat my mom. Because of that, my mom finally
couldn’t stand it and chose to divorce. | was glad, glad that my mom no longer
had to endure this. But unfortunately, my custody belonged to my dad and my
two younger brothers belonged to my mom. During the years at elementary
school, I have always lived in the shadow of domestic violence. | was kept in

tenterhooks in those years.”
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Although the keywords in Table 22 are mostly related to family members, it is not just
the discontented interaction with the birth family that makes the patients despondent.
Frustrating experiences of associating with the relatives too are conceived as a cause of
pressure that further provokes the patients’ disconsolate feelings, as demonstrated by

post (56).

(56) M jmid AL WA AL LA Ap A R xEhs FAREF ALY
AL AR R AR R A RBAE AR AL E A MR
&iﬂé§iﬂ¢“ ...... 3 EPEG o APRE A 0 AN T A B
PP A po S EDEI R Ak BRAES HA LB T KUK

Ao RTEEEEL L Fnt (A F A SRt ) e

“| can’t stand others’ look of disappointment at me. We are not perfect. Of
course there are someone to be disappointed! My parents want me to divorce

and return home to be my mom’s full-time care giver. My aunt scolded me

about not caring my mom on a daily basis and also mocked at me, saying that
going to the doctor was useless...Last year around this time, my aunt scolded me,
saying that I’m a psycho who made my mom sick as well. This year, she phoned
again a while ago, saying that my mom is sick because people around her made
her so. And then she said her feeling of unhappiness lately was also caused by

people around her (family, children, acquaintances).”
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Moreover, the domestic issues can be extended to the family of a patient’s other half. It
is not uncommon to see sufferers of depression disclose their concerns about forming a
new family to other depressed people. Article (57) below depicts a patient’s discord
with her birth family, questions about her partner’s family, and uncertainty about a
potential new family with her future spouse, all of which have deepened the patient’s

sullen mood.

(57) ABARAE AP inA K o 8RR - B R RO E PR o B4ok @ ih
RA o A gtk > 1§ & B45e8 7 A AyRITIRT hEE R > 4 A k3R
PREERE > ARE A S MA 810 F AT A (PR K 5 BRE ) o B
Frig A e e AR B B R e A R R 2 W el Y § R

S TRIIRIE rR o Wi e LA A B A BAF R B4R g i RBETF foins R o
AR A BRI c AFFRIVE R A end L0 L P B AT 9
BF A L B AR T F R L T L D AR R L ehi

* :Fé’o

““| started to have doubts about our future. His parents kept asking about getting
married (chuckle). If his parents know that I’'m like this, will they still want a

wedding? The medicines I’'m taking for my condition and my mental status both
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won’t allow me to get pregnant. | was pregnant twice and decided to have an
abortion in the eighth and the tenth week (chuckle, shoulders kind of heavy). He
knows about my illness condition, but | doubt if he really understands...Frankly
speaking, the past relationship in my family was also problematic...Alas, older
sister and father had better do nothing more with just the two of them. | have
tasted the bitterness of household disharmony. | really don’t want to get involved
in it anymore. | dislike those married couples who have a rocky relationship so
much. Why don’t they divorce? And do you know why his parents want him to go

back home once they have a quarrel? | really don’t get it. | really dont get it.”

While discussion themes #1b to #5b all surround narrations of the patients’
pessimistic thinking and tendency toward social alienation, Topic #6b specifically
spotlights the patients’ sense of hopefulness about life and helplessness regarding their
illness. Words used by the depressed to express a dismal perspective on their future are

listed in Table 23.

Topic #6b HOPELESSNESS

3p4p pat_pat (to comfort someone)
= A& why

7 & do_not

4 % so_tired

EpriE sad

iz such

<

- E constantly
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%% hurt_so_much
X3 there_is_not
TR give_up

Table 23. Keyword cluster on the topic “hopelessness” in online
peer-to-peer depression communication.

As patients fight against the debilitating mental disorder, the thought of forgoing
possibility of a full recovery may constantly emerge from their mind. Addressing in the
form of interrogations (* % * % why) that may not be answered anyone, including the
inquirers themselves, the depressed again seek audience who can relate to their feelings
of hopelessness. There can be varied purposes in terms of why patients discuss the
helpless feelings with other people experiencing the same disorder. Conceivably, one of
the reasons for writing on the peer-support forum is to obtain support from others. In the
majority of cases as such, the authors of the posts indeed receive comforting words from
other patients’ online response through the expression “ia 4p” pat_pat which is a gesture
of care and comradeship among the depressed group. Replies (58) and (59) demonstrate

such a usage.

(58) w2 ﬁ{iﬁlé%{cw ° #}gjﬁ |

“Alas, a living dog is better than a dead lion. Pat pat!”
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(59) dpdp > AEFiE X o Jpdp o RAFRRE > B PR A G H .
“Pat pat. Get away from these people. Pat pat. You’re so strong. Things will get

better and better from the past to the present.”

Another motivation for the patients to create posts that touch upon the hopeless view of
life is to encourage themselves not to give up in the fight against depression and to
invite people to share their past experiences of conquering the disorder. While the above
reasons are true, in many posts, it is often found that the patient narrators seem to have a
conversation with themselves at some times and with their depressed peers at other
times when expressing their negative state of mind. When the thought of a hopeless life
is conveyed, symptoms of major depressive disorder tend to appear in the patients’
articles as well. These signs of depression include other dispirited moods, suicidal
ideation and acts, and irrational sense of guilt or self-worthlessness, along with other
symptoms stated in DSM-V. In text (60), it can be seen that although the patient portrays
herself as persistent enough to continue to live, she nevertheless denies the value of her
life. Furthermore, living seems to be a duty she has to fulfill in virtue of other people’s
expectation. Note that an inappropriate feeling of guilt accompanies the patient’s

pessimistic view on life and the recovery of her illness.
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“Don’t ask anyone of anything. Who we can ask of is only ourselves. Don’t

expect mother or boyfriend or friends to understand why we’re depressed and to
what extent we’re depressed. Don’t even expect tolerance, support, and share of
burden. There’s no one who’s responsible for carrying someone. There’s no one

who will prop up someone. There’s no one who can save someone. | just have to
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remember to move on...l obviously own so much, but instead I actually feel
they’re pressure. How despicable is my character and how much | deserve to be
punished by God? But I’m really so tired...I hate myself for only hiding, acting
weak, always crying, always crying, always crying. | hate the non-stop negative
thinking in mind. I hate myself for why what I typed are all cowardly words that
are not strong, not hardworking enough. I hate myself for always feeling sad,
always sad, always sad, although I obviously have no right or reasons to be
unhappy. The counselor said I should let myself rest, but how can I rest when I’m
already so useless...Why should I get well? Getting well is such a tiresome thing.
Can | really get well? I’m so tired. Although I said not to let them down, in fact
the most disappointing person is always me myself. They love me very much, so |
don’t want to let them down even more. But why am 1 like this? ... Those look and
words of disappointment and misunderstanding, | don’t want to hear a word
anymore. It hurts so much, hurts so much. I’d rather continue to be so tired, so
tired. I will still live on, still. Typing is just for a momentary relief to remind
myself how stupid all these are. Do not give up, though very tired. It’s not yet the
time for giving up, although I want to give up so badly. Sorry, | am so selfish

and only think about myself.”

In their online communication with other depressed persons, patients expound

upon their viewpoints of social relations, in particular the skepticism towards the

necessity of a human companion. This subject of depression discourse is presented by

Topic #7b. In addition to discourse themes #1b and #2b in peer-to-peer depression
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discussion introduced previously, Cluster #7b also draws readers’ attention to the

depressed individuals’ sense of detachment from others with whom he/she interacts--

their friends to be more specifically. Table 24 comprises key terms which frequently

appear in the patients’ opinions about a dispensable social relationship.

Topic #7b  INTERPERSONAL RELATIONSHIPS

£ 17 feel
- = always

E & really
friend

many
there_is_not
#1120 therefore
F¥ i moment
izt this_kind_of
5 just

N -
=

e
KNS

Table 24. Keyword cluster on the topic “interpersonal relationships”
in online peer-to-peer depression communication.

By writing on the Prozac Board forum, the patients disclose interpersonal relation

problems they encounter in everyday life. The discussion on daily interaction with

friends and acquaintances can be further expanded to somewhat philosophical debate

over whether human beings need each other’s company. For some in the depressed

group, the value of individuality and independence of the self can outrank the

importance of friendship and interpersonal harmony, as illustrated in example (61)
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below.

(61) iEN-F kA xFEh (22— ) R2EZLEIABLIpFE B

Wk o REEBH A MO LB BT E k- EALYE . - B

i AEE- EEEG A RSN E-E AR pe £ £ 0T B g
WE P4k - BARBE S PRAGENFEEB RS AADBME S R
s ARy 4 > 2 EEFRBESNLG - L Epe > B R AHTRL

FR§ 232G H A IR > A FEE R OV RE S o A A g

FipHk IR H o A FIERE € R B R R e SI\JL—ET B AR ¥ PRE >

k]

Tid R eE- b

|

“This has always been (one of) my disadvantages: | can’t stand others’ lack of
self-awareness and self-deception at all. It’s just that this friend, this person has
always been around for the past five or six years. He is a trustworthy person and
has helped me a lot. | can’t think in the way it used to be, that it was fine not to
have contact. But this conflict has always existed indistinctly...And then I’ll be
thinking continuously that whether | myself really need to do such things. If
someone wants a friend, then perhaps indeed he needs to change much of his
original personality and make much unpleasant effort in order to attain things
that he desires. But do | myself really need this thing called ‘human’? When

there are no others, my life goes better and happier. There’s always someone
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saying that it would be lonely this way. It’s so hard for me to understand what

kind of feeling that is...Even if | really feel lonely, it might be only for a second.”

Some patients express their feeling of loneliness and self-depreciation because they do
not consider themselves popular among friends or having friends who really show
understanding and support for them. Even so, in many other cases, it is observed that
the depressed narrators not only elaborate on their opinions about friendship or daily
association with people around them, but they also offer advice to other readers who are
depression sufferers as well in terms of why they should possess a positive thinking
about not making friends. For instance, the creator of post (62) provides personal
experiences in developing as well as disintegrating past friendships. Furthermore, the
author explicitly concludes with an advice to others that it is fine not to have friends.

The idea of social alienation is hence brought forth and approved.

(62) AN é;_g@@_:_ B A %?’Tf“ I’;k-;;? 13 iJ ...... 2\ é_ﬁ T {gk 2 pa;jﬁjt-,
5% ’Jﬁ I ) S IR 3 2 VAREREEE Bl s kA FE S Rk P e EL
PR % E70fEawe @ & f7R4E I SR B epp %o eeeees HB A B S a o
A hdm LA FEEE > By BOIVARE 7%%@5"3@ RHE S 2 g

BT LI ko= BEAR KA A A AL FL RS AP HERTE
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“I have already heard three people telling me ‘I don’t have friends.’...l was
thinking: but I apparently often saw many friends asking you out? ...So | felt
afterwards that in fact their so-called friends are those confidants, rather than
those friends for hanging out with... Honestly | was asked to go out often a long
long time ago. But | was young at that time and didn’t think too far. | just felt
those | hung out with could all be friends. Until fewer and fewer people came
for me and | was too lazy to answer the phone due to so many things to be busy
with, then | had fewer and fewer friends coming to me. A few years ago, | was
really not that used to being all by myself, often feeling that many people
uploaded sightseeing photos with friends on Facebook and feeling envious of
this. But now, | don’t feel it’s such a big deal not having friends...Now | don’t
feel not having friends is such a bad thing, and I can learn to be independent by
myself...So not having friends is really not that serious. It’s just that
occasionally when 1 live alone, if I get sick, I’ll feel that I’m so poor living alone
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and there’s no one to help me even when I’, sick. Actually this kind of thinking is
supposed to mean ‘to find a partner’ but not ‘to find a friend’...So this thing,
making friends, should depend on destiny. No need to pursue it deliberately.

Many things are just destined.”

As stated earlier, one of the main reasons why the depressed use the peer-to-peer

bulletin board system as a tool for communication is to gain support from people who

also experience the same mental illness and thus can relate to their physical and

psychological agony. Furthermore, not only the repliers to a post but also the original

post contributors show gestures of mutual support and encouragement. The following

two themes in peer communication, Topics #8b and #9b, both involve the patients’

cheering acts for one another on different occasions. Table 25 below contains keywords

frequently found in the patients’ articles when they aim to cheer others who are also

battling against depression.

Topic #8b ENCOURAGEMENT

4vid try_one’s_best
+ _everybody

% 4 endeavor

# % hope

- 4= together

B4 thank
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-2 happy
B cheerful
B slowly
= ¥ succeed

Table 25. Keyword cluster on the topic “encouragement” in online
peer-to-peer depression communication.

Understanding the obstacles other patients are confronting, to express empathy and
encouragement, the depressed establish a companionship via interactive threads and call
for joint endeavors between themselves and other readers to fight against the afflictive
disorder. Post (63) illustrates a case wherein the patient attempts to summon up the

peers’ courage and expresses the hope for mutual support.

(63) #Zigh= Boms 7 R RH A Y RL M e | Ap- A2y
FPERPEFTERA 4 FERIVGED A f,;a,u\:};_f\,qf‘;{—’a T X - X EH
18 F 45} % 45} 4 o

“Hope every pal on this forum does not give up hope, and all should continue to
try our best! Let’s work on it together. Don’t abandon anyone, and don’t hurt

others’ feelings from now on~ Hope everybody makes progress day by day, living

better and better.”

Similar to Cluster #8b, Cluster #9b also conveys the idea of peer support but
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pinpoints the special attention and care given to the patients’ birthday. Top terms in table

26 are all associated with concern for the depressed persons’ birthday.

Topic#9b  BIRTHDAY

4 p -2 happy_birthday
4 p birthday

happy

R < happy

=% happy

# 3% hope

£ % today

birthday

+ F_everybody

#5 thank

Table 26. Keyword cluster on the topic “birthday” in online peer-to-peer
depression communication.

In a large number of postings found in peer-to-peer communication among depression
patients, it is observed that many people refer to their birthday, usually the day on which
the post is created, and explicitly request birthday wishes from other users on the forum.
The patients’ behavior of bring up their birthday as the topic of discourse can be
regarded as an act to seek support and concern, whereas by delivering blessings for the
special occasion, repliers to the birthday threads in fact work in collaboration to fulfill
the authors’ need for attention and care. Such a beneficial interaction is demonstrated in

context (64), where “post” stands for the initial thread and the number marked with the
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“reply” indicates different identities of the repliers.

(64)

Post: 244 p 3|7 » £ X Eehd p » A28 %5 > Paratd p g, p =
% 4 5 SHE » 3 74 high |

Reply 1: happy birthday to &

Reply 2: 2 p e~ &« - B (%)

Reply 3: 2 p %

Post: “It’s my birthday. Today is my birthday. | become 24 years old. Hurry!
Wish me a happy birthday. Tomorrow I’m going to see SHE. Now I’m so
excited!”

Reply 1: “happy birthday to Fatty”

Reply 2: “Happy birthday~ Congratulations on getting more love handles

(huh)”

Reply 3: “happy birthday”

As has been illustrated above, the depressed seem to be sensitive to whether others are
concerned about their birthday. Absence of attention to the day which is particularly
meaningful to the patients may be interpreted as equivalent to indifference and rejection

to show love and support. As a consequence, the lack of birthday wishes coming from
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others can give rise to the patients’ oppressive thinking. Example (65) depicts the
situation when a patient did not receive the attention which she thinks she deserves on

her birthday.

(65)
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Replyl: 2 p -2 | fd4rch> 6 5 8L HhE 'r%i.%,t,‘gaf: v

Reply 2: 24 p -

Reply3: 2 p -8~

Post 2: #8Hi% i+ R

Post 1: “February 10" is my birthday. I’m very glad to have your company, but

what makes me angrier is that why you just don’t remember-...1 told you

today is my birthday. What was your reaction? You disappointed me
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very much. Then you said you were too busy to buy a gift. In my eyes
that’s literally an excuse! Today when | got home, older brother was
already waiting for me at home. He said “Niu, happy birthday~’ to me
and even gave me a birthday present. Since you both are my family,
why don’t you remember? You even acted like it wasn’t a big deal...|
just wanted to hear a “happy birthday’...Why do you pay less and less
attention to me as we grow older...I’ll definitely take revenge on you! |
definitely will!”

Reply 1: “Happy birthday! Try to look more on the bright side. Forget about the
bad things.”

Reply 2: “happy birthday”

Reply 3: “happy birthday~"’

Post 2: “thank you, everyone™

Previously in Topic #12a of the patient-to-provider communication, it has been
shown that non-drug treatments appear to be the center of discussion in inquiries about
major depressive disorder. Although narrower in scope, the same discourse subject
occurs again in the two peer communication themes to be introduced next, Topics #10b
and #11b, each with a distinct focus. The former topic concentrates on the exercise
aspect of the non-clinical treatments as a solution to depression, as exemplified by

keywords in Table 27.
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Topic #10b EXERCISE

@#@d exercise
# jogging
3_ walk
41 go_out
4% emotion
:x L improve
= - mood

& 4 depressed
2 health
2 relax

Table 27. Keyword cluster on the topic “exercise” in online peer-to-peer
depression communication.

Many people with depression talk about the benefits of doing exercise and share with

others in terms of how exercise functions to alleviate their depressive symptoms. For

instance, in example (66), the patients report that their insomnia condition is improved

and mood lightened up.

(66)

P

SGEST Y

=
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Reply 2: 1a3i& &
Reply 3: jai&#

Reply 4. #@# =& %«Frs § B s

Post: “Today | got up early and walked to the school bus station by myself to
wait for the bus. Probably because of this, | sort of exercised. My spirit
was particularly good the whole day. Bought coffee in the morning. Had a
rare super sound sleep at noon, finally without crying or nightmares...Isn’t
it true that exercising makes people happy?”

Reply 1: I also went outside for speed walking in the afternoon and | sweated a

lot. It really feels different after exercising.”
Reply 2: “thumb up for exercise™
Reply 3: “thumb up for exercise”

Reply 4: “Mood always becomes very good after exercising”

Besides the exercise theme, the other topic in peer discussion related to non-drug

treatment is psychological counselling. Lexical items clustering to form this topic are

listed in Table 28 as follows.

Topic #11b  CONSULTATION

##xp counselling

< EF teacher

= 32 psychological
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¥ s center

£ ¢ school
=5 experience
£ ¥ professional
¥ 42 problem

1= 2% suggest

H e+ help

Table 28. Keyword cluster on the topic “consultation” in online
peer-to-peer depression communication.

It is not a rare occasion that the younger generation first turn to the counselling center at
school to seek assistance when they fall prey to pessimistic state of mind. As for
depressed persons who have left school environments, often accompanying their
conventional psychiatric and medical treatments is a series of consultation meetings
with a counselling psychologist. On the peer support forum, many patients share their
own counselling history with the peers and make comments on the effectiveness of such

non-medical treatments, as demonstrated by text (67).

(67) ¥ G AFRWEL £ Do BFH > /MR EHKEF ¥ ¥ L EES

FAEI G OB AT OGREE ) B ARG 50 Bl

“| used to have psychological counselling at school for half a year. That
experience in fact was usually circular. But at least | could have someone to talk
to. | personally think it was more or less helpful.”
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Some may provide their opinions on the role that psychological counselling plays in the
treatment of unipolar depressive disorder, whereas others may visit the forum with a
view to requesting suggestions on whether consultation sessions are necessary and
helpful. Example (68) contains threads of inquiry, personal experiences, and

information about the counselling resource.

(68)

Post: + FE W TEE B enit MRS 0T Az B2 chiEsk o £
YRS IRINLE N . NG SER I U

Reply 1: 2 eipfe g2 in g Bagi » P 3 i A4 %3

W
3
=%

0
ﬂi‘;’

Reply 2: % B e a4 35 e » i et s g il w (AR E R .;Fi*{) .
B AR R M TORIERLACRR AR o LSRR B BT o

Reply 3: & #& ﬂ} FE Yo vricounsel 0 WA ZARMFEET o

Post: ““Does everyone think psychological counselling can really be helpful?
Perhaps because of my past experience of the visit, | feel that although the
counsellor would point out the key problem, it didn’t seem to help as to
how to deal with it.”

Reply 1: “My condition is kind of similar to yours. I’m currently taking

counselling suggestions.”

Reply 2: “In terms of the U.S., maybe it’s cheaper to join the national health

insurance program. (I’ve never lived in the U.S. so | don’t know well.)

It’s not that it provides life assistance, but besides helping you to be
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aware of the problems, it assists you to change internally.”
Reply 3: “There’s counselling center at school to counsel with, but

unfortunately I happen to graduate.”

When an individual with depression reveals his mental conditions online, other patients
more experienced in tackling this obstinate disorder may have a better understanding of
how emergent the situation is that the person is facing. While the similarly depressed
peers fairly often verbally encourage the narrator and frequently offer psychological
support, in urgent circumstances where the patient displays prominent signs of clinical
depression, the peers will strongly suggest, if not urge, that the person seek professional
help in time. Reply (69) provides an instance of such a case. In this respect, the current
topic cluster bears a resemblance to theme #11a “encouragement for treatment” in that
the patients encourage each other to turn to trained healthcare givers, as do the

professional medical personnel.

(69) 3ir BBy i U NGRS FEFHP | e g
FUFGR LG AEF > TG F A PBE R o SRR OE R -
S fﬁ%%ﬁﬁg%T?,ééf’ﬁ?@%T ------ oA AFER L AR 3%

TR R £ 0 RIS A M R RIS e d A 43 R
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Y ﬁ(gﬁﬁ Il ;ﬁ\ﬂ N ;};%‘]‘g& ...... e g |

“Please tell the psychological counselling center at school that you have n
urgent need to undergo consultation immediately! This way they will help you to
arrange your counsellor as soon as possible. Also, there will be your case
management teacher. The counsellor provides consultations about once a week,
and the case management teacher will call you for concern...Basically I think
the people on this forum are nice and should be able to understand your feelings.
However, many people are already overwhelmed by their own problems. In their
heart they want to help you but in reality they lack the strength to do so.
Therefore, I’m inclined to suggest that you seek help at the psychological

counselling center...Best of luck!”

One of the functions the peer support forum serves is to provide a platform for

interchange of information concerning the depressive disorder. In Topics #12b to #14b,

various respects of information or experience sharing about clinical treatments are

discovered in the communications among peer patients. The first cluster of such

information exchange centers upon the request for and provision of recommendations

with regard to good medical services. The second involves personal experiences of

clinical visits, whereas the last deals with the influence or side-effects of anti-depression

medications.
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Below is Table 29, which is composed of key terms highly relevant to the

recommendations of healthcare professionals among the depressed group.

Topic #12b RECOMMENDATION OF HEALTHCARE PROVIDERS

¥ 2 doctor

%EW doctor

i & recommend

# #1 clinic

4  psychiatry

7 ¥ doctor’s_visit

¥ I hospital

| %5 4 go_to_the doctor
w ¥ revisit_to_the_doctor
L . compare

Table 29. Keyword cluster on the topic “recommendation of healthcare
providers” in online peer-to-peer depression communication.

Although some patients enquire about recommended health practitioners because they
have never been to one, others with the experience of a doctor’s visit also seek opinions
from the peers as to whether they have a better option than the healthcare services they
receive at the moment. Data (70) and (71) respectively provide an example of the

patients’ requiring and offering comments on the professional treatment for depression.

(70) ZAFlj e EnFE229- EpLagh

“"_"l\ “\
fra
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FY e A h R B RS ET ek 2 B AR

“Are there other recommended doctors at Far Eastern Hospital? | used to
always visit Far Eastern, but | always registered for the division of family
medicine plus counselling psychologist. | haven’t continued to visit them for
almost a year. But it’s not fine again, so | wanted to revisit the doctor lately. I’'m
wondering whether it’s comparatively more professional that | transfer to the
division of psychiatry...Hope forum pals who have visited Far Eastern can offer

recommendation.”

(71)

Reply 1: % 2> EFEFERT 4

4

Reply 2: 43 % % ggfr
Reply 3: # B &= > PP X7 + 43 IR
Reply 4: 4 J§ 05 i Rfe R EAR T o § - BEIER 7 23 o 70t & o

Pt FARG A& GAPD AL

AN

Reply 5: 481 P b2 & 91

Reply 1: “Doctor Tsai at Yang Quan is pretty good™
Reply 2: ““I recommend Doctor Lee at Kao An”

Reply 3: “the person recommended by upstairs is not so good, according to my
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friend”
Reply 4: I recommend that you go to the Liu’s Psychiatry under the bridge at
Jian-guo and Min-zu Road Intersection. That clinic was established

many decades ago. The doctor is very experienced. You can take your

friends to check it out.”

Reply 5: “thumb up for La Fa Clinic at Yang-ming Road”

Emerging from another context of information sharing on the peer-to-peer
depression forum, the next topic cluster, Topic #13b, comprises lexical items recurring

in the patients’ narration of their past experience of clinical visits. Key terms in this

cluster are shown in Table 30.

Topic #13b  CLINICAL ENCOUNTER

¥ 2 doctor

% 7 revisit_to_the_doctor
7 ¥4 go_to_the_doctor
#112 therefore

7 # doctor’s_visit

%] = because

i 4 patients

# 1= hospital

# #7 clinical

4= first_visit (to a doctor)

Table 30. Keyword cluster on the topic “clinical encounter” in online
peer-to-peer depression communication.
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As the depressed authors make an evaluation of the healthcare services (“?5 4 ” doctor,
Fﬁ 2 hospital, “2 #7” clinical) they have received, oftentimes they provide personal
medical or treatment history (“#= %" first_visit, “w 2% revisit_to_the_doctor, “5 2"
doctor’s_visit) as well. The patients’ descriptions of personal clinical encounters can be
of great value for both the depressed and medical personnel. On the one hand, the
reviews contributed by the patient authors usually carry the function of recommendation,
or alternatively, a warning, for other people in the depressed community. On the other,
for healthcare providers, the patients’ opinions on the services reflect what they consider
crucial to a successful and satisfactory doctor’s visit. Post (72) exemplifies a case of
different clinical encounters, in which the patient specifically points out what features of

the care givers evoke his unpleasant feelings.

(72) Fl3i&a TRy a%¥ b3 Lo dhe F@ 7k 477 83

Fe o SRR e RAFVE R AR s BATS R AN RS

~ml

B2 RAECFRERIKFEL  ATUD IR TR FAT DR IMD
oo H- BARILR PR Bou 0 o A H M R £ Fs
o RF L - g F e f AL RS F st e ko BF
ERAAFAF O IPDERPR o BRAURTFEAF AR > LT

BRI I RREEAE S IR MR ap A o RGBSR
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“Because these two clinical visit experiences are really too bad, this article is
full of anger and there will be quite a few emotional words. Please pardon me.
Originally I always had doctor’s visits at You Quan. But these two weeks | was
too tired. You Quan is too far away from my house. Also I didn’t want to spend a
lot of money to go to the doctor at a large hospital, so | found Yang Tsung-Tsai’s
Clinic which is closer to home. | was already very unhappy by the first week of
visit. Indeed, it’s true that | simply wanted to get medicines. But the doctor
obviously gave an arrogant, despising look on his face...\Very angrily | rode the
scooter back, thinking that | have energy these days to find Papa Yeh for warmth.
Although I wasn’t so satisfied with his recent appointments, at least he has
empathy. At least he understands people’s words. At least he cares about his
patients. | extremely regret leaving the clinic without telling him “You’re really

the worst psychiatric doctor 1’ve ever visited!!!11”.”

Many come to online peer-to-peer forum to share their experience in taking

depression medications, as can be observed form the keywords constituting theme #14b.

In comparison to Topic #7a “side-effects of depression medication” in the patient-doctor

communication, the subject under current peer discussion of anti-depression medicines

covers not only the side-effect aspect of antidepressant drugs but also the patients’

physical and psychological reactions to the prescription medications. Below is Table 31,

which contains top terms closely related to the theme of patients’ reaction to depression
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medicines.

Topic #14b  REACTION TO DEPRESSION MEDICATIONS

¥ 2 doctor

Z ¥ medicine

Z #1 clinic

B 1T * side-effect
FE-*  take (medicine)
v, % take _medicine
% W Z hypnotics

% R insomnia

¥ 42 problem

;7% condition

Table 31. Keyword cluster on the topic “reaction to depression
medications” in online peer-to-peer depression communication.

Parallel to Cluster #7a in patient-physician counselling, in Topic #14b, it is also
observed that patients make reference to the specific brand names of prescription drugs
they have taken. Moreover, sharing their treatment experiences with the peers, the
depressed may also reveal their medical history to others, as illustrated by example (73)

below, in which a patient describes the medication side-effects she suffers.

(73) 27 5- BL1 %> APLIRY AW ES Tfe, o 5 B AJRY (&

ﬂﬁﬂﬁﬂ—%’ﬁ{ﬁ&iﬁ%%%%’ﬁiﬁiﬁﬁﬁﬁaoWﬁa
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“About a month and a half ago, | started to take the anti-depression medicine ‘Efexor’.
Side-effects vary for everyone after the medicines are taken. Mine is very severe poor
appetite. | even vomited seriously right after I finished eating. You ask me why I didn’t
tell the doctor and then change medications? Of course | did. | had taken
anti-depression medications before. But because | myself have epilepsy, many
psychiatric medications either overlap or conflict. So after the ultimate optical
evaluation, my psychiatry plus neurology doctors still decided to have me take
Efexor...One day | went home to report recent situations and incidentally disclosed the
discomfort of the body and the unhappiness about taking medicines. But my family
answered me with a smile one after one, saying ‘Great!! You are thinner.” | admit that
I’m a chubby girl. Because of having been taking medicines since little, I’m used to my
body’s constantly becoming fatter or thinner due to the side-effects. So | always don’t
mind the problems with the body’s getting fatter or thinner. But since that day after |

chatted with the family, | often feel unhappy.”
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As stated earlier, patients’ report of their own medical history almost always
accompanies their experience sharing of the use of anti-depression medicines. Another
example to demonstrate such concurrence is text (74). In this post, the depressed person
recites her past and present experiences in taking antidepressants. Furthermore, she also
recounts how she reacts mentally to prescription medications, even though her physical

response to the medicines seems benign.

(74) 254 F o pgs - Blpr@EEF e n L b0 0 # B

FR T oeeeeee &{frz:k—rix,i:ﬁinp;ﬂ—?\gkﬁwﬁgf{ﬁvﬁmuﬁio—@—i—ﬁﬁ§

2

~

é‘.ﬁ“j&‘»%’%“ A ARG RR A B B R RFRM o 2 R AR
o F AR BAFEAS LG o RS- B RBERE S B
P > KR AR PR PP BRI o PRI T P AN B
HF I EZEELAFRE pE AL 2 o > AET o FRE > FL S
S f%wir%‘l%'%t%é#'lfq 47 - k22w

“I went to a somatic clinic before. At first the doctor judged that I was slightly
depressed. He prescribed anti-depression medications for me. I only took it once

and never had it again...My sleep became more and more difficult. Afterwards |

forced myself to attend the lectures given by teachers at the school where | had
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my internship five years ago, but the same day | had total insomnia after |
returned home...Therefore in the afternoon on that day, | went to the same
somatic clinic that I trusted more. Once | got in, seeing the doctor, | told him
that | was sorry about not listening to his words about taking medications. He
smiled and said it was alright. Then he asked about my condition...I took the
medications the doctor prescribed this time properly. | felt a bit better. He
prescribed hypnotics. | continually took it these few days. | progressed from the
original three hours of sleep to four hours and then to five hours. I don’t know if
I can continue to make progress until I don’t have to fall asleep by taking
hypnotics anymore. I’m so afraid of taking hypnotics, because I lost

consciousness every time as if my consciousness had been forcefully stolen.”

Last but not least is the final cluster, Topic #15b, in the depression discussion
among peer patients. This topic touches upon the biological factors accounting for the
presence of the patients’ depressive disorders. Table 32 presents keywords frequently

occurring in the theme of genetic link to depression.

Topic #15b HERITABILITY OF DEPRESSION

£ @& depression
£ 4 depressed

# 7] gene

#4¢ psychiatric
# s ilness
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4% bipolar disorder
% emotion
JEA Symptom
# 2 influence
+ 5t possible

Table 32. Keyword cluster on the topic “heritability of depression” in
online peer-to-peer depression communication.

Recognizing the fact that there are members in the family suffering from major
depressive disorder, some patients express concerns to their peers about the possibility

of deriving the same illness from genetic inheritance, as exemplified by instance (75)

below.

(75) Jp FIAF My it B W PR R A obE T — B BIS A ILE RN &
e AR LA e LBEE > P AeA R TR R
Hen (BBAF) BRI RAA BT FLFFL - FL-BFRBF - B

AT R R LA RoRFLRAITTEALL Y A > (8RB RS

3

et o

“I was surprised by the description of depression symptoms | read on the
newspaper, because my condition matched many of the items. But | had never
thought of myself as clinically depressed until it came to my mind that my
grandfather and oldest uncle both passed away due to depression (hereditary
genes). | struggled a long time before taking courage to go to the doctor. The
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doctor prescribed one week’s Prozac for me at first...It turned out that the doctor
thought I was completely a normal person. Later he said | was having emotional

disturbance.”

While many convey worries about the potential that depression can be passed on to
them, it is also discovered in several postings that the depressed harbor further
apprehension over the impact of their illness on the future generation due to heredity. As
a result, the heritability of major depressive disorder not only procures the patients’
dismal state of mind but also even dissuades some of the depressed persons from

forming a new family. Post (76) provides an example as such.

(76) - Akt R FTRuEd P2 RR ARIVE DS § B e -

MG R RSB TRRD K E AR 3 — Ae g (B

SR L ARERE  BLrR BTN GAREE ] R

LABHI I MART RF LIRS« F RORFF AN L b

T ARIRT EENTZS o

“What should I do if my personality traits are passed onto my offspring?
Psychiatric illnesses are connected to heredity. What should I do if I let this trait
emerge and my kid and | together get attacked by the illness before I could

educate my kid well...Children’s characters may still be influenced by external
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environment. Potential depression can possibly be induced...When | was little |
wanted to grow up, get married and have kids. Now I think it’s better not to
victimize the kids. It’s better to keep inferior genes in my body. Don’t do harm to

the innocent kids.”

Emerging from the patients’ communication with the peers, the majority of

discussion themes bear a strong association to the patients’ negative emotions. These

topics include Topics #1 to #5, #6, #7, #9, and #15, ranging from the psychological pain

inflicted by others, an unfavorable life at school, workplace or home, to even the

heritability of unipolar depressive disorder. A large part of the aforementioned themes,

Topics #1 to #6 for instance, can be regarded as the sources of pressure that accelerate

the development of the patients’ depressed conditions. Discussion over alternatives to

medical treatment is also found in peer-to-peer discourses about the mental disorder, as

has been explicated in themes #10 “exercise” and #11 “consultation”. Furthermore, the

act of information and experience sharing amongst peer patients appears in a number of

topic clusters, such as the recommendation of healthcare providers, experiences of

clinical visits, and the individuals’ reaction to antidepressant medications.
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4.4. Comparison of depressed persons’ language in the two consultation contexts

Besides divergence in the topics of patients’ respective communication with the

professionals and the peers, subtler dissimilarities in the patients’ linguistic expression

about experiences of depression are discovered and reviewed as follows.

4.4.1. Depressed mood

According to DSM-V, constant or continuous depressed mood can be revealed by

the patient himself or reported by others. The way how people feel and express

depressed mood may vary greatly from one person to another. Such a mood involves

feeling of loneliness, frustration, sadness, sense of loss, despair, and so forth. The

depiction of patients’ pessimistic state of mind appears in both the professional

counselling and peer communication.

In the patient-physician context, mood is often described to be “ 4% low, “& 4~
depressed, “7# 4#” bad, and so forth. In other words, it is observed that most of the
patients are inclined to signify their negative emotions with the use of certain negative
delineating expressions when they consult medical professionals about their illness.

Moreover, reasons that cause the patients’ downhearted mood often remain unknown or

unstated in the inquiries.
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On the other hand, in peer-to-peer discussion, it has not been discovered that such a

tendency exists. That is, the depressed on the peer support forum have not demonstrated

specific or fixed wording for the description of negative emotions. Furthermore,

depressed mood and symptoms are perceived to pervade the entire postings even

without the narrators’ exact mentioning of the word “mood”, “emotion” or “symptom”

at all, although the gloomy mental condition and other signs of clinical depression are

clearly known to the readers. Moreover, unlike the unspecified reasons in patient-doctor

consultations, triggering incidents or the combination of distressful events are usually

narrated by the depressed authors, whether the narrators are aware that those are the

causes of their low mood.

4.4.2. Self-other alienation

Patients with depressive disorder are found to struggle in the dilemma between the

desire to be empathized by other non-patients and the disbelief in others’ competence to

understand their sufferings. Such a sense of severance between the depressed and the

mentally healthy is brought forth in both professional and peer contexts.

In their consultation with healthcare providers, it is observed that the patients

reserve the right to refuse to communicate with the non-patients. Yet, in the meantime,

they may still opt to restore a relationship with the non-depressed after the self-isolation
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from others.

However, in contrary to the free will displayed in patient-physician counselling, the
patients’ passiveness and fragility seem to prevail when it comes to the description of
the self-other detachment. In other words, rather than capable of taking the initiative to
cut the connection with others, these patients appear to be feeble in distressing
interactions with people showing no empathy and cannot help but to be influenced by

others” misunderstanding.

4.4.3. Sources of pressure

Both patient-to-provider and peer-to-peer discourses contain the topic of pressure
that worsens the patients’ depressed conditions. While domestic problems are
mentioned in the professional consultations, there are more themes pointing to the
source of stress that are referred to in peer discussion of depression. Besides family
issues, other causes of pressure recurring in patients’ communication with the peers
include psychological pain inflicted by others, unmanageable life, peer interaction and

academic stress at school, and worries over career development.

4.4.4. Use of function words

The vast majority of keywords in queries to the healthcare professionals are
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content words. In contrast, many of the top terms in the cluster deriving from

peer-to-peer discourse are not content words directly relevant to depression per se but

function words that are often used in colloquial context.

4.4.5. Use of interrogation

In topic clusters originating from peer-to-peer depression forum, it is prevalently

observed in the patients’ narrations that they tend to pose unanswerable puzzle in the

form of interrogations in the style of monologue. Such unsolvable, monologic questions

suggest that the depressed may consider peer communication as an outlet for their

suppressed emotions. Thus, it may be inferred that what people with depression truly

convey through their unanswerable riddles is their desire for audience and accompany,

instead of a search for solution to emotional and interpersonal entanglements.
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5. Conclusion

5.1. Recapitulation

The aim of the present research is to investigate what discourse themes are cardinal

to persons with major depressive disorder in their online communication to the

healthcare professionals and to peer patients, respectively. A sum of 785 inquiry entries

contributed by depression patients is collected from three online professional

counselling websites, including Taiwan e Doctor, KingNet National Network Hospital,

and Psychpark. As regards the peer-to-peer corpus, it is composed of up to 4,359

postings written by the depressed. After the process of word segmentation, topic

modelling technique is applied to both depression corpora. Regarding the outcomes of

topic modelling, fifteen discussion themes are obtained from each of the two corpus,

and each topic cluster comprises ten top words representative of that specific topic.

5.2. Summary of research findings

The results of topic modelling indicate that there are four general themes found in

the counselling between the depressed patients and healthcare professionals. These

include topics relevant to (1) a variety of depression symptoms; (2) anti-depression

-139-

d0i:10.6342/NTU201700670



medicines and comedication; (3) medical and non-drug treatments; and (4) family

issues.

As for the outcome in peer-to-peer depression discussion, the findings show that

the fifteen topic clusters involve the following five broad subjects. These shared themes

are (1) causes of melancholy state of mind; (2) sources of pressure; (3) alternatives to

drug treatment; (4) expression of mutual support and encouragement; and (5) sharing of

healthcare and medical information.

In addition to discourse topics, language of the depressed also varies when

targeting different groups of addressees in the discussion of the mental disorder. The

present study has pinpointed several dissimilarities as such, including the patients’

description of depressed mood, divergent perspectives in self-other alienation, diversity

of pressure, and the use of functions words and monologic interrogation characteristic

of peer-to-peer communication.

5.3. Limitation of the study

Computational topic modelling is ideal for processing big data in that it

automatically extracts crucial themes from large text collections, which is fairly
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time-saving compared to manual annotation and observation. Nevertheless, topic

models require segmented text strings as input, and in Chinese natural language

processing, this can be an inherent problem for such an approach. More specifically,

topic models rely on the pre-segmented texts to generate keyword clusters. However, as

a consequence of the a priori segmentation, possibility of meaningful lexical chunks as

thematic keywords is excluded, simply because the chunks exceed the word boundaries

computed by a certain algorithm and are thus broken down into small units, becoming

incomplete in meaning.

Further, it should be noted that changes in corpus size or content can alter the result

of topic modelling. Although based on empirical evidence, the current number of topic

clusters is adjusted to be fifteen and the number of key terms in each cluster, ten, such

an optical number set to best fit the data can vary to different extents, depending on the

size of the corpus or the orientation of the fora. Hence, the clustering results presented

in the current study helps to uncover the trend of the patients’ concerns in

depression-related issues but nevertheless does not ensure that all future interests of the

depressed will neatly conform to the present findings.
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5.4. Future directions

The current research has presented preliminary findings on certain linguistic

features that distinguish peer-to-peer communication from patient-to-provider

consultation, such as the patients’ frequent use of colloquial function words, monologue,

and unanswerable puzzle. Such conclusions can be more firmly substantiated through

further control experiments. Discourse data regarding professional and peer

communication in another domain other than depression should be included in future

work to ensure that differences discovered in the current study are indeed

depression-specific rather than universal to all professional and peer discussion

contexts.

As has been stated earlier, the objective of the present study is to probe into the

discourse themes crucial to the depressed community when they communicate with

experts and peers respectively via the Internet. The study has examined and compared

several conversation topics that patients are inclined to address in professional

counselling and peer communication. However, due to the scope of research, the current

research has not yet touched upon the specific language employed by people with

clinical depression to depict each of the nine cardinal signs specified in DSM-V manual.

Furthermore, in order to engender practical development in clinical diagnosis of
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the disorder, it is essential for future studies to include, possibly multimodal, real-world
patient-doctor and peer-to-peer communication data, which can help to better reflect the
actual scenarios in which depression discourses take place. By observing how the nine
critical depressive symptoms delineated in DSM-V are lexicalized in the language of the
depressed and how communication over depression really proceeds in clinical
encounters, it is hope that the depressed community’s physical symptoms and mental
discomfort can be further understood and assisted with in both in online counselling and

real-time clinical visits.
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