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Abstract

Background Major depressive disorder (MDD) is a common and debilitating cause of disability worldwide. Recently,
it has been suggested that individualized goal setting may play a role in patient-centered recovery. This study

aimed to survey the landscape of patient-physician communication around goal setting for MDD treatment, as well
as understand whether goal setting using the SMART (specific, measurable, attainable, realistic, and time-bound)
framework is associated with positive treatment indicators in MDD.

Methods Patients in Japan (> 18 years of age) who self-reported a verified MDD diagnosis were eligible to complete
a self-administered survey through the Personal Health Record service, a web-based smartphone app. Patients were
asked about whether they communicated with physicians about treatment prospects and/or goals. A'SMART-Goal
score'tool was developed to evaluate patient goals against the five SMART criteria. Treatment satisfaction scores

and scores on the Wake Forest Physician Trust Scale Short Version (TRUST) were assessed as indicators of outcomes
in this study. Descriptive questions were used to explore patients' perceptions of goal setting.

Results In total, 466 patients were eligible for inclusion in the analysis. The majority (70.0%) reported communicating
with their physicians about treatment prospects and/or goals. These patients (Com +group) had a median (Q1, Q3)
TRUST score of 70.0 (60.0, 80.0), compared with 50.0 (40.0, 70.0) in patients who reported an absence of communica-
tion (Com—group). Median (Q1, Q3) treatment satisfaction scores were 5.0 (4.0, 6.0) and 4.0 (3.0, 5.0) for the Com +and
Com—groups, respectively. In high SMART-Goal scoring groups, approximately 75% of patients exceeded the overall
median scores for TRUST (70.0) or treatment satisfaction (5.0) reported for the Com +group; only 25% of patients

in low SMART-Goal scoring groups achieved the same in either measure. Most patients (89.3%) who set goals recom-
mended goal setting.

Conclusions This exploratory study suggests that communication between patients and physicians regarding goal
setting in MDD treatment may be associated with positive patient perceptions of treatment. High-quality SMART goal
setting also appears to have positive aspects for patients with MDD, which may in turn affect treatment outcomes.
Further studies are needed to confirm these initial findings.

Trial registration Registered on the UMIN Clinical Trials Registry (ID: UMIN000050370) on 17 February 2023.

*Correspondence:

Tatsuya Hoshino

tatsuya.hoshino@takeda.com

Full list of author information is available at the end of the article

©Takeda Pharmaceutical Company Limited 2025. Open Access This article is licensed under a Creative Commons Attribution-NonCom-
mercial-NoDerivatives 4.0 International License, which permits any non-commercial use, sharing, distribution and reproduction in any
medium or format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons

licence, and indicate if you modified the licensed material. You do not have permission under this licence to share adapted material
derived from this article or parts of it. The images or other third party material in this article are included in the article’s Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and
your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from
the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by-nc-nd/4.0/.


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12888-025-06606-9&domain=pdf

Tsuboi et al. BMC Psychiatry (2025) 25:255

Page 2 of 11

[ Keywords Major depressive disorder, Goals, Patient-centered care, SMART, Japan }

Background

Major depressive disorder (MDD) is a heterogeneous
and debilitating mental disorder that causes emotional,
physical, and cognitive dysfunction [1]. In more recent,
patient-centered approaches to MDD treatment, impor-
tance has been placed not only on clinical recovery, but
also on personal recovery [2, 3].

Whereas clinical recovery aims to improve the patient’s
disease-related symptoms and functional outcomes, per-
sonal recovery has been defined as ‘a deeply personal,
unique process of changing one’s attitudes, values, feel-
ings, goals, skills and/or roles. It is a way of living a sat-
isfying, hopeful, and contributing life even with the
limitations caused by illness’ [4, 5]. In some instances,
patients with MDD can be dissatisfied with their treat-
ment even though their depressive symptoms have
improved, because their personal goals have not been
achieved [6]. To achieve personal recovery, the setting of
personalized treatment goals is important because each
patient has individual priorities and aspirations as well as
differences in their social environment and responsibili-
ties, such as work, housework, and schoolwork [7].

Patient-centered approaches have been studied and
applied in other disease areas. The ‘What Matters Most’
study in Alzheimer’s disease focused on understand-
ing treatment-related needs, preferences, and priorities
among individuals with or at risk for Alzheimer’s disease
[8]. Additionally, a systematic review on diversity-sen-
sitive care highlighted the importance of patient-cen-
tered care, culturally tailored information, and provider
care in improving patient satisfaction and outcomes [9].
Studies on patient expectations in healthcare have also
shown that understanding and meeting patient expecta-
tions can lead to better adherence to treatment plans and
improved health outcomes [10]. These findings under-
score the importance of considering patient perspectives
and expectations in treating various chronic conditions,
including MDD.

With the growing focus on the need for personal-
ized treatment, it has been suggested that shared deci-
sion-making should be part of personalized treatment
planning [11, 12]. Through shared decision-making,
treatment decisions and goals are made based on the
patient’s individual challenges, priorities, and ambi-
tions, as well as the benefits and risks of potential treat-
ment options. Shared decision-making in depression
treatment is recommended in the Japanese guidelines
for depression and bipolar disorder [13, 14], as well as
in US and European guidelines for MDD and chronic

depression [15, 16]. Shared decision-making is not only
about considering patients’ preferences and priorities;
engaging patients in goal setting can also be an effective
method of aligning patient and physician expectations
regarding treatment [17]. Goal setting is already a cru-
cial component of cognitive behavioral therapy (CBT),
an effective approach for the treatment of MDD. In CBT,
the roles of goal setting include enhancing patient moti-
vation by establishing specific and achievable objectives,
fostering a common understanding between the patient
and physician regarding the trajectory of treatment,
and objectively assessing the effectiveness of treatment
and adjusting the treatment plan as necessary [18, 19].
Accordingly, appropriate goal setting is considered ben-
eficial to the overall therapeutic process of MDD treat-
ment [18].

In order to develop specific and clear personalized
treatment goals, quantitative, assessable goal setting
that includes SMART (specific, measurable, attainable,
realistic, and time-bound) elements is considered use-
ful [20, 21]. SMART goal setting aims to help patients
better understand their goals and achievements [22]. In
some therapy contexts for which long-term treatment is
required, such as rehabilitation [23-25] and treatment of
genetic disease [26, 27], the setting of SMART goals has
been reported to be a relevant and beneficial component
of treatment. Because MDD is also a disorder requiring
long-term care over several years to achieve and maintain
recovery [28], SMART goal setting may also be beneficial
in the management of MDD. However, there is no pub-
lished evidence on the use of goal setting using SMART
elements in MDD treatment.

In Japan, the landscape of patient—physician communi-
cation around goal setting in MDD treatment is not well-
defined. For example, it is not clear how many patients
with MDD engage in communication about goal setting,
what the characteristics are of patients involved in such
communication, or to what extent individualized treat-
ment goals are being established. It is also unclear how
quantitative, assessable goal setting using SMART ele-
ments might affect patients’ attitudes toward MDD treat-
ment in areas such as trust in their physician, agreement
with goal setting, and overall treatment satisfaction. In
this exploratory study, we conducted a web-based sur-
vey of Japanese patients with MDD to clarify the current
status of communication around goal setting in MDD
treatment, and to explore the relationship between quan-
titative, assessable goal setting and patients’ perceptions
of MDD treatment in Japan.
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Methods

Patients and study design

This web-based survey of patients with MDD (UMIN
Clinical Trials Registry ID: UMIN000050370) was con-
ducted between March 7, 2023 and April 30, 2023 via
Pep Up, a Personal Health Record (PHR) service. Pep
Up is a web-based smartphone app provided by JMDC
Inc. (www.jmdc.co.jp) to users through health insur-
ance societies. It is intended for people aged 18 years
of age and above. Pep Up users eligible to give con-
sent were invited to participate in this survey. Patient
consent for participation in the study was obtained
through the survey website before conducting the sur-
vey. Regarding the use of claims data in the analysis,
consent was obtained from each health insurance soci-
ety when the Pep Up service was implemented. Addi-
tionally, when registering for the Pep Up service on
an individual user basis, patient consent for the utili-
zation of claims data was obtained in accordance with
the privacy policy. All survey respondents were paid an
honorarium depending on the scope of their responses
(either screening only or full survey completed).

For screening, survey respondents were presented
with the question ‘Please tell us about any diseases for
which you visited a healthcare provider more than once
for treatment during the past year (March 2022 — Feb-
ruary 2023)" and only those who selected depression
were asked to proceed to the main survey. At this stage,
the Japanese version of the Patient Health Question-
naire (J-PHQ-9), was also used to screen survey par-
ticipants for indication of suicidal ideation, as well as
to measure the severity of MDD. Respondents who had
reported suicidal ideation were excluded.

Respondents proceeded to the main survey imme-
diately after screening. The survey collected informa-
tion on employment status, MDD diagnosis, MDD
treatment, and patient perceptions of MDD treat-
ment. Patient trust in physicians was measured using
the Wake Forest Physician Trust Scale Short Version
(TRUST) questionnaire. Patient experiences regarding
the objectivity and evaluability of goal setting in MDD
were determined using a SMART-Goal score developed
for this study (please find details of the score under
‘Questionnaires’).

For patients who completed the full survey, the pres-
ence or absence of MDD was verified by cross-referenc-
ing with claims data provided by JMDC. Patients with no
record of claims relating to MDD (International Classifi-
cation of Diseases 10th revision [ICD-10] codes F32-33)
for the period of March 2022 — September 2022 were
excluded from the analysis. The matching of PHR survey
data with health insurance claims data was conducted
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within JMDC, and the individual conducting the study
did not have access to the details of the matching pro-
cess. There was a time lag of approximately 6 months
between the survey and the cross-referencing period, due
to claims receival and processing times. Additional infor-
mation obtained from claims data included age, gender,
MDD diagnosis, and history of pharmacological treat-
ment for MDD.

Questionnaires

Communication with physician

To clarify the current status of patient—physician com-
munication regarding goal setting in MDD treatment,
respondents were asked the question ‘Have you been
proposed a treatment plan, or discussed your prognosis
and/or goals with your physician during your depression
treatment? This refers to at any time during your treat-
ment period’ (Options: Yes/No). Furthermore, to confirm
the specific details of what was discussed, respondents
who answered ’Yes’ were asked the following additional
questions:

1. ‘Have you discussed goals with your physician spe-
cifically regarding symptoms of depression (physical
or mental)? (Options: Yes/No); and

2. ‘Have you discussed personal goals with your phy-
sician regarding your lifestyle, behavior, the kind
of person you want to be, or the state you want to
achieve? (Options: Yes/No).

Both additional questions referred to at any time dur-
ing the treatment period; patients could select ‘Yes’ for
both categories of goals.

Patient Health Questionnaire, Japanese translation (J-PHQ-9)
The Patient Health Questionnaire (PHQ-9) is a self-
administered tool for the measurement of depression
severity [29]. The Japanese translation, as validated by
Muramatsu et al. [30], was used in this study. The PHQ-9
is composed of nine items, with each item scored by the
patient as 0 (not at all), 1 (several days), 2 (more than half
the days), or 3 (nearly every day). The sum of scores is
rated out of a total of 27, with a score of 0 considered as
no depression, 1 to 4 as minimal, 5 to 9 as mild, 10 to 14
as moderate, 15 to 19 as moderate-severe, and 20 to 27 as
severe [29].

Wake forest physician Trust Scale Short Version (TRUST)
Trust in physicians was measured using the Japanese
translation of the 5-item Wake Forest ‘Interpersonal
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Trust in Physicians’ scale [31]. The short version of
TRUST is composed of five items, each scored on a
5-point Likert scale, ranging from 1 point (strongly dis-
agree) to 5 points (strongly agree). After inverting the
score for a negatively worded item (item 1), the sum of
the individual scores is converted to a final score rang-
ing from 0 to 100 [32, 33]. Higher TRUST scores indicate
greater trust in physicians [32].

SMART-goal score

A questionnaire was developed to assess the objectivity
and evaluability of goals set by patients and their physi-
cians in the treatment of MDD. Participants were asked
to score their goals against the SMART criteria (specific,
measurable, attainable, realistic, and time-bound) on a
7-point scale, by selecting a response for each criterion,
ranging from 1 point for ‘not applicable at all; to 4 points
for ‘neither applicable or not applicable, to 7 points for
‘very applicable’ The sum of scores across all five catego-
ries was taken as the total SMART-Goal score for each
goal (minimum score: 5, maximum score: 35). Higher
SMART-Goal scores indicate greater adherence of the
goal to the SMART criteria. If they had more than one
goal, participants were asked to answer based on the goal
they considered most important. The full questionnaire
is presented in Table S1. Patients were separated into
groups based on their total SMART-Goal score, in score
increments of 5.

Treatment satisfaction score

Survey respondents were asked the question ‘How satis-
fied are you with your treatment for depression so far?.
Participants rated their satisfaction on a 7-point numeri-
cal scale, ranging from 1 point for ‘not satisfied at all’
to 7 points for ‘very satisfied, with higher scores indi-
cating greater satisfaction. Results were recorded and
aggregated.

Patient perceptions

To examine patients’ perceptions of goal setting, partic-
ipants were asked to rate the extent to which they rec-
ommended goal setting by answering the question ‘If
someone you knew was depressed, would you recom-
mend that they discuss their depression treatment goals
(i.e., symptoms of depression, the patient’s own life/
behavior, and where they want to be) with their doctor?’
(Options: strongly disagree/somewhat disagree/ some-
what agree/strongly agree). Those who did recommend
goal setting with ’strongly agree’ or 'somewhat agree’
were asked to select their reasons for doing so from a list
of prespecified multiple-choice options (see Table S2 for
details).
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Statistical analysis

The analysis population in this study consisted of patients
who completed the full survey and met all inclusion cri-
teria, including a confirmed MDD diagnosis, permis-
sion for secondary use of claims data, and absence of
a reported suicide attempt. Two groups were defined
according to whether they had communicated with their
physician about their MDD treatment goals: those who
had communicated (Com+) and those who had not
(Com—). The number and percentage of participants
in the Com+group were calculated, alongside descrip-
tive statistics for goal setting and communication with
physicians. Summary statistics for patient characteris-
tics, the SMART-Goal score, TRUST score, and treat-
ment satisfaction score are presented for the Com +and
Com—groups. The correlation between SMART-Goal
score and each outcome (TRUST score and treatment
satisfaction score) was calculated using Spearman’s cor-
relation coefficient. A sensitivity analysis was also con-
ducted that included patients who had both an ICD-10
code for MDD and an antidepressant prescription on the
health insurance claims data. Statistical analyses were
performed using SAS version 9.4 and Python version
3.11.

Results

Patient characteristics

Of the 795 670 people aged 18 and older registered
with the PHR service, 55 100 responded to the survey,
of whom 727 self-reported having received treatment
for depression in the past year (March 2022 — February
2023). The analysis population included 466 patients,
after excluding two patients who could not give consent
for the secondary use of their claims data, 194 patients
whose MDD medical records could not be obtained from
the receipt data, and 65 patients who reported a previous
suicide attempt(s) (Fig. 1).

Patients had a mean (standard deviation) age of 47.3
(9.7) years and the majority (69.5%) were male (Table 1).
Most (87.1%) were working or studying, either full- or
part-time. The median (range) time between diagno-
sis of MDD and survey participation was 47.0 months
(2-334 months [27.8 years]). For 71.7% of patients, this
was their first-episode occurrence of MDD, and 98.7%
had visited a psychiatrist or psychosomatic medicine
clinic. Treatment with antidepressants was reported
by 83.0% of patients, of whom 82.4% (319/387) had
received monotherapy and 17.6% (68/387) had received
combination or multi-drug treatments. Use of nonphar-
macological treatment, either stand-alone or in con-
junction with antidepressants, was reported by 20.4% of
patients. The median (Q1, Q3) PHQ-9 score at the time
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Survey population (18 years and older)
N =795 670

Survey respondents
N =55 100

Patients self-reporting MDD
n=727
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No permission for secondary use of claims data

n=2

No MDD diagnosis in claims data

between March 2022 and September 2022
n =194

Respondents with suicide attempt

Patients included in the analysis
n = 466

Fig. 1 Participant flow. MDD Major depressive disorder

of questionnaire response was 8.0 (3.0, 12.0), indicating a
relatively mild severity of depression.

Communication with physicians

Overall, 326 patients (70.0%) reported that they had com-
municated with their physicians regarding treatment
prospects, plans, or goals (Com+), while 140 patients
(30.0%) reported that they had not (Com—) (Table 1).
There were no apparent differences in characteristics
between patients in the Com +and Com — groups, except
for a difference in the median (Q1, Q3) time from diag-
nosis to survey participation, which was 37.0 (15.0,
113.0) months for the Com + group and 71.0 (24.0, 138.0)
months for the Com — group. Median (Q1, Q3) PHQ-9
scores were 7.0 (3.0, 11.0) and 8.0 (4.5, 12.0) in the
Com + and Com — groups, respectively.

In total, 280 patients (60.1%) had discussed goals
related to physical or mental symptoms of depression,
and 239 (51.3%) had discussed personal goals unrelated
to their symptoms, in areas such as lifestyle, behavior,
and personal aspirations.

Correlation between SMART-ness of treatment goals

and outcomes

Physician trust and treatment satisfaction indicators
in the Com+and Com—groups are shown in Table 2.
Median scores on the TRUST questionnaire (Q1, Q3)
were 70.0 (60.0, 80.0) for the Com+group and 50.0
(40.0, 70.0) for the Com—group. Median treatment

n =65

satisfaction scores (Q1, Q3) were 5.0 (4.0, 6.0) and 4.0
(3.0, 5.0) for the Com+and Com — groups, respectively.
For the Com+ group, the Spearman’s correlation coeffi-
cients between the SMART-Goal score and the TRUST
scores and treatment satisfaction scores were 0.28
(P<0.0001) and 0.37 (P<0.0001), respectively, indicat-
ing a weak correlation between the SMART-Goal score
and both the TRUST and treatment satisfaction scores.
Although these correlations were not strong, approxi-
mately 75% of patients in the high SMART-Goal scoring
groups (26—30 and 31-35) exceeded the overall median
TRUST score of the Com+group (70.0), while in the
low SMART-Goal scores groups (5-10 and 11-15), only
25% of patients exceeded the median. Similarly, approxi-
mately 75% of patients in the high SMART-Goal scoring
groups exceeded the overall median treatment satisfac-
tion score of the overall Com+ group (5.0), while in the
low SMART-Goal scores groups, only 25% exceeded the
median (Fig. 2).

Patients’ perceptions regarding goal setting

When asked if they would recommend discussing goal
setting with a physician to someone they knew who was
depressed, 291 (89.3%) of the patients in the Com+ group
responded “Somewhat agree” or “Strongly agree” (Table S2).
The most common reason given in favor of discussing goal
setting was “It made me feel like my depression was getting
better” (138 patients), followed by “It helped me to be more
positive about my treatment” (113 patients).
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Table 1 Demographic and clinical characteristics (n=466)
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Total Communication with physician
Yes (Com +) No (Com —)
n=466 n=326 n=140
Age at survey (years)
Mean+SD 473£9.7 469+99 484£9.1
Median (range) 490 (23-71) 49.0 (23-66) 49.0 (28-71)
Q1,03 410,550 40.0,54.0 42.0,55.0
Gender, n (%)
Male 324 (69.5) 232(71.2) 92 (65.7)
Female 142 (30.5) 94 (28.8) 48 (34.3)
Employment status, n (%)
Currently working or studying (including part-time) 406 (87.1) 285 (87.4) 121 (86.4)
On leave of absence from work or study 41 (8.8) 27 (8.3) 14 (10.0)
Unemployed 18 (3.9) 14 (4.3) 4(29)
Other 1(0.2) 0(0.0) 1(0.7)
Time from MDD diagnosis to investigation (months)
Mean+SD 76.6+752 712+747 89.9+752
Median (range) 47.0 (2-334) 37.0 (2-334) 71.0 (5-284)
Q1,Q3 16.0,119.0 15.0,113.0 24.0,138.0
Unknown, n (%) 147 (31.5) 98 (30.1) 49 (35.0)
Onset/recurrence of MDD, n (%)
Onset/first occurrence 334 (71.7) 230 (70.6) 104 (74.3)
Recurrence 132 (28.3) 96 (29.4) 36 (25.7)
PHQ-9 total score
Mean+SD 8.1%57 78%57 88+54
Median (range) 8.0 (0-24) 7.0 (0-24) 8.0 (0-24)
Q1,03 3.0,120 3.0,11.0 45,120
Prescription of antidepressants and drug category, n (%)
No 79(17.0) 57(17.5) 22(15.7)
Yes 387(83.0) 269 (82.5) 118 (84.3)
SSRI 172 (44.4) 114 (42.4) 58(49.2)
SNRI 128 (33.1) 87(323) 41(34.7)
NaSSA 85(22.0) 67 (24.9) 18 (15.3)
Tricyclic 31(8.0) 23(8.6) 8 (6.8)
Other 75(19.4) 52(19.3) 23 (19.5)
Monotherapy 319(824) 223(82.9) 96 (81.4)
Multiple-drug therapy/combination 68 (17.6) 46 (17.1) 22 (18.6)
Nonpharmacological treatment in the past year, n (%)
Yes 95 (20.4) 81(24.8) 14 (10.0)
No 371(79.6) 245 (75.2) 126 (90.0)
Clinical department, n (%)
Psychiatry/psychosomatic 460 (98.7) 325(99.7) 135 (96.4)
Other 6(13) 1(03) 5(3.6)

MDD major depressive disorder, NaSSA Noradrenaline and specific serotonergic antidepressant, PHQ-9 Patient Health Questionnaire-Depressive Symptoms, Q7 first
quartile, Q3 third quartile, SD standard deviation, SNRI serotonin and norepinephrine reuptake inhibitor, SSRI selective serotonin reuptake inhibitor
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Table 2 SMART-Goal score, TRUST score, and treatment
satisfaction score (n=466)

Communication with physician

Yes (Com+) No (Com —)
n=326 n=140
SMART-Goal score®
Mean+SD 21.3+£55 -
Median (range) 21.0(5-35) -
Q1,Q3 18.0,25.0 -
TRUST score®
Mean+SD 67.4+18.0 526+20.7
Median (range) 70.0 (10-100) 50.0 (0-95)
Q1,03 60.0, 80.0 40.0,70.0
Treatment satisfaction score®
Median (Q1, Q3) 5.0 (4.0,6.0) 4.0(3.0,5.0)
n (%)
1 4(1.2) 10 (7.1)
2 3(0.9) 16 (11.4)
3 12 (3.7) 17.(12.1)
4 65 (19.9) 53(37.9)
5 98 (30.1) 26 (18.6)
6 89 (27.3) 12 (8.6)
7 55(16.9) 6 (4.3)

QT first quartile, Q3 third quartile, SD standard deviation, SMART specific,
measurable, attainable, realistic, time-bound, TRUST Wake Forest Physician Trust
Scale Short Version

2 Higher SMART-Goal scores indicate greater adherence of goals to the SMART
criteria

b Higher TRUST scores indicate greater trust in physicians

€ Higher Treatment satisfaction scores indicate greater satisfaction

Sensitivity analysis

In a sensitivity analysis performed in only patients who
had been prescribed antidepressants (n=387), results
regarding patient—physician communication were com-
parable to that of the main analysis.

Discussion

This study aimed to evaluate the current state of com-
munication between patients with MDD and their phy-
sicians regarding goal setting in Japan. The majority
(70.0%) of patients reported they had communicated
about treatment prospects and/or goals and 51.3%
reported setting personal goals. Results indicated that
communication around goal setting could be associ-
ated with positive patient perceptions of their treat-
ment, specifically trust in their treating physician and
treatment satisfaction. Generally, for patients whose
goals scored more highly against the SMART criteria,
median treatment satisfaction and trust in physicians
were higher than for patients in lower SMART-Goal
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scoring groups. Most patients recommended goal
setting.

Patients in this study generally had milder symptoms
and a longer time since MDD diagnosis than what is typi-
cal for patients with MDD in clinical trials. The milder
symptoms are likely due to the study selection criteria
and the nature of the web-based survey, which excluded
patients with suicidal ideation. Symptom control is prior-
itized over goal setting in patients with suicidal ideation,
making them unsuitable for inclusion in this study. Con-
sequently, the patient group aligns well with the study’s
objectives of investigating goal setting. The time from
diagnosis was based on self-reports, which, unlike clini-
cal data, may have led to variations and memory issues.
Accurate clinical data are therefore needed to assess
the impact of the time from diagnosis on goal setting in
MDD.

In a previous US survey on goals and attitudes toward
treatment, 83 of 200 patients (42%) with MDD reported
having specific treatment goals. Of these 83 patients,
58% had goals for social/interpersonal aspects of life and
27% had goals for occupational aspects of life [17]. In our
survey in Japanese patients with MDD, a larger propor-
tion engaged in communication regarding treatment and
goals compared with the US study. Additionally, par-
ticipants in our study also set personal goals related to
daily life, behavior, and plans for the future, beyond goals
related solely to symptoms. It is possible that differences
in survey methods and medical environments influenced
this difference. From the perspective of enhancing per-
sonal recovery, the results of our study suggest that it
would be desirable to increase communication about goal
setting and the extent to which patients set their own
goals in MDD treatment.

A previous UK study in patients with depression
reported that treatment groups receiving a self-help
intervention focused on positive goals had better treat-
ment outcomes (decrease in depressive symptoms,
increased treatment satisfaction) than those who
received no intervention [34]. In our study, patient sat-
isfaction and TRUST scores were selected as outcomes.
The former has been suggested to be related to treat-
ment outcomes in antidepressant treatment, based on
a post hoc analysis of four clinical trials [35]. The latter
has been reported to be associated with patients’ adher-
ence to treatment and treatment outcomes in other dis-
eases such as diabetes and systemic lupus erythematosus,
which, like depression, are chronic and distressing condi-
tions [36—38]. We observed similar results in an MDD-
specific patient cohort, with the Com+group scoring
higher median scores in positive treatment satisfaction
and TRUST metrics than the Com —group. In contrast,
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severity of depression (as evaluated by PHQ-9 score) did
not differ between the two groups. Adherence was not
measured and no statistical tests between the two groups
were performed on outcomes. Therefore, the results of
this study are exploratory and cannot address the direct
impact of communication on treatment outcomes. Over-
all, the results of our study suggest that communication
regarding treatment prospects and/or goals might have
some positive aspects in the treatment of MDD.

This study also investigated whether the quality of goals
set affected trust in physicians or treatment satisfaction.
We focused on the SMART framework for goal set-
ting, given the literature supporting its effectiveness in a
healthcare context [20, 22, 23, 25]. Our study was the first
to construct and obtain data from a goal evaluation scale
based on the SMART framework. However, because the
tool is self-administered and the appropriateness of the
7-choice scoring range for each SMART element has not
yet been verified, the use of the score is currently only a

pilot project. Further validation will be required to fully
establish the SMART-Goal score as a rating scale.

Using the SMART-Goal scoring system, it was
observed that patients who set goals scoring highly in
the SMART elements had higher median treatment
satisfaction scores and median TRUST scores than
patients in the Com — group, or patients who reported
low-scoring goals. Although it must be recognized that
these correlations were weak and that the results of
the non-validated scale are exploratory, this report is
the first to suggest that the quality of goals set may be
one of the factors to consider in treating patients with
MDD. It is possible that including SMART elements in
goal setting may not only help deepen patient under-
standing of the goal but also potentially allow patients
to develop a more positive approach to treatment
through objectively realizing the extent of their own
recovery. Additionally, because applying the SMART
framework requires careful exchange of opinions and
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coordination between patients and physicians, it could
also be inferred that this more detailed consultation
process has the potential to lead to improved outcomes.
Overall, our initial findings suggest that incorporating
SMART elements in the goals set might help in MDD
treatment, although further confirmatory studies are
needed.

As well as measuring the functional outcomes of
SMART goal setting in MDD treatment, the significance
of goal setting itself was examined from a patient per-
spective. Most (89.3%) of the patients in the Com + group
recommended setting goals, with the top reasons given
being “It helped me to be more positive about my treat-
ment” and “It made me feel like my depression was get-
ting better’, suggesting that the practice of goal setting is
inherently positive for patients themselves. It has been
reported that a positive patient attitude toward treatment
and the feeling of treatment effectiveness leads to bet-
ter treatment outcomes for depression [39]. Therefore,
by helping patients develop a positive attitude and way
of thinking, goal setting may have positive effects on the
overall treatment of MDD.

Limitations

The population analyzed in this study diverged from
the general population of patients with MDD in gen-
der, employment status, and severity of depression (as
measured by PHQ-9 score) [40]. A possible cause may
be selection bias due to the target audience of the survey.
The study participants were limited to members of the
Pep Up service, therefore they may not be representative
of the general population of patients with MDD. As this
study was performed as a retrospective self-administered
survey, the results may also be affected by recall bias. Par-
ticularly memorable events and emotional experiences
can substantially influence patients’ recollections. Conse-
quently, whether the patient had an impactful experience
or whether the treatment was successful can greatly affect
their responses, potentially leading to inaccurate reflec-
tions on trust in physicians and treatment satisfaction.
In addition, the disease name recorded in the claim data
is based on the diagnosis code recorded after the patient
visited a medical institution. The disease names recorded
in the claims data may therefore differ from the actual
diagnosis, owing to any alternative use of claim codes for
the purposes of drug prescription. Finally, the SMART-
Goal score was specifically developed for this study, and
the questionnaire and its scoring have not been fully
validated. Therefore, this exploratory study focused on
generating hypotheses and identifying trends rather than
statistical analysis for hypothesis testing. Future confirm-
atory studies will be necessary to verify the importance of
patient—physician communication about goal setting in
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the treatment of MDD, as well as the significance of the
quality of the goals set.

Conclusions

This initial study demonstrates the potential positive
aspects of high-quality goal setting in MDD treatment.
Our findings suggest that effective patient—physician
communication and SMART goal setting could contrib-
ute to better perceptions of treatment, such as poten-
tially greater physician trust and treatment satisfaction,
and that goal setting may be associated with improved
patient attitudes toward MDD treatment. These results
are exploratory and derived from a limited MDD patient
population, therefore further research is warranted to
confirm a link between setting treatment goals accord-
ing to the SMART framework and better treatment out-
comes in patients with MDD.
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