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Abstract 

“Depression” is seen as a global epidemic, with rates increasing across the world. However, 

critical narratives surrounding the paradigms and diagnostic systems underpinning this label for 

distress are growing in number. If we are to question the usefulness of the diagnostic 

classification paradigms of mental health, it is vital that we understand how service users relate 

to their diagnosis. This study aimed to investigate this within the under-researched population of 

those having a “chronic depression” diagnosis, as the perceived chronicity of their diagnosis 

would be of relevance for exploring diagnostic attachment and relational processes. Ten 

individuals took part in semi-structured interviews using Constructivist Grounded Theory 

methodology (Charmaz, 2014). The categories that emerged from the findings were 

Understanding, managing, and validating suffering; Diagnosis and the self: immersion, 

separation, and function; Timeless and hopeless: alive but not living. A core category of Lost in 

space, stuck in time reflects the relationships between these conceptual categories, showing a 

spiralling internal process, increasingly coiling around a pillar structure that represents the 

diagnosis itself. This construct keeps people rooted and safe yet restricts their movements away 

from the diagnosis. The findings are discussed in relation to relevant and current research 

literature, as well as in consideration to the field of Counselling Psychology, and relevant 

recommendations for future practice and research.  
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Prologue 

Almost all the data for this study was collected prior to the COVID-19 pandemic. However, it 

would be amiss not to acknowledge the impact the pandemic has had on the final write-up and 

analysis of the data, as well as the increased relevance of this topic. Emerging data about the 

effect of the pandemic on people’s mental health (WHO, 2020) has further strengthened a social 

narrative of us living during a mental health crisis, with rates of “depressive symptoms” having 

more than doubled in Great Britain since the start of the pandemic (ONS, 2021), and 

psychiatrists warning about a mental health “tsunami” (Roxby, 2020). This could reflect a 

worrying trend of pathologizing a crisis response to collective trauma, with some articles naming 

it “pandemic depression” (Milman, et al., 2020) and “post pandemic depression” (Sesto Cabral, 

et al., 2021). During this time, mental health and wellbeing has become a more widely discussed 

topic amongst the general public (Biester, et al., 2020), and since the environmental cause is so 

clear, the effect our contexts and environment has on mental health has been acknowledged 

(McBride et al., 2021). These trends are of significance when understanding how people relate to 

a diagnosis, and it is interesting to consider how participants would have described their 

experience if the data were collected during this pandemic.  

As most of the thesis write-up was done during the pandemic, it is also worth reflecting 

on the parallels that occurred because of this. As will be seen in coming chapters, many of the 

participants experiences echoed my own life when writing this thesis. I was trapped and locked 

in my experience of time altered into a continuous waiting for things to change or for the 

suffering to be over, my focus shifted to coping with my day-to-day life due to the uncertainty of 

the future, feeling low and deadened. This type of prolonged suffering felt so achingly similar to 

what my participants told me. They described a pandemic-like experience, yet this had been their 
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life for decades before COVID-19. I urge any reader of this study to connect to the words of my 

participants in the way that I did, using their felt experience of the pandemic to relate to those 

who navigate a life that feels unlived. 
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Chapter 1: Introduction 

 

1.1 Aim of chapter 

This chapter provides a background to the study by considering current mental health discourses, 

describing the personal and professional influences that informed the choice of this topic, and 

arguing its relevance in Psychology. The structure of the thesis will be summarised, and 

acronyms used in the text will be defined as part of a word list. 

 

1.2 Overview 

The current state of the public mental health care system in the United Kingdom (including 

mental health services part of the National Health Service), as well as the dominant public and 

political discourse surrounding it, is almost completely connected to the presence of a psychiatric 

diagnostic system (Kinderman, 2019). This system assumes that variances in mental health and 

moods can be manualised and divided into specific “disorders” which are distinct and 

diagnosable. With the ongoing development of this system for categorising mental health, an 

increasing number of critics have voiced concerns over the validity and reliability of the current 

manuals, and the use of a medical model for mental health disorders. One such disorder in these 

manuals is “depression”; defined by the Oxford dictionary of Psychology as “a mood state of 

sadness, gloom, and pessimistic ideation, with loss of interest or pleasure in normally enjoyable 

activities (…)” (Colman, 2015). 
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Currently, the Global Burden of Disease study (GBD) considers depression to be the 

predominant mental health problem worldwide and the second leading cause of years lived with 

disability (GBD, 2018; Liu, et al., 2020). The Organisation for Economic Co-operation and 

Development (OECD) reported that in 2014, the prevalence of “chronic depression” in the 

United Kingdom was 8.9% (OECD, 2017). Depression is thus seen as an increasingly large 

health problem and is a recognised diagnosis in mental health services. However, just as the 

acceptance of this diagnosis and its impact is increasing, so are critical voices to the diagnostic 

system and some of its treatment methods. As for depression, some argue that to label human 

suffering as a disorder needing treatment is pathologizing and over-simplistic (Davies, 2012; 

Johnstone & Boyle, 2018). Such labelling could be seen as undermining factors in a person’s life 

causing them distress, which ought to be addressed (Davies, 2012). 

Literature on service users experience is mixed, with participants relaying both negative 

and positive aspects of receiving a diagnosis (Perkins et al., 2018). However, there is scant 

literature studying service users who have lived with a diagnosis for a longer time, particularly 

depression, and their views on alternative systems for mental health. The risk of service users 

feeling doubt or anger at “their” diagnosis being questioned was apparent after the removal of 

Asperger’s syndrome from the DSM-5, where many felt left uncertain (Parsloe & Babrow, 2015) 

and experienced a loss of identity (Giles, 2014; Huynh, et al., 2020; Spillers, et al., 2014). 

If potential alternatives to the current diagnostic system are to be put forward, an 

understanding of individuals who are highly invested in the system is of great importance. This 

study aims to address this through qualitative enquiry using Constructivist Grounded Theory 

(CGT) (Charmaz, 2014), by investigating the experiences of service users themselves. With a 

focus on people diagnosed with “chronic depression” this study aims to gain an improved 
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understanding of the relationship and attachment to a diagnosis, and explore views on an 

alternative system of understanding,  

 

1.3 Background to the study 

This study resulted as a culmination of interests from my clinical work and training, as well as 

factors within my past experiences and relationships. My mental health has never been labelled 

or categorized into a diagnosis, and I have never self-identified as having depression or any other 

“disorder”. As such, my introduction to mental health diagnoses was of something that applied to 

others, and I did not question the reality of the existence of “disorders”. During my 

undergraduate degree, I was introduced to the disillusionment of the medical model applied to 

mental health, and I was astonished at the artificial nature of the systems in place. Since then, 

throughout my clinical work with clients, I have found it staggering how both the systems that I 

have worked within, as well as the service users themselves, are utterly enmeshed in diagnostic 

systems of mental health.  

A core part of my current clinical practice is to ask clients repeatedly to expand on what 

they experience and mean when they refer to themselves as “having depression/anxiety/etc.”, or 

when utilizing wording such as “my depression/anxiety”, or “feeling depressed/anxious”. The 

commonplace usage of this implies that we should all know what it means, but I have frequently 

found that when querying further, the individual experience varies widely. Additionally, 

oftentimes the person is at a loss when asked to expand on their experience beyond the 

categorical diagnostic definition. I find that acknowledging and accepting the complexity of our 
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internal systems and functioning is what allows for a fruitful therapeutic experience and so this 

simplification of individual experience has been a constant source of frustration for me. 

Accepting and even valuing complexity in people and society is also something I strongly 

support from a political and social justice standpoint. Our understanding of what mental health or 

wellbeing is varies with different cultures, societal norms and trends, political and economic 

shifts, and various other contexts and factors (Cockerham, 2020). These have a significant 

bearing on the behaviour, sense-making, and experience of individuals who experience distress, 

both within themselves and in response to others, and the contextual factors relevant to our 

mental health are undeniable (Johnstone & Boyle, 2018). Negating these factors would mean to 

attempt to dislocate the person from their context and would lead to ignoring core detrimental 

systems within our society, including racism, sexism, and ableism. As such, for mental health 

categories to come close to capturing the complexity of human experience, they have to be so 

broad that they lose their meaning or value. This poses a challenge for the field of Counselling 

Psychology, but also and importantly, for those who live with a diagnostic category.  

   

1.4 Relevance to Counselling Psychology 

The topic of this study is of particular relevance to the field of Counselling Psychology, both 

through the aligning with the values of the profession and through the applicability of the 

viewpoint that Counselling Psychology would bring to this field. Counselling Psychology is at its 

core a profession that emphasizes how humans’ function in a relational way (Nielsen & 

Nicholas, 2016; Orlans & Van Scoyoc, 2009). The relational aspect of our field means that we 

focus on relationships between individuals, groups, contexts, and environments, as well as 
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internal relational dynamics (Milton, 2016). Seeing humans as contextual rather than existing in 

a vacuum acknowledges both past and present factors that influence wellbeing. When 

researching diagnoses, this relational standpoint is of particular importance as it allows the 

analysis to go into how people relate to a concept as a construct, including how it is felt, 

experienced, or understood (Nielsen & Nicholas, 2016). It goes beyond the assumption that the 

concept and the person exist independently, but rather allows for an understanding of the world 

(including diagnoses) that is made up of co-constructed realities and relationships (Neimeyer, 

1998; Neimeyer, 2002). By exploring this topic through the lens of Counselling Psychology 

there is a potential to provide a unique approach to working with mental health narratives 

relating to diagnostic attachment and identity. 

Another factor that makes Counselling Psychology relevant to this field of study is the 

social justice and political implications of this research, both which are relational at their core. 

Counselling Psychology has a historical rooting within social justice (Hage, 2003), particularly 

in North America (Toporek, Gerstein, Fouad, Roysircar, & Israel, 2006). Suggestions have been 

made to implement a social justice agenda in the UK (Cutts, 2013), which would bring it closer 

to its roots and development in the US, and there is a push for this to be a continued part of the 

professional identity of Counselling Psychology (Kennedy & Arthur, 2014). 

Counselling Psychology guidelines outlines that it is both an obligation and responsibility 

to take clients’ contexts into consideration, and to review their own practice with due regard to 

changing societal norms (BPS, 2020). In these same guidelines, part of the definition of 

Counselling Psychology is the commitment to acknowledge social contexts and discrimination, 

and to engage with values, beliefs, subjectivity and intersubjectivity (BPS, 2020). These issues 

are directly relevant to this study, as it investigates societal norms surrounding a diagnosis of 
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chronic depression and attempts to elucidate how people given such a diagnosis relate to it in 

terms of their context, beliefs, and identities.  

The critical and non-pathologizing approach to psychology and mental health addressed 

in this study is also of relevance to Counselling Psychology. This approach views psychological 

distress as something that does not signify that a person has intrinsic, inescapable diseases, and 

any treatment or intervention should not attempt to remedy it as such. Non- pathologizing of 

experiences is a core element of Counselling Psychology practice, as it homes in on the 

humanistic ethos of the profession (Cooper, 2009). Relatedly, Counselling Psychology has a 

history of finding itself torn in its relation to diagnostic systems, with its philosophical value base 

of a non-pathologizing approach being increasingly compromised through increased 

engagements with the public health system (Larsson, et al., 2012). As such, investigating 

individuals who believe themselves to suffer from a pathology is relevant to the profession, as it 

explores potential secondary gains, defences, and relationships to diagnoses, which may 

complicate service users response to a non-pathologizing approach to mental health. 

 

1.5 Structure of thesis 

This thesis consists of 5 chapters. Chapter one introduces the general background of the study, 

including the professional and personal relevance of the topic. The second chapter depicts the 

literature landscape more in depth, describing research relevant to this study. Chapter three 

explains the methodology used for this research study, including epistemological positioning and 

methodology reasoning. The fourth chapter outlines the findings of the study, describing the 

grounded theory in-depth and illustrating this with relevant interview extracts. The fifth chapter 
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discusses the findings in light of the existing research literature, as well as taking some of the 

analyses further. This same chapter then connects the findings with potentially relevant 

applications for Counselling Psychology, and finally concludes and summarises the research 

project. 

 

1.6 Word list 

GT – Grounded Theory 

CGT – Constructivist Grounded Theory 

CREST - Centre for Research in Social and Psychological Transformation 

BPS – British Psychological Society 

GBD – Global Burden of Disease study 

PTM – Power Threat Meaning Framework 

DSM-5 – Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

ICD-11 – International Classification of Diseases, 11th Revision 

NHS – National Health Service 

NICE – National Institute for Health & Care Excellence 
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Chapter 2: Literature Review 

 

2.1 Conduction of literature review and sources 

The concept of literature reviews in Grounded Theory (GT) is not a straightforward subject 

(Ramalho, Adams, Huggard, & Hoare, 2015; McCallin, 2003), and as such, is one that the 

researcher must make an active and informed decision about (Dunne, 2011). In classical GT, 

Glaser described the literature review as something that had the potential to intervene with the 

research by creating preconceived views and proposed that researchers ignore the existing 

literature (1978). However, even though some classic GT methodologies still discourage 

literature reviews (Holton, 2007), many also see it as unavoidable due to academic and funding 

procedures (McCallin, 2003), and equally doubt the ability to achieve such an unbiased and 

objective view in the first place (McGhee, Marland, & Atkinson, 2007). The debate is not 

necessarily if one should conduct a literature review, but rather when such a review should take 

place (Dunne, 2011; Giles, King & de Lacey, 2013). As such, when engaging with the literature 

in a GT research project, one should implement continuous reflexivity on the specific GT 

methodology being used, the epistemological stance, how this guides engagement with the 

literature (Engward, & Davis, 2015), and how any preconceived knowledge may theoretically 

sensitise you to the topic of study (McGhee, Marland, & Atkinson, 2007).  

This thesis does not utilise in-depth systematic literature review method but provides a 

narrative and integrative review instead (Baumeister & Leary, 1997; Torraco, 2016). There are 

multiple reasons why this type of approach may be better suited to this field. The scope of the 

topic is so broad that a systematic review, which requires addressing a specific research question, 
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would be too narrow to capture the context and historical and socio-political influences, and 

would fail to highlight gaps in the literature, and can thus tackle the broader field of inquiry 

better (Baumeister & Leary, 1997). A narrative and integrative review offers a sufficiently 

inclusive and sensitive approach to the context and socio-political issues without generating an 

excessive number of references to be subsequently ‘systematically’ reduced (Baumeister & 

Leary, 1997; Torraco, 2016), and considers the methodological arguments for a broader initial 

literature review process (Dunne, 2011). This chapter is thus both integrative and narrative, with 

the presentation being narrative but making references to systematic reviews that have already 

been done. Finally, within GT, the literature is seen as explicitly inductive (Charmaz, 2014) so 

the literature is not foundational but conversational with any emerging findings.  

 

2.2 Aim of chapter 

This chapter describes the current landscape of literature and highlights the core debate between 

models of understanding human mental health and distress. Some wider brushstrokes will also be 

used to cover factors that are relevant to how people relate to a label, including identity and 

stigma.  Literature on the concept of relating to depression as a diagnosis, and how this 

relationship may change over time if the diagnosis is labelled as “chronic” will be explained. 

This chapter aims to capture the societal relationship to the concept of depression, including 

prevalence data, history of origins of the diagnosis and the connected larger debates within 

mental health, as well as the personal relationship people build with diagnostic labels, and 

depression in particular”. This chapter does not aim to provide an exhaustive or complete review 

of the literature surrounding depression due to the vastness of the current research in this area 
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and the lengthy history of literature trying to name and make sense of human distress. Many 

excellent books have been written on the subject of depression and can provide the curious 

reader with a fuller account (Blazer, 2012; Davies, 2012; Ehrenberg, 2010; Horwitz & 

Wakefield, 2007) 

 

2.3 Structure of chapter  

Firstly, this chapter will cover the current statistics on depression, and present both global and 

UK specific data. It will then cover how depression is recognised within diagnostic frameworks 

and guidelines, and how those frameworks developed their criteria and categories. The next 

segment will further describe the ongoing debate surrounding medical and social models of 

suffering in the mental health field. Significant factors that influence those living with any kind 

of diagnosis or label, including stigma and identity will be presented. Finally, this chapter will 

highlight the literature on how people relate to a depression diagnosis, including research on 

when it is considered “chronic” and the impact of time on diagnosis relations. This will be 

followed by criticisms and concerns about the current literature, and how this this research 

project fits into the gaps in the field. 

 

2.4 Statistics on depression: quantifying a global and growing phenomenological belief  

When researching depression, it is useful to capture the statistical landscape of this concept. This 

can very clearly illustrate factors such as prevalence, severity, and changes over time in this. 

However, one comes across an immediate difficulty with looking at depression data, as it is often 
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described as a known and defined phenomenon, disorder, or illness, but these definitions are 

often arrived at through measures that themselves have received criticism, including ethnocentric 

bias (Haroz, et al., 2017). What these numbers do showcase, is that statistically something 

labelled as depression is growing and spreading in populations, and governments and global 

welfare organisations are viewing it as an epidemic to be stopped (Ormel, Cuijpers, Jorm, & 

Schoevers, 2020; Summerfield, 2006).  

GBD considers depression to be the predominant mental health problem worldwide, as 

well as a leading cause of years lived with disability (James et al., 2018; Liu, et al., 2020). 

“Depressive disorder”, which covers “major depressive disorder” and “dysthymia”, was found as 

one of the top four leading causes of non-fatal health loss for nearly three decades in a row 

(GBD, 2018). The GBD database shows that the incidence of depression worldwide increased by 

49.86% from 1990 to 2017 (Liu, et al., 2020). Commentary in the study describes this prevalence 

as “concerning” and describe it as a disorder which can be treated with “low-cost therapeutics”. 

(James et al., 2018).  

OECD reported that in 2014, the prevalence of chronic depression in the United Kingdom 

was 8.9% (OECD, 2017). However, the Office for National Statistics do not collect data on 

percentage of people clinically diagnosed with depression, but instead report on “percentage of 

people in the UK with some evidence indicating depression or anxiety” (ONS, 2019). This is 

measured by the General Health Questionnaire (GHQ-12) which asks respondents to score their 

wellbeing on 12 questions. The added score can range between 0-12, with a score over 4 deemed 

to indicate that the individual “may have symptoms of mild to moderate illness such as anxiety 

or depression” (Williams & Goldberg, 1988). As such, prevalence of people officially diagnosed 

with depression in the UK is not known (ONS, 2019). The diagnosing process is also not 
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straightforward in that a depression diagnosis is often self-diagnosed or labelled as 

“undiagnosed” or “undetected” by the official standards of diagnosing in the UK (Kessler et al., 

2002), and is not reviewed on a regular basis (and as such not removed from a person’s record). 

Prevalence of depression could also be inferred through the prevalence of antidepressant 

prescription trends, which has tripled between 1998 and 2018 in primary care in the UK 

(Bogowicz et al., 2021). However, data on the diagnosis or reason for such a prescription is not 

very clear (Bogowicz, 2021), meaning even those prevalence rates do not necessarily signify 

number of people who live with an official depression diagnosis, and does also not include those 

who do not use antidepressants.  All this greatly confounds any ability to statistically evaluate 

how many people in the UK live with a diagnostic label of depression, and much less how many 

of these have been diagnosed with or identify having “chronic” or lifelong depression.  

Considering the available evidence, depression is thus viewed as a recognised health 

problem and diagnosis in mental health services. The percentages are deemed to be concerning 

and the cumulative cost to society believed to be great (McManus, 2016) and they have shown 

no sign of decrease for the past three decades (GBD, 2018). However, when looking at statistics 

such as these, one must consider how these categories are defined, and how studies and mental 

health services arrive at a category named depression or “depressive disorders”. The below 

segment will summarise the main diagnostic systems for mental health, as well as address 

concerns with these systems of categorisation.  

 

2.5 Diagnostic systems: categorising and labelling distress 
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Currently, the two main diagnostic systems for mental health are the Diagnostic and Statistical 

Manual of Mental Disorders, Fifth Edition (DSM-5) (APA, 2013) and the International 

Classification of Diseases, 11th Revision (ICD-11) (WHO, 2019). These are the two most recent 

editions; with previous editions spanning since 1893 for the ICD and 1952 for the DSM. Both 

systems have received widespread criticisms, both for current and past editions. These include 

the lack of evidence for the different categories and disorders, the pathologizing of human 

suffering, disorder categories lacking validity and reliability, ethnographic bias, 

decontextualization, biological emphasis, stigmatisation, disempowerment, marginalisation, as 

well as how the system was created (BPS, 2013; Davies, 2013; Davies, 2017; Frances, 2013; 

Horwitz & Wakefield, 2007; Johnstone & Boyle, 2018; Kinderman, 2019; Timimi, 2013).  

However, both are still utilised as the prevailing systems of understanding (and categorising and 

diagnosing) mental health.  

The DSM-5 was first published in published 1952 (APA, 1952), and it is now in its fifth 

edition (APA, 2013). For “persistent depressive disorder (dysthymia)”, the main criterion in the 

DSM-5 is “depressed mood for most of the day, for more days than not, as indicated by either 

subjective account or observation by others, for at least 2 years”. There are additional criteria 

regarding specific symptoms such as low self-esteem and feelings of hopelessness, as well as 

many caveats regarding consistency of symptoms, absence of other factors, and impact on life 

(APA, 2013).  

The ICD-11 has multiple editions, but in the latest 2019 version, it describes two 

diagnoses that are relevant to this thesis: “recurrent depressive disorder” and “dysthymic 

disorder” (World Health Organization, 2019). “Recurrent depressive disorder” is “characterised 

by a history of at least two depressive episodes separated by at least several months without 
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significant mood disturbance” but does not involve episodes of mania (WHO, 2019). A 

“depressive episode” is described similarly to the DSM-5, stating that it “is characterised by a 

period of depressed mood or diminished interest in activities occurring most of the day, nearly 

every day during a period lasting at least two weeks”, but also adds factors such as hopelessness, 

suicidal thoughts, worthlessness, and somatic symptoms (WHO, 2019). “Dysthymic disorder” is 

briefly described as “a persistent depressive mood (i.e., lasting 2 years or more), for most of the 

day, for more days than not”. What distinguishes it from other “depressive disorders” is that 

“during the first 2 years of the disorder, there has never been a 2-week period during which the 

number and duration of symptoms were sufficient to meet the diagnostic requirements for a 

Depressive Episode” (WHO, 2019). 

In the UK, National Institute of Health and Care Excellence (NICE) (2009) guidelines, 

which guides health practice, describe depression as “chronic” if “symptoms have been present 

more or less continuously for 2 years or more”, and they refer to the DSM-5 in distinguishing 

between different types of depression (mild, moderate, severe).  

The Division of Clinical Psychology within the BPS released a position statement in 

2013, arguing for a paradigm shift in mental health, critiquing the “disease” model in the current 

classification systems of DSM and ICD. The statement outlined issues with the concepts and 

models underpinning these systems, and the negative impact on service users themselves. It 

acknowledged the ethnocentric bias within these manuals, which supports findings that Western 

depression criteria do not represent the experience of individuals globally (Haroz et al., 2017).  

The current approach to mental health within the UK (as well as most of the Western 

world) is thus extremely tied in with the diagnostic systems and their categorising of human 
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suffering, despite the vast amounts of critique against it (Johnstone & Boyle, 2018). To date, 

there is no biological evidence pointing to depression being a distinct “disorder”, yet it is often 

treated as such. The above manuals use highly medicalised language, describing symptoms to be 

ticked off in order to be eligible for the diagnosis, with guidelines very much focused on 

psychotropics, and depression viewed as an illness to be “treated”. The National Health Service 

(NHS) prescribed a record number of antidepressants in 2016, with long-term use of the 

medication on the rise. The argument could be made that this trend indicates an increasingly firm 

belief in depression being a chemically treatable disorder. In fact, the dramatic increase in 

antidepressant prescribing volumes between 1993 and 2020 appear to be mostly due to more 

patients being on long-term, chronic, medication and it is this group that consume the most drugs 

(Davies & Read, 2019; Gøtzsche, 2020; Kendrick, 2021; Moore, et al., 2009). This leads us to 

query what paradigms are currently presiding in understanding depression, and how these relate 

to one another. 

 

2.6 Paradigms of mental health: the biomedical model versus a socially and culturally 

constructed phenomenon  

As highlighted above, the diagnostic systems of mental health categorising are guiding both the 

discourse around human suffering and subsequent treatment options (Johnstone, 2014). The 

diagnostic frameworks and guidelines, although often describing behavioural or affective 

experiences, use symptomatic language in line with a medicalised view on mental health 

(Johnstone & Boyle, 2018). This language is situated in the paradigms surrounding mental 

health, and these will also undoubtedly be significant to how people diagnosed with depression 



27 

 

relate to their own experience. This section will summarise the main perspectives of 

understanding, as well as highlight debates and criticisms.  

Unsurprisingly, the current public beliefs around depression are greatly impacted by the 

diagnostic manuals and the medical models of suffering. Deacon (2013) summarises what is the 

current presiding paradigm; “the biomedical model” of mental disorders. This model postulates 

that difficulties in mental health are due to biological abnormalities and should thus be treated as 

such. One of the main features of this model that guides both attitudes to depression and attitudes 

to medication, is the idea of there being a chemical imbalance in the brain that causes the 

symptoms of depression. This theory of causation is frequently promoted in popular media 

without criticism (Leo & Lacasse, 2008); however, the validity of this view has been 

increasingly questioned (Moncrieff, 2008), and the “low serotonin” explanation of depression 

has been unsubstantiated (Deacon, 2013; Pies, 2019). Finally, a belief in such a biomedical cause 

has found to have a negative effect on prognosis and a reduced belief in psychotherapy as an 

effective treatment (Deacon & Baird, 2009; Kemp, Lickel & Deacon 2014). 

Psychotropics, the main treatment method, are however biological in nature. The NHS 

prescribed an all-time high number of anti-depressants in 2020, following the continuous upward 

trend (Curtis, et al., 2019) with the number having doubled in the past decade (Iacobucci, 2019). 

In addition to this, long-term use of anti-depressants has increased as prescription guidelines for 

depression have changed toward longer-term maintenance treatment (Piek et al., 2010), and 

suggestions are being made for it to be treated as a chronic condition (Andrews, 2001; Tylee & 

Walters, 2007). However, the severity and chronicity of mental “disorders”, including 

depression, appear to be worsening overall (WHO, 2011).   
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Just as the acceptance of this diagnosis and its impact is increasing, so are critical voices 

to the diagnostic system and some of its treatment methods. Recently, the BPS released a 

discussion document called the Power Threat Meaning Framework, outlining an alternative 

system for mental health difficulties (Johnstone & Boyle, 2018), outlining an understanding of 

mental health distress based around the questions of: “‘What has happened to you?’, ‘How did it 

affect you?’, ‘What sense did you make of it?’ and ‘What did you have to do to survive?’. As for 

depression, some argue that to label human suffering as a disorder needing treatment is 

pathologizing and over-simplistic (Timimi, 2013). Such labelling could be seen as undermining 

factors in a person’s life causing them distress, which ought to be addressed (Davies, 2012). In 

2020, the BPS published a report on “Understanding Depression” (2020), where recognition was 

made on the contextual and cultural factors surrounding the diagnosis, as well as outlining 

psychological formulation as an alternative tool of understanding one’s distress.   

Contrasting with the above view of depression as a biological disorder, is the idea that it 

is a socially constructed phenomenon. The implication of this view is that the definition of labels 

such as depression become socially negotiated, where people test their constructions against one 

another, to gain new understandings from others. Therefore, with this view, depression as a 

phenomenon would be affected by the historical, social, and cultural context, and those factors 

would function as a guide to understanding the rise in prevalence that can be observed in the 

available literature.  

Historically, the concept of a malady causing human discontent can be traced back to 

Hippocrates who developed a broad concept of “melancholia” (Davies, 2011). This term 

continued to be used in different cultures over-time, albeit with the definition changing slightly. 

In 1621, Robert Burton published “The Anatomy of Melancholy”, where melancholia was 
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recommended to be treated with a healthy diet, sufficient sleep, music, "meaningful work", and 

talking about the problem with a friend (Burton, 1621). Following this, during the romantic 

movement in the 18th to 19th century, emotional discontent was seen within a more positive 

model where the view was that by the virtue of their very existence, the more destructive aspects 

of reality must have some significance, either rationally or emotionally. The idea within this 

period was that these malevolent actualities in life were revealed through people’s sorrow, and 

that this suffering increased one’s capacity for compassion (Davies, 2011). This view changed 

drastically during the Enlightenment and with the development of the profession of psychiatry, 

where emotional suffering began to be regarded as a problem of a biological nature which should 

be treated with physical methods (Davies, 2011). This demonstrates that much of our beliefs are 

connected to emotional suffering and discontent, and how they should be treated is shaped by the 

time we live in and the relevant cultural climate.  

In modern times, soon after the DSM-III was published in 1980, “major depressive 

disorder” (MDD) became the most common mental health diagnosis in psychiatric and medical 

practice, with 40% of all diagnoses being MDD (Olfson et al., 2002). The same rise in 

prominence can be seen in the attention psychiatric research put on MDD, and since 1980 it has 

become the single largest topic of study (Horwitz & Wakefield, 2007). Many scholars thus 

suggest that “the Age of Anxiety” has been replaced by “the Age of Depression” (Blazer, 2012; 

Horwitz, 2011; Horwitz & Wakefield, 2007).  

Horwitz (2011) outlines how this zeitgeist change from the ‘age of anxiety’ to ‘the age of 

depression” in society drove the construction of MDD. First, he postulates that the creation of 

MDD was based on an effort for a sub-division in the psychiatric profession to gain dominance 

and scientific legitimacy. Second, he puts forward that intraprofessional dynamics drove the 
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creation of the diagnosis of MDD. Finally, he exhibits how the creation of this diagnosis 

transformed it to an extremely common condition (Horwitz, 2011). What this again demonstrates 

is that the construction of the concept of depression can be directly traced to political, 

economical, and cultural movements in society, and the meanings attached to it vary with time. 

depression (and mental health “disorders” in general) is thus subject to social processes that 

affect how much of a “trend” it becomes (Horwitz, & Wakefield, 2007).  However, some recent 

research suggests that there are nuances to Horwitz and Wakefield's claim that all forms of low 

mood have become encompassed by the clinical category of depression, and that the public 

perception instead “mirrors the diversity and uncertainties within and around the medical field” 

(Bröer & Besseling, 2017).  

In current mental health trainings and professions, including psychology and psychiatry, 

a model that converges biological, psychological, and social factors is also often espoused. The 

Biopsychosocial Model first was proposed by Engel in 1977 and has since been internationally 

widely accepted (Adler, 2009). This model takes a holistic approach to mental health distress 

taking a multiplicity of factors into account, all of which are seen to interact with each other. 

This model was intended to be an alternative to a dualistic conceptualisation of body and mind 

and challenge the reductionistic nature of medical thinking and allow for more complexity and 

circular causality (Adler, 2009). However, even though this may be the model that is often 

generally advertised as being the one in use, the practical reality looks different and there have 

been multiple criticisms within the psychiatric field itself (Álvarez, Pagani & Meucci, 2012; 

Ghaemi, 2009). As we have seen above, the diagnostic systems are focused on categorising 

symptoms of distress rather than identifying complexity and causality, and the guidelines and 
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statistics on what interventions are given to “depressive” type diagnoses are predominantly 

biological in nature, suggesting a medicalised and monistic approach.  

How depression is perceived is thus predominantly situated in the prevailing paradigms 

of how we understand mental health distress. As such, acknowledging the debates and challenges 

within such paradigms is vital and will no doubt be relevant when understanding people’s 

experience and personal relationship to a depression diagnosis. Further understanding can be 

found when looking at the literature on general factors that influence any sort of labelling or 

categorisation of a person, including social identity and stigmatisation, which the next section 

will address. 

 

2.7 Core influencing factors on living with a diagnosis: fighting stigma and developing an 

identity 

When addressing the literature on living with a diagnosis, there are multiple viewpoints on 

relevant factors that affect a person’s experience. This segment highlights two of the main effects 

of living with a diagnosis or label; stigma and identity. These are not exclusive to mental health 

diagnoses but are recognised to be part of the experience of any sort of labelling process in 

society (Scheff, 2010) and will intertwine and interact as part of a person’s overall social identity 

and social experience. These are relevant since if one views the idea of the modern perception of 

depression as a construct of society, the effects it has on a person would also be products of this 

construction. 

Overall, stigma has often been found to be connected to mental health (Livingston & 

Boyd, 2010; Mak et al., 2007). Goffman (1963) theorized that when a person is seen to possess 
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an attribute that makes them different and is less desirable, this person’s attribute would be a 

stigma as it constitutes a discrepancy between virtual (what the person ought to be) and actual 

(what attributes the person proves to have) social identity. Bathje and Pryor (2011) point out that 

the public views mental “illness” through four lenses: psychiatric symptoms, social skills 

deficits, physical appearance, and labels. Programs have been developed and implemented to try 

and reduce the stigma connected to mental health; however, many of these have been shown to 

instead reinforce views of individual difference and deficit (Read et al., 2006). There is little to 

no evidence that the biomedical model is an effective tool to reduce stigma (Read & Harper, 

2020) and is “at best ineffective and at worst potentially stigmatizing” (Pescosolido et al., 2010). 

Indeed, using this approach seems to instead increase the desire for social distance, reinforces 

beliefs of it being a chronic and untreatable condition, and highlights the danger and 

unpredictability of sufferers (Deacon, 2013; Read et al., 2006). Other negative effects of the 

biomedical belief of a chemical imbalance explanation includes pessimism about recovery, 

increased self-stigma, self-blame, hopelessness, and more depressive symptoms (Kemp, Lickel 

& Deacon 2014; Schroder, Duda, Christensen, Beard & Björgvinsson, 2020). Although mental 

health literacy has improved in recent years (through acceptance of a biological model) and there 

is more acceptance of professional help, attitudes toward people with mental “illness” remain the 

same (Schomerus et al 2012) with those with a label of depression being viewed as having 

character flaws (Corrigan & Watson, 2002). Biomedical models seem to have the opposite effect 

on stigma than what is intended, but instead create barriers for recovery (Kvaale, Haslam & 

Gottdiener, 2013) and increase stigmatising attitudes (Larkings & Brown, 2018) and believed 

chronicity (Berardelli et al., 2019).  
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Another factor closely linked to the presence of a mental health diagnosis and its current 

negotiated meanings is identity. There can be a sense of loss of personal and/or social identity 

after being given a diagnosis. Some manage this by arriving at an illness definition and 

reconstructing their identity accordingly (Goffman, 1961; Platt, 2016). This is particularly 

present in the case of “chronic” presentations as it requires ongoing redefinitions of the self 

(Karp, 1994). This “illness-identification” or “disability identity” is not necessarily helpful or 

effective as a buffer by way of identifying with a group with the same label. Cruwys and 

Gunaseelan (2016) found that people with depression who had experienced stigma had reduced 

wellbeing and further identified themselves as “depressed”. They also found that this social 

identification as “depressed” magnified the relationship between stigma and reduced wellbeing, 

meaning that identification as “depressed” predicted lower wellbeing. Finally, identifying as 

“depressed” predicted a conforming of the norms related to depression.   

The idea of identity being linked to mental health difficulties was addressed by Foucault 

in 1965 who pointed out how power and knowledge are central to the process by which humans 

are ‘made subjects’ and consequently how ‘psychiatric identities’ are produced. He also noted 

how the use of expert knowledge about human “normality” and “abnormality” is a main form of 

power in modern society due to it directly controlling the identity and influence of the people 

affected by it. This binary system of mental normality and mental illness as two distinct states 

that Foucault wrote of is still present today with the use of manuals and diagnoses, each label 

being able to alter an individual’s identity and power in society (Hogan, 2016).   

 

2.8 Research on service users’ experience of the diagnostic process: a conflicted voice? 
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The below section covers the specific literature on how people relate to a diagnosis of 

depression. Literature concerning chronic depression is also reviewed, so as to highlight 

differences found in service users who identify with this label compared to a non-chronic 

depression diagnosis.  

A systematic review by Perkins et al. (2018) collated qualitative data on the perspectives 

of service users, clinicians and carers and their experiencing of a mental health diagnosis in 

studies ranging from database inception to 2017. The authors attempted to generate generalizable 

themes across studies to inform clinical training and practice on how to communicate and carry 

out diagnostic practices. The included studies described research on various mental health 

diagnoses. Themes were mostly consistent across different service types and diagnoses. Themes 

involving issues with the assessment, disclosure, information provision, value of diagnosis for 

treatment and recovery, stigma and identity connected to a diagnosis; did not alter depending on 

when the study took place, meaning these have remained relevant as topics of concern for 

patients throughout the years, even when the mental health landscape and discourse has changed. 

However, the use of a medical model was discussed less in more recent studies, whereas cultural 

differences relating to diagnosis were increasingly reported in studies across time. The review 

found that there were both internal and external factors at play that affected the diagnostic 

experience and many of these varied widely between individuals. However, there was an overall 

agreement that diagnosis could be experienced as "labelling", which lead to consequences around 

stigma and discrimination.   

Regarding specific findings relating to depression; the review by Perkins et al. (2018) 

found that depression diagnoses were experienced as difficult to diagnose as they had 

“manifestations of physical symptoms” and they were most often understood within a medical 
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model. Additionally, this review found that depression diagnoses were also mostly experienced 

to be validating (Perkins et al., 2018). This seems to suggest that service users with a depression 

diagnosis may be particularly attached to their diagnosis and understanding their suffering 

through a medical model.  Overall Perkins et al. (2018) suggested that the model created with 

these themes support a collaborative, person-centred approach which involves service user 

agency and empowerment, however, with a still through utilisation of diagnostic systems. The 

paper suggests that “these themes could be drawn upon in the implementation of diagnostic 

manuals, including the forthcoming release of ICD-11”.  

However, when looking at individual research papers available, this view does not seem 

so straightforward and service users often express conflicting and changing views. Karp’s 

seminal work (1994) highlights a feedback loop, where “depressed” participants go through a 

crisis which involves altering their identity and then attempting to make sense of the causation of 

the symptoms (often in combination with the use of medication), with some managing to get to a 

place where they are no longer “depressed”. The feedback quality of it comes into play due to the 

prevalence of participants then entering a new period of depression, which questions all past 

sense-making and thus requires persons to go through the whole process all over again. Many 

then also came to a point where they accepted a position of their depression as a life-long 

condition. Karp (1994) also found that participants struggled with whether to adopt the 

biomedical model or not. Participants were torn and most wanted to simultaneously accept a 

biochemical definition, while equally wanting to reject the notion of a mental illness. Karp 

(1994) suggested this to be a conflict of victimization between getting absolved of responsibility 

while also finding it enfeebling.  
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Other qualitative studies have also found this somewhat conflicted sense-making. 

Kokanovic, Bendelow and Philip (2013) found that persons diagnosed with depression vacillated 

in and out of the medical discourse of suffering and found themselves torn between the allure of 

the medical model and its promise of a cure and the resistance based on recognising that much of 

their suffering was connected to social factors. Petersen and Madsen (2017) had similar findings 

and empathise how living with a diagnosis of depression is a dynamic process. Lewis (1995) 

found similar variances, with the commonality of depression being constructed as being located 

in the individual. Wittkampf et al. (2008) however, found that when screening for depression in a 

general practice, just over half of the participants did not accept being given this diagnosis, as 

they feared stigma, were sceptic to the idea of a label and its usefulness, felt their suffering was a 

normal reaction to adversity, and had doubts about the effectiveness of treatment. Wittink et al. 

(2008) found that participants felt a depression diagnosis omitted important information, such as 

social context. Finally, Stoppard and Gammell (2003) found that women with a depression 

diagnosis consistently gave medicalized accounts of their experience, specifically referencing the 

chemical imbalance theory. They argue that their findings suggest that a depression diagnosis is 

empowering for women in the short-term, but the long-term consequence of a diagnosis seems 

disempowering, as many of the participants’ employment and career prospects became limited as 

a result of adopting an “illness” identity.    

What this points to is that while persons diagnosed with depression often, but not always, 

seem to accept this label, the meaning and sense they make of it and its cause is conflicted and 

not a static process. It is therefore fitting to investigate how attached sufferers are to their 

diagnostic label and how they feel about alternate views which position a less negative model. 
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This is of particular interest in the under-studied domain of chronic depression, as the 

relationship to the diagnosis may be particularly attached. 

 

2.9 The “time” variable: chronicity and illness relations 

Apart from the medical angle of symptomatic changes or treatment responses, much of the 

literature fails to take time into consideration when researching depression. Karp (1994) is an 

exception to this and explored the cyclical nature of depression. However, his most relevant 

work is now over 25 years old and as diagnostic manuals, public perception, use of medication 

and guidelines of treatment have changed, the field needs an updated look at this concept. Karp 

also takes a very clear stance as an insider, as he considers himself as someone who suffers from 

“clinical depression”, meaning his position is one of already identifying with the label. His 

research investigates and explores the phenomenology of the diagnosis but does not question the 

construction of this diagnosis from a critical position. Time, however, is a vital concept when 

addressing depression, as the current medical system is pushing for it to be seen as a lifelong 

“condition” to be “managed” (Tylee & Walters, 2007). This makes it more relevant than ever to 

explore how those who already view themselves as “chronic” relate to their diagnosis, how this 

relationship affects them, and address the fact that a depression diagnosis, particularly when 

“chronic”, does not exist in a vacuum.  

Nonetheless, in the limited research surrounding chronic depression some evidence 

suggests a significant difference in experience for this group as opposed to “non-chronic” 

presentations. Negele, Kaufhold and Leuzinger-Bohleber (2015) reported that patients with 

chronic depression had a high degree of abuse histories, indicating that they were likely to have 
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experienced trauma.  Renner, Lobbestael, Peeters, Arntz and Huibers (2012) focused instead on 

cognitive features within this client group and found higher levels of maladaptive schemas that 

seem to persist even after engagement with treatment. Fuchs (2013a) focused on how the 

experience of time changes for those with a diagnosis of depression and their findings indicate a 

shift in both lived implicit and explicit time. Another study by the same author describes how the 

relationship to the body is distorted within this group, such as describing themselves as weak 

(Fuchs, 2013b). Ratcliffe’s (2008; 2015) phenomenological analysis research also covers in-

depth experiential accounts of depression, describing similar experiences of isolation, loss of 

hope or capacity for such a feeling, as well as a change in their experience of time. He also 

emphasised the changes of “existential feelings” that seemingly occur, meaning how it feels for 

that person to exist and how this alters their relationship to the world. He argued that what is lost 

in the “depressive” experience is the sense of what is possible, and that people do not necessarily 

have a loss of hope, but that it is the capacity to hope that is lost. Finally, a recent paper by 

Rhodes, Hackney and Smith (2019) honed-in on the phenomenological experience of chronic 

depression. The findings of this study support the previous literature by Ratcliffe (2008; 2015) 

and Fuchs (2013a; 2013b) and add to it by describing participants’ persistent feelings of 

emptiness. This study further depicts a lived experience for participants that was filled with 

emotional torment, a sense of their self having been destroyed, as well as being trapped in time 

with “either darkness ahead or suffering behind”.  

The specific literature on chronic depression by Rhodes et al. (2019) and Fuchs (2013a) 

thus addresses time but is lacking in terms of a constructivist or critical viewpoint on mental 

health diagnoses. The findings and resulting theories from many of these previous studies 

therefore do not consider the relationship to their chronic depression diagnosis as a concept, or 
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do not even acknowledge the experience of having a diagnosis as something relational. Ratcliffe 

(2008; 2015) addresses more of these concepts surrounding time, existence and hope, but does so 

from a purely phenomenological perspective with the research going into depth in terms of the 

personal experience of people with a depression diagnosis, but with little focus on the function 

the diagnosis may have for the person. 

Looking beyond research on chronic depression, the literature concerning chronic illness 

is also highly relevant to this doctoral study. Charmaz (2000) summarises the similar process of 

loss and reconstruction of the self as described by Karp (1994), as well as how people with 

chronic illnesses must “repeatedly rethink how they live and who they are becoming” (Charmaz, 

1995; Charmaz, 2000). At the same time, they must cope with management, normalisation, 

stigma, being understood in their continued suffering, and the experience of illness removing the 

person from the social body, embarking on an odyssey that is apart from the busy-ness of the 

expected social norms (Charmaz, 2000). Many other wider themes have also been found in 

chronic illness research, including sorrow and loss, meaning-making, endurance and resilience, 

balance and control, as well as coping and adaptation (Thorne et al., 2002). However, even 

within this field there is a wide variety of reported experiences, both dependent on the 

participants’ specific illness, as well as the researchers’ interpretation or philosophical 

framework (Thorne et al., 2002).  

Previous qualitative literature on chronic depression thus suggests a significantly 

different experience of time, hope and existence and indicates a different process of relating to 

the diagnosis. The wider literature on chronicity relations also suggests important impacts on 

people’s sense of self and their connection to the wider world as a result of the length of their 

suffering, and the perceived lack of an end to it. Those who identify as having a chronic 
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depression diagnosis may thus value from being researched separately from the wider field of 

depression, acknowledging that their diagnosis does not exist in a vacuum outside of time, but is 

explicitly linked to and affected by the passing of it.  

 

2.10 Relevance of diagnostic attachment research for future developments in mental health 

frameworks 

Although many professionals are debating diagnostic systems, the people who are the consumers 

of the system need to be involved as well, particularly when looking at it from a Counselling 

Psychology perspective (Morrow, 2007). Many studies have looked at the experiences and views 

of mental health service users and a majority of these show mixed results in how people relate to 

their diagnosis, with participants relaying both negative and positive aspects of receiving one 

(Perkins et al., 2018). However, the literature is lacking when it comes to considering service 

users who have lived with a diagnosis for a longer period of time, particularly depression and 

who are not involved or aware of any critical or service user movements. The risk of service 

users feeling uncertainty or even anger at “their” diagnosis being questioned can be seen in the 

aftermath of the removal of Asperger’s syndrome from the DSM-5 where many felt left 

uncertain of what this would mean (Parsloe & Babrow, 2015) and experienced concerns about 

this loss of “their” label (Giles, 2014; Huynh, McCrimmon, & Strong, 2020; Spillers, Sensui, & 

Linton, 2014). Seeing as depression is the most commonly diagnosed disorder worldwide, the 

impact of this diagnosis being questioned would be huge. If potential alternatives to the current 

diagnostic system are to be put forward, an understanding of individuals who are highly invested 

in the system is of great importance. There is also sparsity of research that does not position itself 
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as viewing depression as a real and unquestionable concept. This means that both the 

researcher(s) and the participants are already engaging in the same framework and assuming it as 

a default which leaves little room to explore how and why they relate to this specific framework 

and why not others.  

 

2.11 Conclusion 

This study allows for the voices of those directly affected by the diagnostic system of mental 

health to be heard. More particularly, when it comes to studies of service users with a depression 

label, a common focus has been on stigma, cause, and treatment (Perkins, et al., 2018). Although 

this study addresses these same areas, the underlying focus is on the relationship and attachment 

to this label, something which is not as commonly looked at. This will be particularly prominent 

in this study by investigating service users who have an investment in the system due to the 

claimed chronicity of their distress. To focus on the service users who are heavily invested in the 

system is of great importance to improve awareness of and address potential resistance to 

alternative systems within psychology and psychiatry, and to gain further insight into the process 

of being diagnosed with depression over a longer period of time. Furthermore, this knowledge 

can guide validation of suffering and distress without a diagnosis in this client group. Finally, the 

relational nature of a Counselling Psychology perspective (Milton, 2016) will allow for an 

account that values individual differences and conflicting views of participants, something which 

previous literature suggests may be encountered in this group of service users.  This study aims 

to address this through qualitative enquiry using CGT (Charmaz, 2014), by investigating the 
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experiences of service users diagnosed with chronic depression to gain an improved 

understanding of the relationship and attachment to a diagnosis  

The main aim of the proposed study is to gain an increased understanding of the 

experience and views of people diagnosed with chronic depression, with an objective to improve 

knowledge of the relationship, attachment and level of investment service users have with this 

diagnosis and its subsequent treatment. A second aim is to gain an increased understanding of the 

views on critical and alternate models of suffering from people diagnosed with chronic 

depression.   

The themes that will be explored are the following:  

• How do service users relate to and make sense of their diagnosis of chronic depression?  

• Is service users’ relationship to their diagnosis of chronic depression static or evolving?  

• What do service users think of their suffering being framed as a medical problem? 

• What do they think of it being framed as a non-medical problem?  

• How attached are service users’ identities relate to their diagnosis of chronic depression?  
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Chapter 3: Methodology 

 

3.1 Overview 

This research project uses the methodology of CGT, as developed by Kathy Charmaz (Bryant & 

Charmaz, 2007a; Charmaz, 2000a, 2014). Broadly, GT can be understood as a method of inquiry 

which shapes how data is collected, but emphasises the analysis of this data (Charmaz, 2014). It 

guides through both practical methods and theoretical development of the analysis itself. A 

multitude of factors interlaced and influenced the decision to use this specific methodology 

including my personal stance regarding research paradigms; epistemology and ontology; the 

professional stance of Counselling Psychology toward research; and suitability of methodology 

based on the topic being researched (Crotty, 1998).  

This chapter outlines the methodology, its background, and discusses the decision-

making process in more detail. This reflective process is in line with Counselling Psychology 

values and its inherent emphasis on research-practitioner reflexivity (Blair, 2010), and the weight 

CGT puts on the role of being reflexive throughout the research process (Charmaz, 2014).  

 

3.2 History of GT 

GT was first developed in the 1960s by Glaser and Strauss (1967). In “The Discovery of 

Grounded Theory” (1967) they outlined epistemological critique of the current research 

paradigms and claim that the practices they outlined would increase the analytic power of the 

research and shift qualitative study from its more descriptive function to that of one that could 
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generate theoretical frameworks to explain the phenomenon being studied (Charmaz, 2014). 

Much of the practical methods and principles of GT originated from Glaser and his standpoint of 

empiricism and the rigorous codifying of methods and analysis, as based on his positivist 

position. Strauss brought concepts of social and subjective meaning and processes and their 

construction through interaction. He thus influenced GT with ideas relating to the pragmatist 

philosophical tradition (Blumer, 1969). Since 1967, Glaser and Strauss have diverged somewhat 

in their views on how GT should be conducted (Charmaz, 2000a) and numerous versions have 

since been developed (Charmaz, 2014). Fernandez (2012) reviewed GT methodologies and 

found four main models: the original Glaser and Strauss’s 1967 version; Strauss and Corbin’s 

systematic version (1990, 1998); feminist GT; and CGT (Charmaz, 2014). However, GT 

methodology has also been described as a “family” or “constellation” of methods (Charmaz, 

2014), allowing for the numerous forms it has taken and continues to take (Bryant & Charmaz, 

2007a). 

 

3.3 Constructivist Grounded Theory 

Glaser and Strauss have however, received criticisms. Many of these highlight issues around the 

post-positivistic stance of their original work, which views the researcher as an objective 

observer and not addressing or acknowledging how the researchers may affect the research 

process, including the data analysis, coding, and presentation of results (Charmaz, 2008). 

However, as GT was viewed as a purely inductive method, it was also seen as social 

constructionist in nature. This created something of a conflict, as many social constructionist or 



45 

 

relativist researchers challenged this positivist stance in a methodology that started to be seen as 

naïve and lacking relevance in a more post-modernist climate.  

Additionally, when data is considered “self-evident”, researchers have argued that it does 

not allow possibilities of data being limited or more complex than the first analysis assumes 

(Clarke, 2005, 2006). This separation of the completed GT from how it was created and 

analysed, increases the resulting decontextualization. Charmaz solution to this was to create CGT 

(Charmaz, 2000a). Charmaz instead assumes that reality is multiple, processual, and constructed; 

that the process of research is something that emerges from interaction between the subjects; that 

the position of the researcher and the research participants are considered; and that the resulting 

data is not separate from these factors, but rather that it is “co-constructed” between the 

researcher and the research participant (2008). The resulting theory is therefore not an objective 

account of reality, but a constructed version of it (Charmaz, 2014). This creates a methodology 

which positions itself between a realist and postmodernist place, through assuming that there are 

multiple social realities co-existing and constantly being negotiated and co-constructed (Bryant 

& Charmaz, 2011). This means that any theory being constructed is an “interpretive portrayal of 

the studied world, not an exact picture of it” (Charmaz, 2014, p.17).  

 

3.4 Methodological Reflexivity  

When faced with the question of research methodology, one needs to consider ontological and 

epistemological positions which outline one’s stance on what constitutes as “reality” and 

“existence” as well as what constitutes as “knowledge” and “knowing”. 
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3.4.1 Ontology 

Positioning oneself on the ontological continuum between realism and relativism (Braun & 

Clarke, 2013) is critical in research, as this affects all levels of engagement with data. A relativist 

ontological position argues that multiple “realities” exist, as our interpretation of them differs 

(Gray, 2013), which is line with Counselling Psychology values and acknowledgements of 

contextual factors. Although this is a position I find agreeable, I subscribe to the existence of 

certain metaphysical and mathematical “facts” and find that although the “truth” cannot always 

be reached, this does not mean it does not exist. This would therefore fit more with a critical 

realist stance, where there is a belief of a “reality”, but that this is not a “reality” that is 

accessible to us due to social influences and contexts.  

 

3.4.2 Epistemology 

Although my inclination is that of reason and logic, I do not find “truth” to be something 

discoverable to the point of objectivism. Certain “truths” may exist temporarily, without 

certainty, but it is not something which can be found and has meaning on its own: what matters 

is what is made of it. These beliefs lead to a position of constructionism. This stance rejects the 

idea of an objective truth and argues that meaning is something that emerges from our interaction 

with reality (Crotty, 1998). This stance fits with my personal beliefs and the professional values 

within Counselling Psychology about humans as relational and social beings, who do not exist in 

vacuums or are independent of contexts.  
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3.4.3 Conflict? 

One could argue that a critical realist and constructionist conflict with each other, however, 

social constructionism does not have to be a static position and can be held to different degrees 

of extremity. It has value in that it acknowledges the power of societal structures and contexts 

and rejects the idea of a very reductionist individualism. However, taken to its extreme, humans 

are reduced to their social environment, a sort of “blank slate” assumption, as it rejects the idea 

of individuals as agents of change who have causal powers (Elder-Vass, 2012). This does not 

mesh well with the critical realist stance, and the constructivist stance of this study is thus that of 

a more moderate form more compatible with critical realism (Bhaskar, 1998; Elder-Vass, 2012; 

Refman-MacLaren & Mills, 2015). Through using a more moderate form combined with critical 

realism, social structures can be acknowledged as concept dependent, which will allow for 

structural questions to be linked to interpretative ones. This linking of people as individual 

agents with the power and independence to cause change to social entities and pressures allows 

for a position where “subjectivity is socially constructed in the moderate sense […] without 

denying the reality of the agentic subject” (Elder-Vass, 2012). This fits well with my own ideas 

about reality and knowledge, as well as the current psycho-bio-social focus in the field of 

psychological formulation.  

 

3.5 Theoretical Perspective  

The theoretical perspective utilised in this study is Symbolic Interactionism. This perspective 

focuses on the importance of language in our self and in the social context, as well as how our 

worlds are instilled with meaning. These are subjective and change as our experience changes 
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(Reynolds & Herman-Kinney 2003). This perspective highlights the importance of interaction 

within processes and outlines how action and interpretation develop from this (Blumer, 1969). 

Interactions are seen as influenced by social, cultural critical realist and constructionist and 

historical contexts but not determined by them (Blumer, 1969). Mead (1934) emphasized how 

these interactions are dynamic and subject to process and change which is seen as a foundation 

of life. This theoretical perspective also puts value into the idea of labels and names, as we are 

seen to act according to our definitions of the current situation which then affects the actions of 

those around us (Thomas & Thomas, 1928). This is also a way to understand situations, as 

labelling and naming is seen a factor within this (Strauss, 1959). 

 

3.6 GT and Research Topic  

On a larger scale, this research involves itself with critical psychology and social change so the 

chosen methodology must lend itself well to address critical inquiries. Charmaz argues that CGT 

does this (Charmaz, 2017). The roots of GT lay partly within the pragmatist camp and Charmaz 

argues that pragmatism by itself is a theory that allows for processes and structures in society and 

individuals to become visible. CGT then gives a framework to conceptualise these so they can 

become subject to critical inquiry (Charmaz, 2017), and CGT is thus “a direct methodological 

descendent of the pragmatist tradition” (Charmaz, 2017, p. 38). The critical stance of such an 

inquiry again goes beyond simple depiction and description. The questioning that CGT concerns 

itself with answers things such as what the researcher thinks they see, how things came about, 

and where they lead to. It is a methodology that allows the researcher to think about what the 

implications of things are, how it will affect different settings and societal actors and powers. In 
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line with the pragmatist position, one of the main aims with this research study is to guide further 

movements within critical psychology and explore how an alternate model of suffering would be 

received by this service user group. As such, it is key to choose a methodology that goes beyond 

depiction and description and has the potential for being used as guidance. What CGT does is 

precisely that. It does not aim to develop a theory that is used for speculation, nor one that tries 

to provide a universal explanation. Instead, it aims to provide theories based on and derived from 

the data itself and can be justified as such. Only later can it be tested or claimed to have a wider 

extension (Bryant, 2009).  

 

3.7 CGT and Counselling Psychology 

The methodological choice has also been influenced by Counselling Psychology. To stay true to 

some of the core aspects of this field I have had to take into consideration whether CGT also 

adheres to them. Firstly, the identity of a scientist-practitioner is a large part of the Counselling 

Psychology profession (Woolfe & Strawbridge, 2010). This identification fits well with CGT due 

to its inductive nature, allowing the data to shape the theory, just as you as a practitioner allow 

evidence to shape your way of working. A second aspect of the profession is that of being a 

reflective practitioner (Woolfe & Strawbridge, 2010). CGT is highly suitable due to its reflective 

nature where you are consistently asked to reflect on the research process with transparency 

(Charmaz, 2014). Counselling Psychology is a discipline with a pluralistic character (Kasket, 

2012), where drawing on a multitude of models and being flexible in the work is key, whilst 

acknowledging the conflicts that may occur through this type of approach. CGT has much in 

common with this, as it values differences to enrich the data, and encourages researchers to 
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gather different types of data from multiple sources (Charmaz, 2014). Finally, the relational 

nature of Counselling Psychology (Milton, 2016) is something that corresponds well with GT 

methodology. Valuing the inter-subjective experience, and the impact of social context is of key 

importance within both (Charmaz, 2014; Cooper, 2009), as well as appreciating the individual 

meaning-making for each participant.  

 

3.8 CGT Choice 

The GT framework encourages researchers to use the methodological strategies of GT in one’s 

own way (Glaser & Strauss, 1967), and to follow flexible guidelines rather than requirements 

(Charmaz, 2014). This allowance for spectrums and flexibility fits well with both my personal 

and professional view on human experience, as well as knowledge and reality. As such, critical 

realist CGT would be able to address not just the phenomenon and the meanings that participants 

make of it, but also to allows the researcher to “approach data with the preconceived analytical 

concepts of emergence and generative mechanisms and pursue emancipatory, rather than merely 

descriptive, goals” (Oliver, 2011, p.378). 

The critical inquiry within this topic is highly suited to a CGT as it allows for the 

researcher reflexivity and the acknowledgment of social processes and powers at play, both 

within and outside of the direct interaction between researcher and research participants 

(Charmaz, 2014, 2017). In addition to this, the use of symbolic interactionism as part of a CGT 

methodology is particularly suitable due to this study being on the experience of having a 

diagnosis. This type of methodology and theoretical perspective allows for participants to voice 

their individual experiences of being given a label, and the research can look at how this affects 
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social constructs, contexts, power, and relationships. Diagnoses are imbued with meaning, and 

this methodology allows for this to be honed-in on.  

CGT is also a suitable choice due to how it acknowledges the researcher as part of the 

research process, without seeing it as a limitation or something that decreases the value of the 

complete theory (Charmaz, 2014). This is of importance due to my position as critically biased. 

In other methodologies, this would be viewed as a flaw, as I am not an objective collector and 

analyst of data. Through using CGT, I am encouraged to reflect on this position and how this 

interacts with the research process throughout. I therefore add to and become part of the data 

(Charmaz, 2014).  

The final choice of CGT with a critical realist epistemology allows this research study 

balance between reducing its participants to blank canvases subject to social process and 

reducing them to replicable variables that can be observed and predicted. It anchors it within a 

pragmatist position, moving the critical inquiry beyond description, and harnessing the value 

research can provide to the real world to elicit social change. 

 

3.9 Method: Ethical Considerations  

All necessary steps to adhere to ethical research responsibilities were taken during this study. It 

was conducted in line with the ethical framework set out by the BPS’s Code of Ethics (2018) and 

is consistent with the 2021 update. Ethical approval was sought and gained from the University of 

Roehampton’s Research Committee prior to data collection (Appendix 1). Informed consent was 

received through the signage of a consent form (Appendices 2 and 3) by participating organisations 

and individuals. All possible efforts were made to screen for risk before conducting interviews, 
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with participants being informed of the clear exclusion criteria concerning risk within this 

study. As the topic discussed in the interview is also classed as sensitive, the researcher was 

especially informed on any issues that may arise due to the nature of the topic and how to deal 

with any discomfort in the participant (Lee & Renzetti, 1990; Renzetti & Lee, 1993), and drew 

from clinical experience of working with vulnerable clients as a counselling psychologist in 

training.  

 

3.10 Method: Recruitment  

Participants were initially recruited through flyers and posters (Appendix 4), and word of mouth, 

within organisations around the Greater London area that deal with mental health (MIND, SANE 

and CREST). These were contacted with a contact form (Appendix 5) to determine if they were 

interested in recruiting participants for this research and were then sent an information form 

(Appendix 6). Within the mental health branch that took part in this research, recruitment 

meetings were arranged to take contact details of anyone showing an interest in participating 

after I presented the study. Within this branch, recruitment was also done through snowballing, 

with existing participants being asked to refer new potential ones. After this first round of 

interviews, additional participants were recruited over social media platforms including Twitter, 

Facebook, and Reddit.  

To be included within this study, participants must have had a depression diagnosis for 

two years or more. The presence of an official given diagnosis of depression was not a criterion 

since many service users never receive one. Instead, the presence of a depression diagnosis was 

inferred from the presence of treatment for depression in the form of anti-depressants and/or 
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counselling, or through self-identification as suffering from depression. Participants excluded 

from this study included anyone under the age of 18, anyone not able or willing to discuss their 

diagnosis of chronic depression in depth with the researcher, and anyone unwilling to be audio 

recorded. Anyone deemed to be at risk of harm to themselves or others were also excluded from 

the study. 

 

3.10 Method: Participants 

There is no set sample size for a CGT study, as the size of the sample is determined by data 

saturation (Charmaz, 2014). However, McLeod (2011) recommends that a sample of no fewer 

than eight participants is achieved as social processes may be hard to identify and illustrate 

otherwise. A total of 10 participants were recruited, with eight recruited through the mental 

health charity branch, and two through social media. 

Table 1 illustrates the demographics of participants, showing an age range of 30-61 years 

old, with all but one being White British. Three participants identified as male, and seven 

identified as female. Eight participants had received counselling, ranging from 4 weeks, to on 

and off for 18 years. Apart from one participant, all were currently taking psychotropic 

medication, with the length of this ranging from 8 weeks to 30 years. Based on the data 

collected, the average participant was a 50-year-old female, who is on medication and has been 

so for over 10 years and has received counselling for an average of 5 years.  
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Table 1: Participant Demographics 

Pseudonym Age Gender 

identity 

Ethnicity Experience 

of 

receiving 

counselling  

Length of 

having 

received 

counselling 

Currently 

taking 

psychotropic 

medication  

Length on 

current 

psychotropic 

medication 

Simon 30 Male White 

British 

No N/A No N/A 

Bridget 59 Female White 

British 

Yes 4 weeks Yes 20 years 

Deborah 52 Female White 

British 

Yes 6 months Yes 8 weeks  

Jules 43 Female White 

British 

Yes On and off 

for 18 years 

Yes 26 years 

Rob 54 Male White 

British 

Yes 3 years Yes 2 years 

Margaret 61 Female White 

British 

Yes 10 years Yes About 30 

years 

Logan 34 Male White 

British 

No N/A Yes 4 months 

Phaedra 54 Female Black 

Caribbean 

Yes On and off 

for several 

years 

Yes On and off for 

over 28 years 

Sharen 52 Female White 

British 

Yes On and off 

for 14 years 

Yes Approximately 

12 years 

Susan 58 Female White 

British 

Yes 16 years Yes 21 years 
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3.10 Method: Procedure  

Following initial contact, potential participants were sent an information sheet (Appendix 7) 

including eligibility criteria, and a document outlining the data protection procedures (Appendix 

8). If interested and deemed eligible, an interview was arranged for participants to meet with the 

researcher. Interviews were conducted within participants’ homes, over online video calling, or 

within the organisations from where recruitment took place. Prior to start of the interview 

participants were asked to provide some demographic details (Appendix 9) and information 

about any previous counselling experience and use of psychotropic medication (Appendix 10).  

All interviews were semi-structured, following the Interview Guide (Appendix 11), using 

open and broad questions to produce in-depth data and to reduce preconception from the 

researcher on what is important to the participant. These questions functioned as initial starting 

points for the interview conversation, as according to CGT principles (Charmaz, 2014), asking 

few and broad questions allow the participant to tell their story without much direction from the 

researcher. Questions or scheduling of questions were altered to accord and develop with themes 

or topics that were identified to have emerged during the interview. Interviews took between 45 

minutes to over 2 hours and were digitally audio recorded. Following the interview, participants 

were provided with a debrief form (Appendix 12), the researchers’ contact details, and an 

additional signposting form (Appendix 13). Immediately after the interview, memo-ing was 

conducted, noting down initial thoughts and reflections about the interview, including (but not 

limited to) note-worthy themes, potential difficulties, and new concepts. Interviews were 

digitally transcribed verbatim at various stages throughout the data analysis, and memos were 

written down during the transcription process about emerging initial concepts and reflections. 
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3.11 Method: Data Analysis  

All coding and analysis were done through the method of CGT (Charmaz, 2014). The process 

involved utilising several functions of NVivo, including conceptual mapping, coding, memo-ing, 

and word frequency clouds (Bazeley, 2019). 

 

3.11.1 Initial open coding 

Initial open coding was conducted to find features in the data that signify themes, events, 

feelings, actions, or thoughts. Coding was done on sentences or strings of sentences that 

encapsulated one feature and was not done line-by-line as much of the meaning would have been 

lost through this artificial cut-off. The process of this is illustrated in the coding extract in 

Appendix 14. 

 

3.11.2 Focused coding 

Focused coding then followed, where significant codes from the initial open coding were divided 

and grouped into emergent themes and categories. This focused analysis showed if the initial 

coding had been sufficient. The process of this is illustrated in Appendix 15 with examples of 

subsumed hierarchies of codes in NVivo. Appendix 16 show initial versions of emerging 

category maps that were produced during later stages in the analysis. This coding was conducted 

both through the lens of social constructed conceptualisation, as well as a critical realist one, 

done at various cycles of the analysis.  
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3.11.3 Theoretical coding 

Theoretical coding was then carried out which aimed to conceptualise relationships between the 

codes, and thus be the key stage where a theoretical direction would be seen to develop in the 

analysis. This process is illustrated in Appendix 17, showcasing an earlier version of mapping 

the relationships between the emerging categories.  

 

3.11.4 Memo writing 

The analysis in CGT is a cyclical and comparative process, meaning that it will continue to 

inform any theoretical categories that emerge from the analysis. As the cyclical process may be 

difficult to keep track of, memo writing (Appendix 18 and 19) was used for continuous 

researcher reflexivity and engagement during the analysis. 

 

3.11.5 Theoretical sampling and data saturation 

The participant sample had as a target to be as diverse as possible. Ideally, participants would have 

been recruited with a variety in factors related to gender, ethnicity, class, sexuality, age, and 

culture. This allows for an understanding of meanings and processes that is richer and provides a 

more accurate depiction of the diversity of experience and sense-making 

(Charmaz, 2014). However, due to the constraints of the study in terms of time and recruitment, 

this was not necessarily achieved, even though efforts were made to recruit within various 

locations and groups. According to CGT principles (Charmaz, 2014), data saturation is also an 
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important component of the analysis. The time constraints of study meant that this could only be 

achieved to a lower degree. 

  

  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



59 

 

Chapter 4: Findings 

 

This chapter will cover two sections relevant to the findings of this study. First, the participants 

will be introduced in more detail to provide a more detailed and in-depth understanding of the 

people interviewed in accordance with the reflexive nature of CGT (Charmaz, 2014). Secondly, 

the grounded theory will be presented. This will include mapping out the grounded theory as a 

whole, focused descriptions of the three main theoretical categories including their subsumed 

sub-categories, a summary of the core category, and how they all relate to each other. These 

findings will be illustrated through inclusion of multiple interview quotes from participants, to 

give these theoretical analyses an anchor in the words of the participants themselves. The three 

main categories that were found were: 

• Understanding, managing, and validating suffering 

• Diagnosis and the self: immersion, separation, and function 

• Timeless and hopeless: alive but not living 

These categories fit into the core category of Lost in space, stuck in time, within a spiral-like 

structure, with the diagnosis of chronic depression functioning as a stabilising pillar connected to 

them.  

 

4.1 The participants 
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This section will provide some further details about the participants that took part in the research 

study, describing demographics and general background that they disclosed through the data 

collection. In line with the confidentiality procedures of this study, identifiable details have all 

been anonymised, altered, or removed, and all participants have been given pseudonyms. 

However, as much as is possible, the authenticity of their narrative has been retained whilst 

ensuring their privacy.  

 

4.1.1 Mental health trajectory (including diagnosing experience) 

All but one participant went into significant depth telling their stories of mental health overall. 

Analysis of the data (detailed below) suggests that the diagnosis of ‘chronic depression’ was 

important not so much as a separate element, but in terms of how it acted as part of a larger 

narrative surrounding psychological suffering and coping with distressing life events. Many of 

the participants had received multiple diagnoses during their lifetime, including (but not limited 

to) personality disorders, eating disorders, addictions, and post-traumatic stress syndrome 

(PTSD). The moment of diagnosing of chronic depression was rarely clear-cut and was usually 

implied through continuous use of anti-depressants, self-identified after multiple years of 

suffering, or had developed as part of their general mental health identity.  

 

4.1.2 Medication and therapy experience 

Another relevant factor for all participants was their use of medication and therapy. When asked 

about their experience of diagnosing, all participants mentioned medication. This was also 
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prompted by medication being asked about in the questionnaire at the start of the interview. 

However, despite no additional reference to medication being initiated by the interviewer, all 

participants mentioned medication at multiple points during the interviews, most often connected 

to understanding the cause of suffering being biological as implied by this medical treatment. It 

was noted that when referred to, medication was talked about in markedly ambivalent terms, 

being referred to as a source of relief, disappointment, and confusion.  

 

4.1.3 Experience of trauma 

A third feature of the participants that had not been fully anticipated in advance was their 

experience of trauma, with all but one participant disclosing experiences of traumatic or highly 

emotionally distressing events during their lifetime. These experiences included (but were not 

limited to) sexual abuse, physical abuse, domestic violence, psychological abuse and harassment, 

divorce, addiction, and bereavements. Most of these events were described as having occurred 

during childhood, whilst two participants specified mostly events during adulthood. 

 

4.1.4 Discourse 

A notable observation during the interviews was the difficulty for clients to make sense of their 

chronic depression diagnosis as a concept problem. A majority of participants struggled to think 

of their diagnosis as a conceptual, abstract, intangible thing, and it seemed novel for them to 

think that you can as a result have a relationship or attachment to this concept which affects the 

concept itself. About half of the participants displayed difficulty in being asked to reflect on how 
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they make sense or relate to their diagnosis and struggled with it as if I had questioned the reality 

of an object. They saw it as something that just “is” and seemed to correlate to a very 

medicalised view of chronic depression. This resulted in a process of objectification and 

reification (te Meerman, Freedman, Batstra, Grietens & Hoekstra, 2019) which meant that 

exploration of their thinking about their relationship to it and seeing it as a concept that had been 

applied to them became difficult. Something that could have potentially impacted this is the 

effect that exposure to childhood trauma can have on psychological functioning, leading to 

struggles with attachment, anxiety, and avoidance (Brownlee, 2016), mentalizing and reflective 

functioning (Luyten & Fonagy, 2019). It could thus be challenging to see diagnoses as concepts. 

Some participants also expressed confusion or defensiveness when I introduced the potential of it 

as it being something less “medical” or not an “illness” per se. This was difficult to code directly, 

as it was expressed more through a re-iteration of the realness of their suffering.  

Generally, the language usage within the interviews was filled with tensions and 

contradictions. Conflicting statements were common, with participants presenting as being 

caught between discourses and in rhetorical struggles, often showcased through the use of 

disclaimers (Billig, 1988; Hunt & Brookes, 2020). The discourses they drew from and shifted 

between included both medical and environmental narratives, and their subjective experience and 

how they make sense of it to others (and themselves).  

 

4.2 Overview of the grounded theory 

The analysis of the 10 interviews conducted as part of this study concluded in the construction of 

three main categories. These together form a grounded theory that proposes to explain how 
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participants relate to a diagnosis of chronic depression. It proposes that participants had a strong 

focus on understanding their diagnosis, including making sense of a cause of their suffering and 

finding validation through this (Category 1: Understanding, managing, and validating suffering). 

Part of this understanding includes learning through mental health service connections, 

comparing themselves to others, and finding ways to cope or struggling to find such ways. 

Participants also relayed how they related to their diagnosis through language that either 

showcased a sense of it having become part of their identity, or as something that invaded their 

identity (Category 2: Diagnosis and the self: immersion, separation, and function). Their 

diagnosing experience and identification as someone “chronically depressed” or someone with 

chronic depression showcased a variation in how it affected their sense of self. The participants 

also described various aspects of the diagnosing process which connected to their overall 

relationship to time (Category 3: Timeless and hopeless: Alive but not living). These all connect 

in the core category of “Lost in space, stuck in time” which represents the continuous process 

that people cycle through in an attempt to cope with their experience, and result in them 

developing a relationship to their chronic depression diagnosis with this relationship further 

leading to an altered relationship to time itself. This grounded theory is illustrated below: 
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Figure 1: Core Category Map 

 

The categories from this figure will now be described in more detail, with numerous interview 

extracts to illustrate the findings through the words of the participants’ themselves. The core 

category will then be explained in depth, before discussing all these findings in the next chapter. 

 

4.3 Categories 

4.3.1 Category 1 – Understanding, managing, and validating suffering   

The first theme that quickly emerged during the analysis was understanding, managing, and 

validating suffering in the context of their chronic depression diagnosis. It involves the 
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participants sense-making of their diagnosis, covering multiple themes surrounding cause, 

management, validation, and relationship to others with the same diagnosis. This theme was 

initially noticed during the earlier memo stages before all the data collection was completed, as 

one of the major mind maps during this stage focused on things the participants mentioned that 

related to their making sense of cause, and how this connected to wanting validation for their 

suffering. Throughout initial coding variations of this category emerged, and these were then 

compared and narrowed down into multiple larger focused codes. The properties of these codes 

were then reviewed and constructed into the larger category of “Understanding, managing and 

validating suffering”. The sub-categories that were subsumed within this was “Making sense of 

cause and diagnostic accuracy” and “Learning about and learning to manage” and these will be 

presented in the following segments.  

 

i. Making sense of cause and diagnostic accuracy  

Sense-making emerged as a very dominant part of the narratives of the participants. Even after a 

diagnosis, the questions of “how” and “why” still permeated their stories, with a multiplicity of 

variations in answers and processes. Typically, causality of suffering was described through 

distressing life events in childhood or adulthood at the beginning of the interviews as part of their 

chronological retelling when asked the question “how did you first learn about ‘depression?’”. 

However, few participants had been given an official diagnosis early on in life, and often relayed 

a looking back on a vague feeling that they later labelled as depression:  
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“The fact that I had it as a child, and I didn’t know it was depression, but as a child, at ten years 

old, I developed agoraphobia, so it was… It was… I was bad for about a year, and obviously I 

was depressed leading up to that for it to… But, I was seeing her at the time about agoraphobia 

again. Because, as a child, years ago, no-one… No-one, sort of, understood what was going on, 

even when I had agoraphobia. And, obviously I didn’t know, I just knew the things I couldn’t do, 

and it sort of led to me having a year out of school. And… (pause) Yeah, it just sort of made 

everything understandable, when she told me that. And obviously I could now understand what’s 

going on. And more so how it affects me.” (Sharen) 

 

Jules also describes this process of post-realisation, but illustrates the externalised dimension of a 

diagnosis, with depression being viewed as “this thing that does something to me”: 

 

“But I remember one day, just this confusing feeling just came over me and now I realise that it 

was depression, it was complete and utter clinical depression that had came over me.” (Jules)  

 

Utilising the word ‘clinical’ also affects her claim by giving it some potential scientific 

legitimacy and strengthens the severity of the statement. This shows how participants often 

externalised the cause or constructed their suffering as something uncontrollable. Cause was also 

something which participants had varying degrees of certainty on, with biological and 

environmental causes being considered alternatingly, including medical considerations of 

genetics, brain tumours, chemical imbalances, drug and alcohol use, as well as experiences 
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relating to childhood, parent relationships, and trauma. These were relayed unprompted and 

through prompting by the question which gave an overview of the psychological theories of 

suffering including the medical model and a critical and social constructionist model. A minority 

of the participants answered this with utter certainty: 

 

"I:  I guess how do you feel about these other theories that think that it's not that, it’s 

not a medical problem, but it’s a problem in the sense that it’s a normal reaction 

in humans to stressful things? 

P:  Oh right. No I think it’s a chemical imbalance. Yeah definitely. 

I:  Could you tell me a bit more about that? 

P:  Because I notice when taking the anti-depressants, it took a few weeks, eight 

weeks, for them to settle in the body, but I'm much better now, and you know more 

balanced, on a nice even keel, so you know it’s got to be a chemical imbalance.” 

(Deborah) 

 

However, most participants responded with less conviction, often landing in describing both 

cause and “solutions” to their suffering to be confusing or multi-factorial:  

 

“So I think, yeah I’ve come to think there is a biological, I certainly didn’t think when I was 

younger that there was a biological element. And that was partly because I blamed my home 

kind of environment so much. I kind of, I blamed my mum for staying with my dad and. But as I 
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get older and I’ve learnt more, and I’ve had more therapy, then it’s, it’s just not that simple. I 

think it’s, the brain is so complex that we can’t begin, we still haven’t really begun to unravel, 

unravel things. I mean in a way it would be very simple if I could blame one thing.” (Susan) 

 

“But yeah, I don’t know. It's a difficult diagnosis. Because you can take medication for it, but 

medication is treating the symptom rather than the cause, so it’s very difficult to get to the 

“what’s the root cause of it?” and how do you solve that? It’s kind of, there isn’t really an 

answer.” (Logan) 

 

“Both. My experiences and the chemical. The chemical in the brain, I don’t know if I’ve seen it 

on the internet or something, but somebody must have told me. Endorphin is a chemical in the 

brain?” (Bridget) 

 

The search for a “root cause” or something to blame was therefore not straightforward, with a 

fragmented narrative, pieced together and built through things such as therapy, interactions with 

medical professionals, media, and medication. Some participants even asked me as an 

interviewer what I thought or knew to be the cause or reasons for chronic depression, wanting 

my expertise even after their own decades of living with this diagnosis.  

Many of the participants also reflected openly about that the problem with a chronic depression 

diagnosis was not that it was inaccurate or unnecessary, it simply didn’t capture enough. It 
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should be wider, cover more symptoms, offer more treatment options. Yet at the same time, this 

breadth was also a cause of concern: 

 

“Everyone who has a depression diagnosis they can all experience that in a completely different 

way from everyone else, and it’s all just kind of under the same umbrella. Which I guess it has to 

be, you know, you kind of have to give it some sort of name.” (Logan) 

 

“Yeah, different experience for someone with the same diagnosis. So, I think I was told before 

that it was like an umbrella name? Or, diagnosis. And, because it’s the basis of mental health, so 

whatever “wrong” … Everyone’s got that, or degrees of it.” (Sharen) 

 

The above extracts capture that even though participants fully reflect on the uniqueness of their 

and others’ experience, and the feeling of the current diagnostic label not suiting them, the 

problem they perceive is not the existence of a limited or artificial categorisation, or the problem 

of attempting to categorise something that is unique, it’s that the category is just not accurate 

enough in capturing variations of experience: 

 

“I think everyone is different. I think everyone is different, but I don’t think mine is going 

anywhere. Just have to live with it. But like I said everyone is different, because like some people 

maybe they do get over it, but then like, mine because sometimes like, how I was explained, 

described it was like I'm always low, but then sometimes I'm extra low, so.” (Phaedra) 
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Logan captures this paradoxical thinking in the following extract:  

 

“I think that with these mental health issues, they’re so, it’s difficult to do a direct diagnosis on a 

condition, because everyone’s condition is so unique. And you know, although it kind of, it has 

aspects of depression, it’s, everyone that, something that I've seen through mental health issues 

is everyone’s is completely different from everyone else's. And it is completely unique to that 

person, with unique symptoms, presentation, and everything. So it is, what I would say is I have a 

condition, but obviously it’s very unique to me. And kind of yeah, so part of the problem of 

diagnosis I guess. How can you categorise a condition that’s so unique to the person?” 

 

But then he moves on to the solution to this problem being that of treatment variety, and still 

referring to the experience as an “it”:  

 

“But yeah, everyone’s different, and I think doctor’s need more options and more kind of, more 

ways of coping with it and ways of dealing with it, rather than just offering medication and 

counselling.” 

“There’s no real solution. Or there are solutions, but they’re so individual that you gotta figure 

out what works for you. What works for one person doesn’t work for another.” 
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However, for James, this was also the exact problem of a diagnosis, and how it caused further 

confusion and lessening its value:  

 

“I think there is a lot of words within this umbrella that have, like with the big black dog, that 

have lost their meaning, because they’ve been thrown about. I think like, although this is where 

it’s almost too harmful because I think you know, when you see the parading of it on social 

medias, I think it does diminish the value certain people, people like me I guess, your experience 

of it. I think it is because, because it’s so broad, it’s such a freely available word.” 

 

This showcases the conflicting narratives between participants, but also within the individuals 

themselves, who fluctuate between finding their diagnosis as something that explains their 

unique individual experience and something that has a broad usage within society and feels less 

personally relevant. The movement between personal diagnostic definition and societal 

diagnostic definition thus seemed to complicate their relationship and how useful it felt. The 

acknowledgement of variability was also seen in participants’ accounts of comparing their own 

experience to others, often finding relief in connecting to others who struggle, yet with a sense 

that somehow their own experience was not quite like other people’s: 

 

“I do know individuals who are suffering or have suffered from quite bad depression in their 

day. And I can sort of relate to them, but then I feel quite alone still. I still feel quite alone, in my 

own little battle. So I can relate to what they’re saying, but then I feel like that same, I feel the 
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difference. I feel like I’m the only one that’s suffering from this intense, from this horrible 

experience.” (Jules) 

 

This highlights the pervasive feeling of isolation that almost all participants described, and how a 

shared label still does not seem to extinguish it. Additionally, the questioning of validity of 

suffering was seen even within the diagnosis itself, with other participants also touching on other 

people using the diagnosis as an excuse, weaponizing it, and distinguishing between those who 

suffer for real and those who do not. Again, this signifies a drawing from multiple discourses, 

and a conflict in the diagnosis as something that is theirs and which they have a sense of 

ownership with, to something that is societally available and jars against their own personal 

definition yet also connects them to others. The sense-making of both their own experience, as 

well as the diagnostic system was thus consistently conflicting, oscillating between viewing it as 

something certain and definite within an overall experience of feeling lost, or as something 

which caused further confusion through ringing somewhat false in authenticity with their own 

felt experience.  

   

ii. Learning about and learning to manage 

The second subsumed category that was constructed as part of “Understanding, managing and 

validating suffering” attempted to capture the other part of understanding of their suffering, 

which connected less to sense-making and larger ideas of “why” but instead addressed the active 

learning and familiarisation process that seemed to occur for all participants. The saying to know 

“the nature of the beast” applies accurately to this, with participants displaying an inner working 
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model of signs and symptoms, coping strategies, as well as information given to them by health 

professionals. All to tackle something frightening and powerful, in the hope that making it 

known will make it familiar and controllable. This category thus covers a wide variety of themes, 

including use of medication, engaging with therapy and mental health services, and a wide range 

of behavioural and emotional patterns that participants identify as being “symptoms”. Bridget 

exemplifies the familiarisation and learning process in this extract, through focusing on small 

achievements and managing her own mood through behaviours and lifestyle changes with the 

support of a mental health professional:  

 

“Well, like I said, my counsellor’s trying to make me do- and my therapist- do good things for 

myself. Like my friend, she had a pot plant on the wall, it blew off, I’m intending to put- I’ll go 

and get soil, and I just- cause I’ve got a bad back, I can do ten, twenty minutes, and I’ve just got 

to re-pot the plant later on, I’ll go in and make some chicken- sweet and sour chicken. Cause I 

got the sauce, and I got the chicken, and I do that. And then I freeze them in the freezer, because 

when I’m depressed, I’ve got a ready meal.” 

 

Deborah was a participant who also highlighted that for her, the learning about it and becoming 

used to it was a big part of how she coped, and felt very at ease with it being something that 

appears when triggers are present, and that this led to feeling less fearful about it reappearing: 

 

“And then as time went on I got used to it really. Got adjusted.” 
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However, not all participants found that this process immediately led to a relieving of distress, as 

for some it also meant a process of waiting for the next “cycle” of low mood, and this waiting 

being filled with fear:  

 

“I’m familiar with it, and I watch out for it, and I’m scared of it.” (Susan) 

 

This expresses a process of externalising again, with “me watching out for the experience that 

me has”, as if the cause is without and separate to their self. Connected to this process of this 

waiting, watching, and wariness is a focus on routine-building, and the importance of day-to-day 

structuring. This seemed to imbue the participants with a “Groundhog Day” type of living 

experience that was for some, perceived as a vital part of managing their suffering, yet also lead 

to a very repetitive process of waiting for yet another inevitable mood dip. This familiarity with 

the diagnosis is in stark contrast with the participants’ experience of the earlier moments in their 

lives, which are often centred around unawareness of mental health:  

 

“I didn’t really know it was depression, but I knew that it was something not quite right… About 

the way that I felt.” (Margaret) 

“I didn’t have any feelings about it or any understandings about it, because they didn’t explain 

to me what it was or what it meant, because, I don’t know, different then in those days. Because 

this is about 20 years ago.” (Ron) 
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This type of “before” versus “after” narrative illustrates how coping and learning has changed 

over time for participants, and seems to alter their behaviours and habits, as well as how they 

relate to any new periods of suffering. It also suggests a constructed narrative of “a thing that 

happened to me” – rather than something “I was moving towards myself gradually”. 

 

4.3.2 Category 2 – Diagnosis and the self: immersion, separation, and function  

The second category that emerged during the analysis was directly related to asking participants 

about if and how their chronic depression diagnosis has affected their sense of self. This question 

provoked a wide range of responses which were noted as meaningful in memos even from the 

first interview. As further interviews progressed, participants displayed on a spectrum how much 

they saw their diagnosis as part of their identity or as something which invaded their identity. 

The subcategories that this larger category consists of “Immersion and separation: Identity versus 

invasion” and “Function: Helped or hindered by diagnosis”. 

 

i. Immersion and separation: identity versus invasion 

How participants felt about how their sense of self related to their diagnosis was something that 

provoked incredibly emotive responses in a majority of the participants and for many, this 

concluded in a powerful loss of identity, with their diagnosis having been the “thing” that caused 

this loss or confusion. Jules vividly describes this experience and the pain she associates with it 

in the following extract:  
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"Yeah, I don’t know who I am to be honest with you. I know that sounds quite strange but I don’t 

know who I am as person because it’s completely smashed every feeling to bits inside of me. So 

I’ve never been happy, whatever happy is. But, I’ve never felt content, I’ve never felt happy, I’ve 

never, I don’t know what love is. Although I’ve got a sister who I say that I love but I don’t know 

what love is at the end of the day. It’s completely obliterated any positive things in me. I’m very, 

I’m quite a negative person, or in fact I’m a very negative person. And that’s because of the 

depression I think. And that fear, that fear I just, the fear of depression and it coming back to 

how it was is terrifying for me and I never want to go back to that point. " 

 

Susan was another participant who similarly described this loss of identity outside of her chronic 

depression experience but associated it with less pain, yet illustrating how the diagnosis occupies 

so much of the identity space that without it, there is almost an identity vacuum: 

 

"Who am I? I wouldn’t know, I don’t really know who I am generally anyway. It’s like I’m still 

waiting to find out what I’m going to do when I grow up kind of thing. And it’s weird, it’s a bit 

like, I mean I don’t go out, but if I did, in a group of really girly girls, I would want to be a girly 

girl. But I’ve got my oldest school friend who’s in [location], and a friend from university, who I 

see intermittently. They’re very much kind of outwards-bound kind of people. So when I see my 

university friend, I don’t really see [name] anymore, I want to be outward-bound. It’s like I don’t 

really know. And I’m actually probably somewhere in between. So I don’t have an identity, apart 

from, apart from someone who’s not well." 
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When this was explored further in the interview, the answer to the question of “who am I?” 

developed into the answer “depressed”: 

 

"But I think it’s just, it goes back to the whole thing about identity. It’s, it’s the way my brain 

works, I think. And, if I weren’t depressed then, well who would I be?" 

 

And then emerged into an even more poignant statement, illustrating how the identity also 

relieves them of responsibility or expectations to change:  

 

" But you know, it’s funny, it’s, I’m going to say it because it’s in my head, but it sounds a bit 

peculiar. It’s like I’m almost happy to be depressed. 

I: Tell me more. 

P: I don’t know that I can. Because, it is who I am. And maybe I don’t know, maybe it gives me 

excuses about not doing things, about not socialising, about not having had a family, about. And 

then, if you took it away from me, I suddenly no longer have a valid excuse. So again I think it 

goes back to the identity thing. [...] So no, I don’t want anyone to take that away from me, which 

actually I hadn’t realised. Interesting. " 

 

Sharen similarly felt this connection with her diagnosis being who she was, describing it thusly:  
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“That’s some of what I’ve spoken about in therapy, because, for me, I think it’s something that 

will be with me. Till the end. Because, it’s been with me all my life, as a child, so nothing- I can’t 

see any way that it could change. I feel like it’s part of me, it’s part of my- who I am, you know?” 

 

This depicts the complete enmeshment of the self and the diagnosis, with their sense of self 

being enveloped by the diagnosis, and it becomes a core element of their self-narrative. Other 

participants had slightly less of an enmeshed relationship to their diagnosis, describing it as 

something that is part of them, but not necessarily who they are: 

 

“I just feel like it’s partly ingrained in every cell of my body this depression. It’s in every cell of 

my body now because it’s gone on for quite a while. I’ve experienced it for quite a long time. 

Ever since I remember really. Yeah, I just feel like it’s ingrained and I can’t, I can’t rub it out or 

nothing.” (Jules) 

 

In both examples above, it is visible how they believed that chronicity and length of experience 

has further influenced this feeling, with their diagnosis experience having been such a major part 

of their past that their narrative of self cannot be removed from it. Contrastingly however, other 

participants had a different view of their diagnosis with their experience of chronic depression 

felt to be something akin to an invader, or something that is clearly not them. Phaedra describes 
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this feeling in the following extract, where she has previously talked about how anger is a major 

part of her experience of her chronic depression:  

 

“It’s this other person! Because like I said, when, the first time like when I got angry with my 

sister, I came and I was thinking ‘what was that? What was that?’. You know, because I wasn’t 

me, I'm not that person. So then, the person is a whole other person.” 

 

Ron similarly describes this experience, referring to not being “normal” anymore, not being able 

to do things as he used to, and this shift in himself being the cue to getting diagnosed in the first 

place, which portrays the dynamic interplay with identity that starts even prior to any official 

diagnosis:  

 

“Then one of my girlfriends made me go to the doctors and they took me, they sent me to 

[hospital name] psychiatric unit, and they put me inside for a week until they found why I was 

behaving the way I was, because it was not me.” 

 

He explains further in a later segment during the interview what those changes mean, describing 

feeling lost in both himself and his life:  
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I: “Yeah, I mean, and you’ve, in terms of that, you’ve talked a lot about this feeling of, that you 

feel like you’ve changed, there’s been a change in you. And I guess, did you feel like the 

diagnosis of depression that sense of who you are?” 

P: “Yeah. I think it has very much changed me.” 

I: “In what way?” 

P: “Not knowing who I am. Not knowing to believe in myself. Or believe in the things that have 

happened in my life, apart from knowing that they’ve happened. And it’s just made me standing, 

walking around in unknown, unknown what all this is about, unknown what life is about 

anymore.” 

 

This idea of split in the self, distinguish the “me” from the “not me” was also portrayed by 

Margaret. She illustrated it as feeling “haunted” and trapped in her own body, but also again 

through the knowing that her diagnosis is something that is not meant to be:  

 

“It’s like I said, I’m not being me, because I know who I am and who I want to be… And it’s just 

not happening.” 

 

Other participants had similar depictions of frustrations with this “something” that takes over or 

has power over them, and those who viewed their diagnosis as something separate from 

themselves, or something that invaded them often combined it with a view of their life a “before 
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and after” this thing entered them. Furthermore, many of these participants then came to a place 

of exhaustion, accepting it as part of them:  

 

“But you know, it’s the, I guess I’ve been through so many cycles and so many years of this now, 

and experiences that have deepened it, that I at least have the self-awareness that most of the 

time I pull through, maybe not with less scars than before, or less neuroses as before. But you 

make it through, nevertheless. I think that’s where the relationship is definitely changing since I 

was [age], actually when I think of it, and with my identity. I feel like it’s almost like, it’s almost 

like having survived, you know. Survive and operate despite, or in spite of. I acknowledge it’s a 

part of me, I acknowledge it’s something I have to live with, but I must survive in spite of it.” 

(James) 

 

The felt ambivalence toward their diagnosis in relation to their self was thus seen between 

participants, but also within themselves. The feeling of “it is me but not me”, seems to touch on a 

process of identification and integration that is not clear-cut; of being invaded by something 

foreign, but equally that experience of invasion having been all they have known, and the image 

of the non-invaded self being a fantasy that they had never been able to experience. This all 

indicates varying degrees of identification with the diagnosis in participants, which then 

consequently affects how they feel about this label being attached to them. This identification 

and integration process is however not without conflicts or contradictions, as it ultimately leads 

participants to incorporate something which feels threatening or filled with suffering into their 
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self. This leads to a paradoxical process of assimilating an object (the diagnosis) into themselves 

and their identity, even while that same exact object has properties which threaten the self.  

 

ii. Function: Helped or hindered by diagnosis 

Another aspect of the relationship with participants’ chronic depression diagnosis is whether they 

feel this diagnosis is helpful or hindering, and how they feel about their distress being labelled 

and categorised in such a way. This connects to how they might feel if this diagnosis was 

removed and therefore, how attached they feel to it. 

Participants displayed a variety of responses to how they felt about having a diagnosis, 

and for most, this variety was even showcased within the individual themselves. The relationship 

to the diagnosis was not straightforward and demonstrated an internal working model filled with 

inconsistencies. Almost all participants found that the diagnosis helped at least at some point in 

their life and located the potential negative aspects of the diagnosis being mental health stigma. 

A first moment of relief or understanding something that previously felt unclear was described 

by multiple participants. They described gaining clarity by having not only having a name to 

capture, explain and justify their own experiences, but also a label that could enable others to 

understand something of their experience and suffering: 

 

“Because, also, I know that nowadays, they tend to not want to give people diagnoses. Their aim 

is to just deal with whatever’s happening. Because some people don’t like to have a diagnosis, 

but for me, I think it’s helped me in many ways, it’s helped me to understand where things go 
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wrong, and to justify that to other people that might not otherwise understand me and my 

problems.” (Sharen) 

 

“It’s, it’s good to know there’s a name for what you’re going through. Because it’s like, I've 

been going through this thing for so many years.” (Phaedra) 

 

“I mean when I had the diagnosis, when I was 17, it was almost kind of a relief. And as far as I 

was concerned this was kind of a temporary thing, and this medication was going to fix me.” 

(Susan) 

 

These responses showcase how the diagnosis validates them and gives them a tool with which to 

relate to other people and themselves through providing their experience with a name.  However, 

this same tool also impacts their experience of stigma, with the diagnosis becoming something 

which felt like they were judged or treated differently through. This created a conflicting and 

oscillating internal relationship. This internal struggle was showcased for some through doubts 

about the diagnostic system itself, describing a confusion around the diagnosing process and the 

accuracy and usefulness of labels, yet also feeling like it is a necessary part of “recovery”:  

 

P: “The- the label makes you feel… Well, different.” 

I: “OK. Can you give me an example of that?” 
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P: “Well… “Bad person”? Like a lot of people don’t understand schizophrenia, and a lot of my 

doctors have been trying to diagnose me with that, I’ll tell you! “Do you hear voices?”. Even 

that psychologist that I had last year, he said “If I send you on to anyone else, you’ll probably 

end up with more diagnoses!”. But the doctors, or the psychiatrists, just… diagnose you. I don’t 

know why that is- I don’t know- no idea why that is. Is it… part of the path to recovery, you just 

have to get someone diagnosed and that, yeah?” (Bridget) 

 

This internal conflict in their relationship with the diagnosis was seen in most of the participants. 

Logan termed it as a “love-hate relationship”, and James described the process of being 

diagnosed as both “relieving and damning”, later using the analogy of the chronic depression 

diagnosis being like a curse, inherited through generations. This type of justification versus 

judgement, or safety versus constriction, seemed to connect to a relationship to certainty: 

 

“Yeah, I think, I think it definitely provided like a degree of certainty, at least. You know. All the 

what ifs and the whys, you know at least then it’s something to like target, or consider. Rather 

than the vague possibilities. I think it’s definitely shaped me as a person. And I think it’s a 

mixture of the diagnosis and the, just the living with it. Because there’s also cynicism. Doctors 

get it wrong. Am I just a miserable fuck? You know, have I just responded poorly and have I 

terrible support networks my entire life? You know, this is not chronic depression. Or even just, 

run of the mill get from your local pharmacy depression. You know, but then it’s like the 

diagnosis is an anchor point, someone who is qualified to say so has suggested that it is this. But 
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yeah, I definitely think it’s shaped my personality. It’s shaped how I view my experiences.” 

(James) 

 

But then later in the interview moves on to say:  

 

“But it’s like, without that diagnosis, from that doctor yes when I was in a very, very like 

sensitive, I needed help, I was reaching out for help because I didn’t know how to cope anymore. 

But without that diagnosis, would I, would like you said, would I have created that self-fulfilment 

prophecy? You know, that is one thing I do like rally a little bit against, it feeling like because 

I’ve ignored it and accepted it that you know I’ve therefore guaranteed the status into 

perpetuity.” 

 

This clearly illustrates the internal relationship as something that anchors and provides certainty, 

yet also has the risk of keeping them stuck in place with a chronic finality to their suffering. As 

such, when some participants toyed with the idea of no longer having a chronic depression 

diagnosis, they felt like this would cause anger, disappointment, or be something that felt overall 

negative. This was for some partly due to having found ways to cope or survive with it, and the 

idea of returning to the “before” would be to be asked to manage with life in a way that feels 

impossible. However, for some, this went even deeper, and the prospect of not just removing the 

label, but to be “cured”, would be incredibly destabilising: 
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“It’s, it’s been my life. Which makes it sound like it’s my life’s work. But, it’s been like, like I’ve 

had tinnitus since I was about 24 so, yeah, even 10 years longer than that really. And suddenly I 

wouldn’t have a reason for all these, all these failures in life. Which I suppose at the moment I 

can say you know, I’ve had other things to deal with. But to suddenly be cured of these things, 

would almost invalidate them, and that invalidates my life.” (Susan) 

 

What this implies is that for many, their life’s work becomes learning to cope and manage with 

their diagnosis, and the use of this label goes beyond something descriptive for them. Rather, it 

gets imbued with meaning and even purpose, through utilising the label of depression as 

something beyond a name for something, and more as a philosophy of living. The diagnosis 

helps with “the tyranny of the should” (Horney, 1950) as the diagnostic label gives partial relief 

from the pressing sense of what participants feel they ‘should’ have done, experienced, achieved.  

 

4.3.3 Category 3 – Timeless and hopeless: Alive but not living 

The final category that emerged from the data analysis was more diffuse than the other two. As 

the research has a clear and explicit focus on chronic depression, in early memos it was 

surprising that time did not emerge as something that participants made many explicit references 

to. Rather, it was only during later stages of coding that it emerged from the data, through the 

subsumed sub-categories of “Past: imagined and actual”, “No future - no change” and “Stuck 

without hope” and these will be presented in the following segments. 
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i. Past – imagined and actual 

Unsurprisingly, all but one participant talked at length and in depth about their past. This covered 

not just their history with the chronic depression diagnosis, but often involved disclosure of 

traumatic events and moments of distress and change. However, when it came to their 

relationship to their past, participants relayed not wanting to get too caught up in it, not wanting 

to think about it, and not wanting to feel feelings associated with it:  

 

“Trying to fight through not being mentally ill, trying to forget about as much as I possibly can 

about the past and how I've been feeling.” (Ron) 

 

However, even though a majority of the participants expressed this wish to not ruminate on past 

events and hurt, many of these same participants felt pulled into it, either through feeling like 

they still live within it: 

 

“I’m basically living in the past, and that’s the problem.” (Jules) 

 

Or through exploring various ways that things could have been different in the past, and the 

imagined life and self that could have resulted from those changes. Like a pathway that they 

could have taken, and even should have or were meant to take, but that their chronic depression 

diagnosis ruined it, and consequently destroyed their life.  
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“And, you know, it’s just ruined my life. And I didn’t have all the help and support. And now, 

later on in life, I’ve not had it. If I’d before, then I might not have been like that.” (Margaret) 

 

Here again is the chronic depression is drawn on as the explanation for what otherwise would 

have been the case. Even in the act of complaint against it there is a self-protective – ‘I needn’t 

blame myself’ – dimension to the diagnostic label. Ultimately, the imagined life and the 

imagined self stands in stark contrast to the actual experience of their past and what their life has 

been, with their mental health history becoming their only history. Some describe feeling 

“robbed” of a life, others that it has been “destroyed”, and a deep expression of loss in never 

having experienced feelings such as love or happiness:  

 

“Because it’s been my life. And that sounds sad too, but it’s been my life this depression. 

Mainly.” (Jules) 

 

ii. No future - no change 

When asked the question if they believed a diagnosis of chronic depression meant that it was 

lifelong, all participants said yes. Some specified that for others it might not be, but that for 

them, it definitely was. This was based mostly on having felt like life so far had been defined by 

it already, so they could not see how things could possibly change in the future. Sharen portrays 

this here, in addition to how it also has permeated her sense of self:  
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“That’s some of what I’ve spoken about in therapy, because, for me, I think it’s something that 

will be with me. Till the end. Because, it’s been with me all my life, as a child, so nothing- I can’t 

see any way that it could change. I feel like it’s part of me, it’s part of my- who I am, you know?” 

 

Bridget is more straightforward, but uses the same reasoning of it having been part of life so far, 

means that change is impossible:  

 

“Oh, chronic, definitely chronic, yeah. Definitely chronic, yeah. Cause, I’ve had it lifelong.” 

 

This sometimes also lead to a reflection on a fear of change, not just feeling like change is 

impossible, and that by their life having been defined by their diagnosis experience, imagining 

something different for the future was not appealing:  

 

“I couldn’t imagine living just knowing I was gonna be alright every day and you know, things 

are gonna be fine every day. I'd probably get a bit lazy and a bit more kind of, a bit more 

lethargic with my day to day kind of think “ah it’s alright, I can do it tomorrow”. Whereas if you 

know you might not be able to do it tomorrow, then it’s like “no I better do that today”, get 

everything done. So, no I can’t imagine at this point of my life living without it, which is peculiar 

I guess [laugh].” (Logan) 
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Similarly, Susan does not find the prospect of things changing as something she would like, 

suggesting that she would feel even more lost if this happened:   

 

“But yeah I don’t think of the depression as ever going to go, and that’s fine, because I’m sure I 

wouldn’t know what to do with myself.” 

 

iii. Stuck without hope 

Another aspect of participants’ relationship to the future was also a recurring experience of 

things feeling pointless and hopeless, as well as feeling trapped or stuck. This was expressed at 

times as a psychological place that kept them in place: 

 

“So, yeah I’d just say down a black hole really, and trying to scramble out of it, but keep on 

falling down.” (Jules) 

 

This hopelessness was for some additionally accompanied by repetition and waiting, a 

groundhog-like type existence and perception of time:  

 

“Yeah, it’s waiting, I'm just like, everyday “okay I woke up again”. I don’t make plans. I mean I 

don’t feel that I make plans as in like, if I book a holiday for next year, that’s making plans but I 
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don’t see it like that because it’s like “oh okay if I live until then yeah, I'll go on holiday”. But I 

don’t expect to. You know, and it’s like, I just take every day as it comes like. I'll do things, 

because you know, I'm alive. I'm alive but I'm not living, is how I feel. I’m alive but I'm not 

living. “(Phaedra) 

 

Susan also experiences this limited view on time, with the past feeling filled with regret and loss, 

the future feeling hopeless or non-existent, and thus only existing in the present moment: 

 

“So you know, I have achieved, I haven’t achieved, I suppose what really gets me down, and it’s 

not helped by my best friend, bless her, being, although she’s still very unwell herself, she’s still 

very successful, I’ve not achieved in life what I’ve really wanted. And it’s been my illness, illness, 

illnesses, that have prevented that. So I feel like my life is a failure. Don’t have family, apart 

from my brother I don’t see, but I can’t afford to dwell on that, because that, that will really 

upset me, and it’s pointless dwelling on, everyone has regrets, but it’s really pointless dwelling 

on them because you can’t actually change the past. So I suppose now I’m, I said I won’t look to 

the future because in terms of my physical health it will get worse, I suppose I try and live in the 

day really." 

 

What has emerged from the data is thus an experience of chronicity that has eradicated 

participants’ sense of time in both directions, but that this timeless place is preferable to be in 

due to the intense despair surrounding both the past and the future. The present is felt to be stuck 
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and something entrapping, defined by repeated attempts to escape. But for some, this is a created 

stuckness, that keeps them safe from movement in life and in time. This reveals the apparent fear 

of change, showing that even though their words imply a longing for things to be different, what 

the talk does is grasp onto the current mode of functioning and existing. It also suggests a 

relationship to death and the end of one’s existence that is complex, with suicidal ideations and 

pointlessness being a large part of their present experience, yet living life with a loss of time 

chronology, meaning they are also never moving closer to any such end.       

 

4.3.4 Core Category – Lost in space, stuck in time 

The data analysis of this research study led to the emergence of three major categories, each 

consisting of multiple sub-categories. These categories were constructed through continuous 

comparison between data sets, focusing on similarities but also on differences and conflicts, even 

within the same dataset. Narratives, discourses, and experiences were all considered, and active 

processes were focused on, rather than a descriptive re-telling (Charmaz, 2014).  When 

constructing the core category, the relationships and interrelationships between categories and 

sub-categories were looked at, with the analysis centring on social processes, action, and 

meaning-making. The theme of “lost in space, stuck in time” that was constructed from this final 

analysis was based on mapping this out in a way that captured the experience of the participants’ 

stories, using wording that had been present throughout the interviews. Being “lost in space” 

refers to the multiple levels of uncertainty that the participants’ relayed, both in Category 1: 

Understanding, managing and validating suffering at the level of understanding and the societal 

space, as well as in Category 2: Diagnosis and the self: immersion, separation and function at 
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the level of self and identity, the internal space. The second part of “stuck in time” refers to 

Category 3: Timelessness and hopelessness: Alive but not living, and how time seemed to have 

become defined by a present with repetitive cycles, a future that would be no different from the 

present, and a past that was often too painful to look at, yet something that could not be moved 

on from. When it comes to how these interrelate, the process is that of a downward spiral, 

increasingly coiling around a pillar that anchors it, and that pillar being the diagnosis itself. The 

following figure illustrates this structure:  

 

 

Figure 2: Core Category Structural Illustration  

 

The pillar keeps the coil stable and anchored, yet also means that the person is unable to move 

away from it without feeling unstable. As time passes, this removal would be more and more 

threatening to the person. As the spiral continues, the person feels increasingly tired from the 

constant cycles of trying to escape. The only way to therefore get rest within this process is 

through fatalistic acceptance, exhaustingly becoming entwined with the pillar, only defining the 
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passage of time through it. The timelessness has a double definition; it both implies a loss of time 

as a concept outside of this structure, as well as something that is eternal and will forever 

continue. It is a structure that will forever continue to have permanence and stability, but also 

becomes removed from the present and the person is no longer having their existence passing 

through the filter of knowing that their life and experiences are all fleeting. Additionally, the 

need for validation and justification becomes increasingly important over time, as the 

expectation for their suffering to pass becomes a burden after numerous years of attempts to 

relieve it. This leads to a merging with the diagnosis to combat the expectation from their 

environment to be “cured”, as well as in order to cope with their own sense of exhaustion and 

disappointment. However, even in this enmeshed state the relationship to the diagnosis remains 

contradictory, oscillating between discourses (such as medical and non-medical narratives) and 

constructions (such as internal identity or invasion structures). The potential to understand their 

self, their life story, and even their future without the chronic depression diagnosis is seemingly 

impossible as it has grown into a foundational structure to how they define their existence. This 

also signifies the fragility in the belief of their suffering being a medical illness, like a skyscraper 

that has been built without flexibility or movement, which is at risk of collapse when hit by any 

strong winds or stormy weather. A socially constructed concept has thus been reified into an 

artificial internal object. Removal of it would be like trying to remove a cancerous tumour: it 

cannot be completely separated from the non-cancerous cells, and thus “curing” it would be 

detrimental to non-infected parts or would even be felt as life-threatening in itself. Similar to 

how defence mechanisms can be helpful at the right times, they also have the danger of 

becoming all-consuming or hyper-active, and when challenging or changing these, individuals 

may require a longer period of time to re-adjust. This core category thus illustrates the complex 
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procedure of relating to a mental health diagnosis, particularly when it is felt or understood as 

one that is chronic, and which has had the chance to build over the course of decades. 
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Chapter 5: Discussion 

 

This study aimed to construct a theory on how people relate to a diagnosis of chronic depression, 

through analysis of interviews of participants with such a diagnosis. This hoped to achieve 

greater understanding of how chronicity affects such a relationship, and any resulting effects on 

identity, stigma, and attachment to diagnosis. The findings outline a Constructivist Grounded 

Theory (CGT) which posits that participants move through a process in relation to their 

diagnosis, cycling through various sub-processes surrounding validation, understanding, and 

coping, often without reaching a final “answer”. Participants described a relationship to time 

which was highly affected by the believed chronicity of their diagnosis. The resulting grounded 

theory explains the increased coiling spiral of this process, and how the distortion of time 

seemingly enhances peoples’ attachment to their diagnosis, utilizing it as an anchoring point that 

both provides safety, yet further roots them in place, ultimately often leading to a psychological 

state of fatalism.  

This chapter provides further interpretation and discussion of the meaning of the study’s 

findings and explains how they connect to the current research literature. It also discusses the 

contribution of knowledge that this study makes to the field of Counselling Psychology and 

related mental health professions, as well as the limitations of this project, and suggestions for 

future research.  

 

5.1 Discussion of categories 
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5.1.1 Category 1- Understanding, managing, and validating suffering  

The first category to emerge from the data analysis was “Understanding, managing and 

validating suffering”. The themes within this category suggest that participants struggle to make 

sense of numerous things in relation to their understanding of their chronic depression diagnosis, 

particularly surrounding cause of suffering, validity of suffering, and learning to cope and 

manage with suffering. 

Participants appeared to feel torn between medical and social constructionist paradigms 

to understand their diagnosis, referring to a multiplicity of environmental factors yet often still 

agreeing with the chemical imbalance myth (Shildkraut, 1965; Bowers, 1969; Papeschi 1971; 

Bowers, 1974; Mendels, 1974; Maas, 1984; Belmaker, 2008; Davies, 2013; Moncrieff, 2011; 

Pies 2019) or describing it as an “illness”. Interestingly however, using medical discourse such 

as having an “illness”, “disorder” or being “disabled” was not necessarily tied to having a mental 

health history of constant or unchanged diagnoses. Participants described having been given a 

variety of diagnoses, often still feeling unclear on their current one and the value of that label, 

but still having a clear narrative about themselves as “ill”. This implies that being “ill” does not 

equal having a diagnosis in their mind. The unreliability or confusion around their diagnosis/es 

makes the diagnoses somewhat arbitrary. What feels helpful and the narrative that they are 

attached to is being classified as “not well” and being validated in that. Even when participants 

disclosed experiences of severe trauma and connected their suffering to this, the discourse used 

was still that of them being “ill”. The pull to refer to it as a medical disorder or illness seemed to 

help with othering it but did not stop it from being an “illness of the self”, even when a clear 

perpetrator or environmental factor had been present. This is also relevant when analysing 

whether people see a mental health diagnosis as static or changeable. A large majority of the 
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participants in this study described various changes over time in their experience of chronic 

depression, and that this connected to how society has changed and developed in how such a 

diagnosis is treated and viewed. This seemingly conflicts with their medicalised view of it as an 

“illness”, as terming it an “illness” or “disability” implies a permanent and fixed state.  

The literature surrounding paradigms and societal beliefs around mental health somewhat 

supports the above findings. The biomedical model paradigm has been dominant for some time 

(Deacon, 2013) which explains the “illness” discourse used by participants. However, recent 

years has seen a shift in this dominance, with moves toward trauma-informed care (Butler, 

Critelli, & Rinfrette, 2011), acknowledging environmental and context factors to a higher degree, 

and transdiagnostic approaches to mental health difficulties (Dalgleish, Black, Johnston, & 

Bevan, 2020). This could be seen through the shifts that some participants made in their sense-

making, but also through the confusion and defensiveness that was sometimes present. 

Conceptualising their diagnosis as an “illness of the self”, even when they felt the cause had been 

environmental and experiential, connects to the research surrounding mental health stigma. This 

finding supports the literature which challenges the use of medicalised language and diagnostic 

terms as a tool of de-stigmatisation (Johnstone & Boyle, 2018), as even participants who had a 

strong medical narrative described feelings of shame and othering, felt cursed, or simply found 

themselves in a place of hopelessness through the perceived permanence of their “condition”. 

However, participants also described the positive usage of having a diagnosis, and the relief at 

having a name for their experience, which supports the findings by Perkins et al. (2018) on the 

validating effect of being diagnosed with depression.  

Many participants used their interaction with medication as a justification for their 

classification of it as an “illness”. There is a medication for it, so it must be a sickness or 
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“illness”. Many also saw their use of medication as life-long. implying a belief and 

understanding of psychotropics as not offering a curing pill, which further emphasises the 

chronicity of their “disordered” or permanently “ill” self. This interaction between medication 

and diagnostic sense-making highlights how psychotropic usage mediates and maintains 

diagnostic beliefs. Thus, suggestions surrounding long-term usage of anti-depressants or moving 

to a maintenance model of anti-depressant prescribing as some authors suggest (Piek et al., 2010) 

would have a significant impact on the internalised belief system and resulting chronicity of 

these and could thus have adverse psychological effects.  

Stigma was referred to in the interviews as something that still affected people, as well as 

something that had been a major contributor in the past for not being able to access support. 

Feelings of shame often arose in the interviews, and male participants in particular relayed a 

sense of shame and self-directed anger at not being able to move beyond their suffering. This 

supports the current literature surrounding stigma in mental health, with the medical model not 

being an effective tool to reduce this (Read et al., 2006). Some participants felt strong anger 

within their experience of their chronic depression diagnosis not being recognised or validated 

sufficiently, and found it challenging when I as a researcher used wording such as “your 

diagnosis of depression” rather than “your depression” or presented an alternative view of their 

suffering as being a normal reaction to abnormal events, or a sign of something needing to be 

addressed psychologically. Understandably, the continuous struggle that many participants felt in 

terms of not feeling validated in their suffering meant that this type of questioning was a 

sensitive for some.  For some, however, the stigma trope was used as a silencer of valid criticism 

of the diagnostic system by expressing that questioning of this system implied a perpetuation of 

mental health stigma. Stigma was also utilised as a tool to avoid acknowledgement of self-
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responsibility or secondary gains that were gained through having a diagnosis. Examples of 

secondary gains from the findings (Shmagin & Pearlmutter, 1977) include lessened guilt and 

responsibility, having an excuse, getting access to care, and increased sympathy from their 

environment. An additional secondary gain is also the diagnosis providing group belonging 

through one’s identification with the label. It offers an identity and group membership, providing 

relief from felt isolation and exclusion, allowing access to “diagnostic tribes” (Probst, 2015; 

Silberman, 2017). 

Participants’ experiences of shame are also relevant to their believed idea of cause. All 

but one participant disclosed having experienced traumatic events in their past, but even though 

this was acknowledged as being an influencing factor, they had clearly not labelled themselves, 

or been labelled by medical professionals, as suffering with the aftermath of trauma. Rather, this 

was re-shaped into becoming chronic depression. This seems to contrast from the historic view 

of “melancholy”, which was defined as suffering without cause (Ehrenberg, 2010, Horwitz & 

Wakefield, 2007).  

The narrative surrounding understanding and learning including cause, validity, 

management and coping, was often laboriously built. As some participants put it, this sense-

making and coping had become their “life’s work”. “Life” implying that this is what their 

existence has centred around, and “work” meaning that it is an effort of labour. The narrative 

literature on illness connects to a wide body of work on sense-making and conceptualisation over 

time when relating to a perceived illness or disorder. Grue (2016) utilises this same analytic 

metaphor by describing illness as work in Myalgic Encephalomyelitis /Chronic Fatigue 

Syndrome patients, acknowledging the collaborative effort of identity work and the agency of 

sufferers.  
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The findings of this study echo Kleinman’s (1988) work in which he suggests the 

existence of a “collective experience of illness” between practitioner and patient. Kleinman 

distinguishes the “illness” narrative from that of a “disease”, where a disease is seen as treatable 

or something which requires intervention. The disease is the responsibility of the practitioner, 

whilst the illness is the responsibility of the individual. This relates to the move that many of 

these participants described, with an initial period of interventions and being “treated” by 

practitioners when their diagnosis is understood as a “disease”, but over time shifts to being 

talked and thought about as an “illness”, and the labour moving to the individual rather than 

health professionals, and increasingly becoming a core part of their existence, meaning-making 

and purpose-building. This confusion in the narrative reflects existing literature as it highlights, 

for example, how the diagnosis does not capture the complete experience of the person not 

acknowledging environmental and social factors enough (Wittink et al.,2008); it reflects 

participants’ vacillation between different discourses (Kokanovic, Bendelow and Philip (2013); 

and it emphases the dynamic process of living with a depression diagnosis (Karp, 1994; Petersen 

& Madsen, 2017).   

The purpose of the diagnosis is therefore partly to validate suffering, potentially 

functioning as a relief for shame. There is comfort in feeling powerless and defeated, as it 

provides certainty and reassurance and the chronic depression diagnosis becomes an anaesthetic 

for suffering (Davies, 2012), oftentimes with the use of medication and psychotropics 

symbolizing the maintenance of this belief (Davies, 2021).  
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5.1.2 Category 2– Diagnosis and the self: immersion, separation, and function 

The second category to emerge from the data analysis was Diagnosis and the self: immersion, 

separation, and function. This category highlights that participants relate to their chronic 

depression diagnosis in various ways, but that it falls onto a spectrum ranging from the diagnosis 

being who they are or have become, to the diagnosis being something that stops them from being 

who they “really” are, or has invaded them. This could be described as a process of 

internalisation versus externalisation, (Vygotsky, 1978; Morris, 1934; Keeley, 1973). Vygotsky 

(1978) describes three stages of internalization, with the final stage leading to the transformation 

of an interpersonal process into an intrapersonal one. However, this process was not simple or 

straightforward as many of the participants relayed a dilemma in how to relate to themselves 

without the diagnosis. This was particularly present through the talk naming the diagnosis as 

both “relieving and damning”, or something which they had a love-hate relationship to. It was 

felt to both explain who they are and validate their struggles, but also constrict or curse them. 

Similar findings of the moment of diagnosing being both a moment of “illumination” and 

“condemnation” can be seen in ASD research (Epstein, 2019; Lewis, 2016; Lewis 2016), with 

participants finding the diagnosis to be something which alleviates guilt and personal failing and 

gives a sense of belonging, yet also removes the possibility of there being a “cure”, “others” 

them, and gives them a different outlook on the future.  

When relating to any diagnosis which categorises an experience as a mental health 

“disorder”, it ultimately pathologizes the person (Johnstone, 2014). In terms of identity, this 

process leads to the self being viewed as sick or unwell. Having a diagnosis that they refer to as 

an “illness” is an attempt to externalise and view it as an invasion that is separate from the self 

(Cramer, 2006), yet this “illness” is also what they continuously use to relate to others and 
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themselves, and the removal of it would feel threatening to their life narrative, self-construction, 

and identity. The process involves coping with a threat through creating a strong emotional bond 

to your captors. The diagnosis is a “chronic captor”, and escape is seen as impossible, so to 

befriend the aggressor becomes a necessary process which allows the person to feel like it is 

there to help them, not imprison them. This was illustrated through expressions of it being “all 

that I’ve known, very well. Although I hate it” (Jules), a process likened to hating a friend, or 

making a friend of something hated. This could be likened to various defence mechanisms 

described in psychotherapeutic literature (Cramer, 2006), including the Core Complex (Glasser, 

1992), identification with the aggressor (Ferenczi, 1933), anxious attachment systems (Bowlby, 

1973), as well as the more colloquially used term of Stockholm Syndrome (Namnyak et al., 

2008).  

As highlighted in the literature review, the research on chronic illness seems to be 

pertinently connected to people’s relationship to a chronic depression diagnosis. Charmaz’s 

findings on the construction and reconstruction of the self-concept, and the conflicted 

relationship to negotiating the wider world and social norms (1995; 2000), as well as themes on 

coping, adaptation, and loss (Thorne et al., 2002) reverberates throughout the voices of this 

study’s participants. It connects to the findings of this study with the participants relaying similar 

themes of experiencing, including a sense of voluntary or involuntary, exclusion from society 

due to their prolonged suffering and distress. This suggests a relationship that is similar to that of 

a chronic illness relationship, with a perceived biological or bodily basis. As seen in quotes of 

many participants, calling themselves “ill” was a way of finding validation, yet at the same time 

ends up devaluing their response as something that could be normal considering the trauma or 

distress they had experienced. Another way to describe this relationship is also by 
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acknowledging that the feelings and experience associated with their diagnosis are felt as 

threatening to the self, with the most visible sign of this being participants’ narratives of suicidal 

ideations and attempts to end their life. However, as the diagnosis integrates into the sense of self 

and becoming similar to that of a chronic illness, it appears as if the threat to the self becomes 

their self, creating a conflicting and paradoxical relationship trying to push themselves away 

from themselves.  

The analysis in this study illustrated the different ways that participants related to their 

diagnosis, and how its presence was felt. Some described “the chronic depression” as being there 

constantly and it being them or having become them, whilst others talked about it as being 

episodic, going dormant and then reappearing and being felt as an invasion. However, most 

participants revealed a complex and seemingly contradictory sense-making process, moving 

between various positions over time and even during the interview itself.  

Considering the effect a chronic depression diagnosis can have on participants’ sense of 

self (whether it was felt to be their identity or an invasion) there is a clear process of integration 

(Amiot, De la Sablonniere, Terry, & Smith, 2007). The difficulty with this is the conflict that 

arises when the public perception of the diagnosis does not concur with the constructed identity 

of the person. Cooley’s theory on the “looking glass self” (1922) connects to this relationship 

between the publicly perceived self and the experienced internal self and according to symbolic 

interactionism theory, the self is social, and the creation of symbolic worlds and these worlds 

then affecting us means a continued co-constructed and interrelational reality (Blumer, 1969). 

Using this concept, participants would thus start seeing themselves as “chronically depressed” 

through repeated experiences of being perceived as such by their environment.  



105 

 

Mental health diagnoses are notoriously affected by trends (Frances, 2010), with 

diagnoses going in and out of fashion, having their name changed (APA, 2016), becoming 

separated or subsumed such as Aspergers syndrome (Katz et al., 2019), and sometimes being 

made obsolete, such as homosexuality (Drescher, 2015). Critical voices naturally use this as a 

reason to question the validity of the diagnostic systems, such as the DSM-5 and the ICD-11 

(BPS, 2013; Davies, 2013; Davies, 2017; Frances, 2013; Horwitz & Wakefield, 2007; Johnstone 

& Boyle, 2018; Kinderman, 2019; Timimi, 2013). However, it is concerning to consider what 

happens to those who have been labelled with such a diagnosis and have for decades shaped their 

identity and sense of self around it if that diagnostic label were to be taken away. The 

participants in this study noted these trend shifts, and their identity labour extended to shifting 

with it, but it oftentimes felt like a threat to what they had spent years building. There is very 

little literature that acknowledges this as a difficulty when new versions or editions of diagnostic 

manuals are proposed, and a potential worry would be that critical and non-pathologizing 

movements would lead to a powerful loss of identity or a fragmentation of the identity that has 

been built, and resentment at dismissal of their “life’s work” or “illness labour” being dismissed 

as irrelevant. The identity beliefs of the participants in this study followed this societal conflict 

and showcased something that has been constructed inconsistently with multiplicity and 

contradictory dimensions. However, with its perceived chronicity, these same beliefs of identity 

had a pull towards becoming stable, enduring, and integrated. Diagnostic changes thus 

threatened a core part of their sense-making, as the structure relied on it being something eternal 

and timeless through its perceived chronic nature.  

Ultimately, these findings reflect participants’ continuous conflict and struggles around 

whether you can you experience suffering without it becoming who you are. Can the diagnosis 
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be removed from the self if it is experienced as the self and consequently, if the diagnosis is who 

you are, how can a constructed category from a manual ever capture that? 

 

5.1.3 Category 3 - Timeless and hopeless: Alive but not living 

The third category to emerge from the data analysis was Timeless and hopeless: Alive but not 

living. As mentioned in the preceding chapter, the themes subsumed within this category related 

to participants’ sense of time in connection to their chronic depression diagnosis.  

As much as this study is about those with a “chronic” diagnosis, some argue that any 

categorial label will be felt as something permanent, and that there is an unwritten or unspoken 

chronicity in all diagnoses (Johnstone & Boyle, 2018).The participants in this study presented 

with a unified belief in suffering from such a “life-long condition”, moving through a process of 

familiarisation, similar to that of the “illness careers” literature within the medical sociology field 

(Goffman, 1961). A “career” within this sociological understanding is a progression through 

different stages of social meaning, utilising a “neutral progression” rather than moving towards a 

specific goal. This progression usually occurs through growing interactions with medical 

professionals and institutions. However, Grue (2016) suggests a goal-directed progression, with 

sufferers moving towards meaning and purpose in their career. Contrasting to this is the 

metaphor used by Sontag (1991) of “illness as war”, conceptualising the chronic illness 

experience as invasion, conflict, and battle. This connects to the previously discussed labour 

involved in having a chronic diagnosis relayed by some participants indicating that they swing 

between the positions of the “illness as work” and “illness as war” metaphors.  
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Relating to the past was also coloured by this powerlessness, presenting a negative 

butterfly effect with a narrative of “if it wasn’t for my/the depression then…”. This fantasy of the 

imagined self, or imagined life that could have been, functions as a comfort, but further roots 

them in a timeless space of living the path of life that “should not have been”. This indicates a 

fatalistic view of life, containing a future without hope, a past full of loss, and a present full of 

pain and repetition. It imbues the perception of living a fake life. It is not truly them living in the 

present, so it would not be them living in the future either, oscillating between a self-identity of 

“me but not me”.  

At various points, participants voiced hopelessness, despondency, and feelings of 

pointlessness with the future feeling bleak and dark. However, at its most acute, this led to a 

feeling of fatalism and death of the future, with the future not even being felt to exist, even as 

something negative. Any time that was not the present was felt to be blank, and the sun rising the 

next day, them waking up the next day, was experienced as a surprise. The one meaning to their 

existence became managing or coping with the present moment, bearing, or subverting their 

suffering. This type of timeless existence supports previous research within this group, as Fuchs 

(2013a) and Rhodes et al. (2019) both found participants reporting an altered perception of time, 

describing the experience of becoming one of a “vista of time”, trapped in a painful present. 

These findings also support the research by Ratcliffe (2008; 2015) which suggest the loss 

of the capacity to hope, and the loss of seeing possibilities and potential in their life. The only 

possible hope that could be reached in some participants’ mind was if society or treatments 

change, rather than an internal psychological change. This hopelessness permeated throughout 

however, for some it was only inward facing. The argument could be made from this analysis 

that another function of the attachment to their diagnosis was paradoxically a way to retain hope. 
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The illness is within the self, not their contexts or the world. Their world view remains intact and 

something that can be divided into categories: villains and victims, the “ill” and the “healthy”. 

By adopting their identity as someone with a life-long “condition”, the ownership of suffering 

becomes theirs. They are the one that does not function, not the system itself and their belief 

system becomes one centred around an inner rumination on their “maladaptiveness”. As such, 

the hopelessness transfers from the world to their self. The world is not hopeless, they are, and 

the diagnosis confirms it. This connects to some of the literature on fatalism. “Classic fatalism”, 

meaning the belief that irrespective of actions, events are predestined to occur (Straughan and 

Seow 1998) has been found to correlate with negative coping and depression (Shahid, Beshai, & 

Del Rosario, 2020). Other authors have also outlined some of the functions a fatalistic attitude or 

belief system can have, including sense-making and uncertainty management (Keeley, Wright, & 

Condit, 2009). 

As much as the findings in this study around the distortion in participants’ sense of time 

were not surprising and support previous literature (Fuchs 2013a; Ratcliffe, 2015; Rhodes et al., 

2019), they add another dimension by acknowledging how the diagnosis itself is what supports 

and imbues this sense of timelessness further. As seen in category 3, by being given or giving 

themselves a label of chronic depression, time freezes. It provides the standard initial short-term 

relief (Karp 1994) of any mental health diagnosis (Perkins et al., 2018) by providing an 

explanation or validation for the present but erases their future and morphs their relationship to 

the past. However, simultaneously, the future also feels known through their belief that their 

suffering will not change. This provides an element of comfort in the certainty of what will 

come, offering safety through repetition and consistency, often for people who have experienced 

the utter uncertainty and violence that is part of trauma and abuse. 
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5.1.4 Core Category– Lost in space, stuck in time 

The main finding of this study was the core category of Lost in time, stuck in space, which 

illustrates how the categories and sub-categories interact, and explains how participants navigate 

this process. The movement starts at the point of sense-making of suffering, including causality 

and validity of suffering, moving into the sub-process of integrating the diagnosis with their self, 

ending at the point of timelessness and hopelessness after multiple disappointments in the search 

for relief or a cure. This CGT describes the phenomenology of an identity of chronic depression, 

and how the structures within this process are features of this belief of having this diagnosis. The 

grounded theory does not describe the diagnosis of chronic depression, and the processes are not 

“symptoms”, but the theorized process illustrated in this study demonstrates how the diagnosis 

functions as a vehicle within the presentation of the person and is a core part of maintaining the 

said structure.  

Another focus of this theory is the relationship that the person has to the diagnosis. As 

this chapter has illustrated, this relationship is filled with complexity and conflicts, showcasing a 

multiplicity of constructs between participants, as well as within the individuals themselves. The 

diagnosis is experienced as both helpful and hindering. It both is who they are and what stops 

them from being who they were or were meant to be. It both provides safety or anchors them and 

keeps them stuck in hopelessness. It both validates and stigmatises.  It both connects them to 

others with similar suffering and isolates them from the rest of the world. 

The structure of this process is that of a spiral, with the endpoint after multiple loops 

being a place of fatalism and timelessness, after multiple disappointments in searching for a cure 
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or treatment. The diagnosis functions as a stabilising pillar, keeping the spiral mechanism going, 

further coiling closer and closer to it, with each part of the process strengthening the bonds 

between the components of the structure. This can be seen by the sub-process of how the 

investment in understanding how to manage their suffering seems to strengthen the identification 

with the diagnosis. The diagnosis then becomes a permanent structure within their self, and their 

existence becomes about learning to live and manage with this internal object.  

This differs from the cyclical pattern described by Karp (1994), which described a 

process of continuous re-negotiation. His figure does not take the factor of time into account 

within the structure, ignoring the effects that this seems to have on the person. The structure 

presented in this study instead sees the passage of time as a core element on how one relates to 

any mental health diagnosis, particularly one such as depression, and especially when it is 

labelled as “chronic”. By acknowledging the impact of time, processes such as exhaustion, 

identity integration, conceptual rigidity, and hopelessness can be understood further, and help us 

to consider the challenges that would arise for the person to remove the diagnosis from their self. 

A structure that ignores time would struggle to theorise how the cycles themselves may be 

affected by lengthy repetitions. However, in this study, we can speculate that through the spiral 

structure of the grounded theory, over time, the speed of each cycle increases. As such, in the 

beginning stages of being diagnosed, a person would take longer to make sense of their suffering 

or frame it as part of themselves, until they reach a point of being stuck. However, later after 

numerous years or decades, this cycle would be much faster, and ending at the place of 

hopelessness or being stuck would be almost immediate. This is supported by the brief mentions 

of a spiral by Rhodes et al. (2019) but differs in that my research acknowledges the function of 

the diagnosis relationship within this structure. It differs from the cycle structure described by 
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Karp (1994), through acknowledging how it shifts over time, and that an endpoint can seemingly 

be reached as a place of fatalistic exhaustion and timelessness. However, it is similar in that is 

acknowledges the repetitiveness of patterns, with continuous re-negotiations. This could 

hypothetically be a salve for the trauma of the unfamiliar, with a sense of safety being found in 

the label and the depression process being something familiar and soothing, even if those 

patterns include severe feelings of distress. It morphs an existential feeling of something 

dangerous into a process that is known and therefore less threatening, and through the ritualistic 

and repetitive engagement, a numbing of this distress is achieved. Participants’ diagnosis 

mindset and belief further imbue this sense of chronicity and of them having a lifelong sickness 

that is located in the person rather than the environment.  

 

5.2 Contribution to Knowledge and Implications for Counselling Psychology Practice 

This research has the potential to contribute significantly to future practice, guidelines, and 

directions within the field of Counselling Psychology and other mental health professions 

regarding addressing how people relate to a diagnosis of chronic depression. The GT does not 

aim to claim a generalisable truth (Charmaz, 2014), but rather functions as a guide for conceptual 

generalisation and extrapolation (Glaser, 2006), which can aid future research and practice. 

The findings suggest that people identifying as having a diagnosis of chronic depression 

have a distorted relationship with time, the belief of the lifetime nature of their suffering 

impacting their sense of past, present and future. As this supports earlier findings (Thönes & 

Oberfeld, 2015) and seems particularly present within this client group (Fuchs 2013a; Ratcliffe, 

2015; Rhodes et al., 2019), this research implies that practitioners should take into consideration 
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that a chronic depression diagnosis will inadvertently impact how the person relates to time, and 

that those who identify with such a label will have an altered perception of time. This knowledge 

would support modalities that challenge clients to utilise tools that connect to time, such as diary-

keeping and noting changes in affect. However, these same techniques could risk fuelling the 

“Groundhog Day” type experience if it were to be done in a repetitive and manualised manner 

(Truijens, Zühlke‐van Hulzen & Vanheule, 2019) and theoretical coherence should be 

considered in any sort of development of therapy interventions rather than simply using these 

findings as an “add-on” to existing treatment models (Hayes, Long, Levin & Follette, 2013).  

During the interviews, many participants expressed novel realisations and reflections 

about how they felt about the chronic depression diagnosis that they had previously not 

considered. This implies a general lack of dialogue about their relationship to their diagnosis, 

even after having had said diagnosis for 10-30 years. As such, mental health professionals could 

focus more on relational and identity focused conversations during moments such as diagnosing, 

therapy, and medication reviews. This has been suggested in previous guidelines (BPS, 2017; 

BPS, 2020) and is already utilised in therapies focused on chronic medical conditions (Phillips & 

Pagnini, 2014) however, some have a focus on management and do not question any underlying 

condition (Sperry, 2006). Practitioners should also consider the diagnosing process as an 

identification process, leading to varying levels of integration with the self, and how an added 

element of chronicity will impact this process further. Due to the relational focus of Counselling 

Psychology (Milton, 2016), working with such a focus would fit the profession well, and would 

reflect previously published guidelines on other diagnoses such as Schizophrenia and Psychosis 

or experience of trauma (BPS, 2013; BPS, 2017; BPS, 2020). 
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This study highlights an important consideration that diagnoses, including chronic 

depression, do not exist in a vacuum. Participants repeatedly described feeling lost within 

themselves, and changes to diagnostic categories will inevitably increase this feeling. Societal 

changes and views of mental health have a real and direct impact on people, and as can be seen 

with these participants, this impact can last for decades, with a diagnosis that was given 30 years 

ago still being how they describe their suffering and even their own identity. This suggests the 

importance for mental health professionals to resist the pull to provide certainty to service users.   

In considering the impact that changes in diagnostic systems have on service users, this 

study implies that the enmeshment between participants’ life stories and their chronic depression 

diagnosis means that removing the diagnosis would be felt as challenging, or even detrimental. 

As quoted by Ibsen: “If you take the life lie from an average man, you take away his happiness 

as well” (Ibsen & Faber, 1964). Consequently, questioning diagnostic manuals and psychiatry 

means questioning participants’ life belief (even if that belief is a lie), and suggests that 

researchers and practitioners who criticise these systems need to be aware of the risk of 

becoming an “enemy of the people”. This is of relevance for the field of Counselling 

Psychology, due to its focus on social justice and questioning of presiding medical paradigms 

(Hage, 2003). Larsson, et al., 2012; Woolfe, 2016). The findings of this study emphasise the risk 

of becoming removed from service users themselves through a well-meaning ideology of freeing 

people through removing the “lies”, when in actuality this might feel utterly destabilising or 

harmful to those affected.  

The data in this study supports the PTM framework (Johnstone & Boyle, 2018) in that 

people want an opportunity to tell their story and relate to their distress in an individualised way, 

with a multiplicity of factors being considered as contributing to their suffering. With 
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participants relaying conflicting narratives surrounding causality, but with validation of any 

considered cause feeling crucial, mental health modalities that allow for this type of multiplicity 

could be useful when working with this client group. The key example for this would be a 

pluralistic approach to suffering, allowing for complexity systems rather than strengthening the 

reductionistic diagnostic process. Furthermore, in accordance with the humanistic values at the 

heart of Counselling Psychology (Cooper, 2009), a cause is not necessary for someone’s 

suffering being validated. In contrast, within the psychiatric system, a cause is not necessary 

either, but a diagnosis is, and with this, almost inevitably in the case of depression, comes a 

prescription of medication 

These findings indicate that a Counselling Psychology specific practice with diagnoses 

such as chronic depression could be developed, utilising a model which does not focus on cause 

or management, as participants have spent numerous years developing their own models of this 

already. Instead with a focus on the function their diagnosis has within their internal system of 

understanding the world and themselves, therapeutic work could help establish a narrative 

outside of the stabilising pillar of the diagnosis including how to relate to life without the chronic 

depression diagnosis as a mediating factor. 

The believed chronic nature of these participants’ suffering was also suggested to be part 

of their altered perception of time. As such, future interventions could consider an approach 

which aims to re-introduce time, through mechanisms such as timelines (McLeod, 2017), 

lifespan integration (Pace, 2015), and a focus on directionality (Cooper, 2019). Additionally, the 

inability to tolerate uncertainty has been argued to be a core part of much of mental health 

distress (Carleton et al., 2012, Carleton, 2016). Diagnoses and categorical labels reinforce this 

type of intolerance by providing false reassurance, whereas an approach that disengages the 
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person from the diagnosis would work toward building tolerance for uncertainty, and as such 

potentially be helpful when working with chronic mindsets. It is also important to acknowledge 

the safety mechanism in having such a chronicity mindset if you have experienced trauma, as the 

trauma itself will have disturbed one’s capacity to tolerate unknowns. This suggests the diagnosis 

being a sort of defence mechanism, a useful fiction – that offers something at a price. This in turn 

raises issues for simple therapeutic outcome metrics, as clients dropping their security fictions 

may feel worse as they face reality, rather than feeling better, implying a slower more gradual 

process of change. 

This study also highlights the importance of acknowledging the difference between 

relating to a diagnosis that is viewed or believed to be episodic versus one that is believed or 

labelled as lifelong or chronic. The chronic relationship morphs into one that centres on 

management, from that of finding a cure. This push for depression to be seen as a life-long 

disorder (Tylee & Walters, 2007) which requires continuous coping and managing means that it 

is more similar in its traits to “personality disorders”, with the “illness” being located in the self 

forever. This implies a pathologizing of the self rather than an emotional state of mind due to a 

variety of contextual factors. Worryingly, this suggests a move within the psychiatric systems 

toward something more akin to “depressive personality disorder” as a new diagnostic category.  

Finally, this study is particularly relevant in terms of the impact that COVID-19 has had 

on mental health discussions. In the UK, rates of “anxiety” and depression have reportedly been 

increasing during the pandemic (ONS 2021), and media outlets have repeatedly warned of a 

COVID-related mental health crisis (Roxby, 2020). It is noteworthy that the response to the 

pandemic effect on mental health has utilised the psychiatric discourse, with depression being 

categorised, and the end-result being more people at risk suffering from “it”. This showcases the 
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strong societal narrative of validation being diagnosis dependent, and the assumption that if there 

is no “it” to categorise the suffering, you are questioning the sincerity and seriousness of the 

person’s distress. This is illustrated by the backlash response to proposals presented by the expert 

committee, led by psychologist Peder Kjøs in Norway which argued that the pandemic has led to 

a reduced quality of life for most people, but that this does not mean that these people have a 

“mental illness”, explaining that “They are not mentally ill, they just have a boring everyday 

life.” (Newsy-Today, 2021) Kjøs was met with criticism claiming that he was trivialising the 

experience of those who were suffering (Sjøli, 2021). These debates on whether it is “pandemic 

depression” (Milman, Lee, Neimeyer, Mathis, & Jobe, 2020) or a natural (yet often individual) 

response to a global pandemic provide a clear example of to what extent suffering gets labelled, 

and how much being given validation through a category matter. “Wellbeing” and “mental 

health” are empowered by becoming common currency, yet the very widespread prevalence to 

an obvious context does support the alternative reading of a “healthy or normal response to 

abnormal contexts”. 

 

5.3 Limitations 

This section will discuss the limitations of the present study and suggest improvements for 

further research within this field.  

Some initial impediments when conducting this study included the recruitment 

procedure. Due to the constraints of this being a doctoral research project, recruitment had to be 

made within a specific time period, and this affected the potential for theoretical sampling and 

further inquiries to gain new participants. Furthermore, as only one organisation that was 
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contacted responded to the initial recruitment, eight out of the ten participants were recruited 

through this single mental health organisation branch. This organisation and branch will have its 

own mental health discourse, and some of the participants took part in the same support groups 

and activities and were therefore familiar with one another. A large majority of the participants 

interviewed thus came from one community, meaning that the saturation of the data was 

potentially reached earlier than if there had been wider variety within the participant sample. 

Assessing saturation is, however, not straightforward due to the unclear definition of its 

characteristics (Morse, 2011), and the judgement needs to consider when researchers run out of 

resources such as time and money (Wiener, 2007). Dey (1999) therefore argues that the term 

“theoretical sufficiency” may be more appropriate, which this study could be argued to have 

reached. 

Another limitation around recruitment was the self-selection of participants. As the 

advertisement of the study included asking for participation from people who identify as having 

a chronic depression diagnosis, anyone who took part would more likely already be comfortable 

identifying with this label, or have a strong attachment to it, and be at a further progressed point 

in the “spiral” described in the analysis. They would also have to identify as being comfortable 

discussing their experience with a stranger and be able to verbalise their understanding of it. 

These factors limit the potential for this study to be applied to populations which were not 

approachable due to the scope of this research. This would include individuals who are suicidal, 

who are less able to communicate verbally, or those who feel uncomfortable doing so.  

Another potential limitation of this study is the position I hold as a researcher, and the 

impact this might have had on the data collection and responses from participants. I do not 

identify as having a chronic depression diagnosis, nor have I ever been given a diagnosis from a 
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health professional, which places me in an outsider position as a researcher. I am, however, an 

insider in the mental health professions that these participants had all been subject to. This infers 

a possible power imbalance in the interview interaction (Karnieli-Miller, Strier & Pessach, 2009; 

Råheim, et al., 2016), with me as a researcher being seen to be in an expert position (Elwood & 

Martin, 2000) and participants potentially adjusting to my “expertise”. I was aware of this 

potential imbalance and was therefore particularly careful in my wording when presenting non-

medical or non-pathologizing understandings on chronic depression. This included being 

tentative in my language to gauge any felt response of being dismissive or judgemental of the 

participants and offering it up as an alternative in the final phase of the interview when some 

rapport had been built. Upon later reflection, this potentially led to a less emotive and expansive 

response from participants when this topic came up in the interviews, both due to my not pushing 

them to answer in more depth how a removal of their diagnosis label would feel, as well as due 

to time constraints meaning this segment of the interview was sometimes not given enough time 

to explore or participants had reached a point of exhaustion. Less data was therefore potentially 

gathered that connected to how threatened they might feel about a potential removal of their 

diagnosis.  

It is also worth mentioning that within these interviews, the identification with their 

diagnosis was highly affected by the nature of the interaction they partook in. As a researcher, I 

was interested in talking to them because of their diagnosis and without it, they would no longer 

be eligible to be involved and have their story heard. The action of being interviewed about their 

diagnosis created meaning in that moment, and in the context of the talk during it, they 

constructed their identity and features of their lives and experience around it. As such, it is not 

surprising that in this context many of them described chronic depression as being who they are, 
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because in this setting, that is the part of their experience that I as a researcher clearly valued. 

The construction of their identity as “chronically depressed” was thus also co-created within this 

setting (Blumer, 1969).  

 

5.4 Conclusion 

This study paints a picture of individuals who are lost in their sense of time and existence yet 

stuck in the space and identity they have constructed surrounding their diagnosis of chronic 

depression. The narratives within the findings suggest a conflicting and contradictory position 

between discourses, and participants’ lives becoming centred around the labour involved in 

making sense of or managing their diagnosis experience. Removing themselves from this 

concept seemed hard to imagine, both in the present and the future, and the believed chronicity 

or fatalism seemed to have become a place of rest after decades of suffering. This stuckness was 

also felt in how their sense of self had become enmeshed with their diagnosis in different ways, 

and a fear of having to change or be responsible if the diagnosis was not present as something to 

fall back on. The findings of this study support the previous literature on chronic depression but 

take it further in how the concept of the diagnosis itself impacts on the processes and internal 

relational dynamics present within individuals. This facilitates understanding of resistances in 

service users to a non-pathologizing or non-diagnostic approach to mental health distress 

(particularly for those with a belief of chronicity), as well as guiding clinical practice and further 

research within the field of Counselling Psychology when working with diagnostic relationships 

and attachments.  
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Appendix 2: Organisation Consent Form 

 

 
 
 

ORGANISATION CONSENT FORM  
 

Title of research project: An exploration of service users’ relationship to a diagnosis of chronic 

depression using Constructivist Grounded Theory 

 

Brief description of research project and what participation involves:  

We are looking to interview around 15 people to find out more about what they think about their 

experience of chronic depression. Research participants will be filling out two short 

questionnaires, as well as attending a face to face interview with the principal investigator which 

will be audio recorded. This interview will take place at a time and place convenient to the 

participant and will take up to one and a half hour, but may be shorter. Participants may also be 

invited for a follow-up interview.  

Organisational participation in this research involves consenting for the research to be advertised 

within your organisation and venue(s). 

Personal data (with the exception of partially-anonymised audio recordings) will be kept for ten 

years, and clearly labelled with a date at which it should be destroyed. Anonymised data 

generated from this study will be stored for an indefinite period of time following the study, and 

may be used for publication, presentations or for subsequent research projects or data analyses 

 

Investigator contact details:    Sara Hagerman 

Department of Psychology 

Whitelands College  
Holybourne Avenue 
London 
SW15 4JD 

 

Phone: 07849605604 

Email: hagermas@roehampton.ac.uk 
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Consent statement: 

I agree to take part in this research, and am aware that I am free to withdraw at any point 

without giving a reason by contacting Sara Hagerman. I understand that if I do withdraw, my 

data may not be erased but will only be used in an anonymised form as part of an aggregated 

dataset. I understand that the personal data collected from me during the course of the project 

will be used for the purposes outlined above in the public interest.  

 

By signing this form, you are confirming that you have read and understood the information 

sheet, and you are confirming that you have read, understood and agree with the University’s 
Data Privacy Notice for Research Participants. 

 

The information you have provided will be treated in confidence by the researcher and your 

identity will be protected in the publication of any findings. The purpose of the research may 

change over time, and your data may be re-used for research projects by the University in the 

future. If this is the case, you will normally be provided with additional information about the new 

project. 

 

Name …………………………………. 

 

Signature ……………………………… 

 

Date …………………………………… 

 

Please note: if you have a concern about any aspect of your participation or any other queries 

please raise this with the investigator (or if the researcher is a student you can also contact the 

Director of Studies.) However, if you would like to contact an independent party please contact 

the Head of Department.  

  

Director of Studies contact details: 

Dr Paul Dickerson 

Department of Psychology 

Head of Department contact details: 

Dr Janek Dubowski 

 

https://www.roehampton.ac.uk/research/ethics/ethics-forms/
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Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

p.dickerson@roehampton.ac.uk 

 

+44 (0)20 8392 3613 
 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

j.dubowski@roehampton.ac.uk 

+44 (0)20 8392 3214 
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Appendix 3: Participant Consent Form 

 

 
 

PARTICIPANT CONSENT FORM  
 

Title of research project: An exploration of service users’ relationship to a diagnosis of chronic 

depression using Constructivist Grounded Theory 

 

Brief description of research project and what participation involves:  

We are looking to interview around 15 people to find out more about what they think about their 

experience of chronic depression. Participation in this research involves filling out two short 

questionnaires, as well as attending a face to face interview with the principal investigator which 

will be audio recorded. This interview will take place at a time and place convenient to the 

participant, either face-to-face or through video call, and will take up to one and a half hour but 

may be shorter. Participants may also be invited for a follow-up interview. 

Personal data (with the exception of partially-anonymised audio recordings) will be kept for ten 

years, and clearly labelled with a date at which it should be destroyed. Anonymised data 

generated from this study will be stored for an indefinite period of time following the study, and 

may be used for publication, presentations or for subsequent research projects or data analyses 

 

Investigator contact details:    Sara Hagerman 

Department of Psychology 

Whitelands College  
Holybourne Avenue 
London 
SW15 4JD 

 

Phone: 07849605604 

Email: hagermas@roehampton.ac.uk 

 

Consent statement: 
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I agree to take part in this research and am aware that I am free to withdraw at any point without 

giving a reason by contacting Sara Hagerman. I understand that if I do withdraw, my data may 

not be erased but will only be used in an anonymised form as part of an aggregated dataset. I 

understand that the personal data collected from me during the course of the project will be 

used for the purposes outlined above in the public interest.  

 

By signing this form, you are confirming that you have read and understood the information 

sheet, and you are confirming that you have read, understood and agree with the University’s 
Data Privacy Notice for Research Participants.  

 

The information you have provided will be treated in confidence by the researcher and your 

identity will be protected in the publication of any findings. The purpose of the research may 

change over time, and your data may be re-used for research projects by the University in the 

future. If this is the case, you will normally be provided with additional information about the new 

project. 

 

Name …………………………………. 

 

Signature ……………………………… 

 

Date …………………………………… 

 

Please note: if you have a concern about any aspect of your participation or any other queries 

please raise this with the investigator (or if the researcher is a student you can also contact the 

Director of Studies.) However, if you would like to contact an independent party please contact 

the Head of Department.  

  

Director of Studies contact details: 

Dr Paul Dickerson 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

Head of Department contact details: 

Dr Janek Dubowski 

 

Department of Psychology 

Whitelands College 

https://www.roehampton.ac.uk/research/ethics/ethics-forms/
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London, SW15 4JD 

 

p.dickerson@roehampton.ac.uk 

 

+44 (0)20 8392 3613 
 

Holybourne Avenue 

London, SW15 4JD 

 

j.dubowski@roehampton.ac.uk 

+44 (0)20 8392 3214 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



128 

 

Appendix 4: Flyer and Poster 

 

 

 
 

Exploring chronic depression 

 
 

Hello!  

I am a Counselling Psychology doctorate student at the University of 

Roehampton, carrying out research into peoples’ experiences of chronic 

depression.  

 

Have you received treatment for depression in the form of anti-depressants 

and/or counselling, and/or self-identify as suffering from depression, for a 

period of 2 years or longer? If so I would love to hear from you! 

 

If you are 18 years of age or over, not actively suicidal or at risk of harm to 

yourself or others, and would be willing to talk to me about your 

experiences, please get in touch through my contact details below. I will 

then give you more information about the study to help you decide if you 

would like to take part in an interview. 
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Interviews will take place at a mutually agreed upon location and time that 

suits you, and the whole process should last about an hour and a half (but 

may be shorter). 

Interviews will be confidential, and your identity will be protected. 

 

Thank you and I hope to hear from you, 

Sara Hagerman  

Phone: [work phone number]  Email: hagermas@roehampton.ac.uk 
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Appendix 5: Organisation Contact Form 

 

 

 

 

 

 

Dear [Recruitment organisation contact/ To Whom it may concern], 

  

I am a Counselling Psychology doctorate student at the University of Roehampton, undertaking research 

into service users’ relationship to a diagnosis of chronic depression.  

 

As part of the research project I would like to interview people 18 years of age or over, who are not 

actively suicidal or at risk of harm to themselves or others, about their experiences of chronic 

depression. I wonder if it would be possible for [organisation] to support this research and allow me to 

advertise in your venue(s)? 

 

Participation would involve an interview and debrief session lasting up to an hour and a half, which 

would take place within convenient locations around London.  Participants may also be invited for a 

follow-up interview. All interviews will be confidential within the confines of the research project, and 

every effort would be made to ensure participants remain anonymous in the write up of this research 

and in any subsequent publications or presentations. In the case that a disclosure of risk to self or 

another is made, confidentiality would have to be breached in accordance with safeguarding protocols.  

 

Please find [attached/ enclosed] an information sheet, providing more detail about this research. 

People who then express interest in taking part in the research will also be given an information sheet 

and given the opportunity to discuss this with the researcher prior to interview. 

 

This project has been approved under the procedures of the University of Roehampton’s Ethics 

Committee.  

 

I would be very happy to offer any more information if required.  
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Many thanks,  

 

 

Sara Hagerman University of Roehampton 

Phone: [work mobile phone number] 

Email: hagermas@roehampton.ac.u 
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Appendix 6: Organisation Information Sheet 

 

 

 

 

Information Sheet 

 

Thank you for reading this information sheet. This document will explain why we are 

doing this research and set out what will be involved for organisations who choose to 

take part. We appreciate you taking the time to read it and hope you will be interested in 

providing support for this research by allowing recruitment take part within your service. 

 

The Research Project 

This research aims to explore peoples’ experiences of their diagnosis of chronic 

depression. This research will help us improve our understanding of: 

• How people relate to and make sense of the label of chronic depression 

• If people’s relationship to the concept of chronic depression is static or evolving 

• The attachment of people’s identities to a label of chronic depression 

• People’s thoughts on their suffering being framed as a socially constructed 

problem rather than a medical one 

 

Developing a better understanding on this will hopefully help to improve our 

understanding of issues of importance for people with a diagnosis of chronic 

depression.   

 

Research procedure 

This research is looking to interview people 18 years of age or over, who have who 
have had a depression diagnosis for two years or more. The presence of an official 
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given diagnosis of depression will not be a criterion since many service users never 
receive one. Instead, the presence of a depression diagnosis will be inferred from the 
presence of treatment for depression in the form of anti-depressants and/or counselling, 
or through self-identification as suffering from depression. Participants who are actively 
suicidal or at risk of harm to themselves are not eligible to take part in this study.  

People who meet the criteria to take part will be invited to attend an interview, which will 
take place in various convenient locations around London. During the interview, 
participants will be asked about how they experience and feel about the concept of 
chronic depression and asked to reflect on the meaning they make of this. This 
interview is not intended to be a substitute for a therapy or counselling session.  

 

Interviews will be audio-recorded and transcribed. Following the interview, participants 

will be debriefed and encouraged to discuss any thoughts and feelings that have arisen 

from the interview process. The entire interview and debrief should take no longer than 

an hour and a half but might be shorter than this.  

 

Organisations involvement 

Organisations interested in supporting this research will be asked to support the 

advertisement of the research within their venues, including consenting for flyers and 

posters to be distributed within their venue, as well as staff locating and approaching 

possible research participants and introducing the research to them.  

 

Consent 

Consent will be obtained from the person prior to the interview. 

Data collection will not begin until consent has been obtained, and any possible 

research participant will have a right to withdraw consent at any stage of the research. If 

a participant wishes to withdraw their data prior to analysis they can do so through using 

an identifier code which will be provided on their debrief form.  

 

Interview process and debrief 
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Interviews will be held convenient locations across London, including University of 

Roehampton venues, public libraries, and participants’ homes. Participants will have 

another opportunity to discuss the research with the researcher before deciding if they 

want to participate, and after signing a consent form will be asked to fill out a form with 

their demographic details, and some information about their mental health medication 

and counselling history. Following the interview, all participants will be debriefed by the 

researcher. Should further support be required following the debriefing session, 

participants will be able to contact the researcher, and will be informed of relevant 

parties that are able to provide support, including being referred back to the 

organisations they are currently connected to.  

 

Potential disadvantages/ risks to participants 

There are no expected risks for people who take part in the study. However, some 

participants may experience some discomfort answering questions about their mental 

health. If a participant does experience any discomfort due to participation in this 

research, they will be able to miss out questions or to withdraw from the study without 

providing a reason.  

 

Potential benefits to participants 

There is no direct benefit to taking part in this study, although some people find it useful 

to reflect on their personal experiences. The information gathered from this research will 

contribute towards improving our understanding of experiences around a chronic 

depression diagnosis, hopefully benefitting and informing the provision of support to this 

group in the future.  

 

Confidentiality 

All information provided will be kept confidential, and only accessible to members of the 

research team. All collection, storage and processing of data will comply with the 

principles of the UK Data Protection Act 2018, and has been approved under the 

procedures of the University of Roehampton Ethics Committee. All of the information 

provided will be stored securely and, where possible, anonymized. Under no 

circumstances will identifiable responses be provided to any third party. All data 
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included in the publication or presentation of this research, and any subsequent 

research publications, will be fully anonymised to ensure that no individual is 

identifiable. Limits to confidentiality will apply in situations where research participants 

disclose information that they or someone else is at risk of harm. If risk of harm were to 

become apparent during the interview the session would be sensitively terminated. In 

such situations, it is the ethical obligation of the researcher to follow safeguarding 

procedures enforced by the service in which the participant is being seen, and where 

appropriate to disclose information to the appropriate authorities. In such situations, 

where possible, this will be discussed with participants before a suitable course of 

action is taken. 

 

Anonymity and data storage 

All data generated from this study will be stored securely to the highest possible 

standard of confidentiality. Transcribed data will be anonymised (meaning all identifying 

information will be removed), to ensure that individuals are not identifiable should the 

research be published. 

Anonymised data generated from this study will be stored for an indefinite period of time 
following the study, and may be used for publication, presentation, or for subsequent research 
projects or data analyses. Audio recordings will be destroyed after to ten years, in which time 
they might be used for other research projects and data analyses (at the discretion of the 
researcher). 

 

Dissemination of findings 

The results of this research study will be written up in partial fulfilment of the 

requirements for the Doctorate in Counselling Psychology from the University of 

Roehampton. The results of this research may be published in academic journals or 

presented at conferences. 

  

Who is organising the research?  

This research is being undertaken by the Department of Psychology at the University of 

Roehampton. This project has been approved under the procedures of the University of 

Roehampton’s Ethics Committee.  
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………………………………………………………………………………………………………

…… 

If you would be interested in supporting this research, or if you have any further 

questions, please contact Sara Hagerman (primary investigator): 

 

Sara Hagerman 

Department of Psychology 

Whitelands College  
Holybourne Avenue 
London 
SW15 4JD 

 

Phone: [work mobile phone number] 

Email: hagermas@roehampton.ac.uk 

 

Please note: if you have a concern about any aspect of your participation or any other queries 

please raise this with the investigator (or if the researcher is a student you can also contact the Director of 

Studies). However, if you would like to contact an independent party please contact the Head of 

Department. 

Director of Studies contact details: 

Dr Paul Dickerson 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

Head of Department contact details: 

Dr Janek Dubowski 

 

Department of Psychology 

Whitelands College 

Holybourne Avenue 
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p.dickerson@roehampton.ac.uk 

 

+44 (0)20 8392 3613 
 

London, SW15 4JD 

 

j.dubowski@roehampton.ac.uk 

+44 (0)20 8392 3214 
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Appendix 7: Participant Information Sheet 
 

 
 
 

Information Sheet 

 

Thanks for reading this information sheet about our study 

 

We would like to invite you to take part in our research project. We are looking to 
interview around 15 people to find out more about what they think about the concept of 
chronic depression and its application to them. We think it’s really important that people 
have the chance to share their thoughts and feelings about their mental health, and as 
such we would love to hear from you about this. 

 

Before you decide if you would like to partake in this study, we would like to invite you to 
read the following information to help you to understand why we are doing this research 
and what ask from any participants. If you have any questions about any of the following 
information, please feel free to ask. 

  

Why are we doing this research? 

depression is seen as an increasing health problem and a recognised diagnosis within a 
majority of professional services, and is increasingly seen as a long-term or “chronic” 
diagnosis. Whilst there are some things we know about how people who qualify as 
being diagnosed with chronic depression experience their diagnosis, there are still many 
aspects about it that we know less about. Research in this area is helpful because it lets 
us find out more about these aspects, and will help to inform professionals on any 
particular facets that may be of importance when dealing with the label of chronic 
depression, as well as potentially guide any guidelines and policies that deal with this 
topic.  
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We are looking to find out, from you, how you experience and feel about the concept of 
chronic depression and its application to you. As well as this, we want to find out the 
meaning you make of chronic depression, how this may have changed over time, and 
how you make sense of and relate to it. In preparation for the interview, we would 
encourage you to reflect and think about these topics. 

 

Why have I been asked to take part? 

You have been asked to take part in this study because: 

• You are 18 years of age or over 

• You have received treatment for depression in the form of anti-depressants 

and/or counselling, and/or self-identify as suffering from depression, for a period 

of 2 years or longer 

If you identify as actively suicidal or at risk of harm to yourself or others, you are not 

eligible to take part in this study.  

 

Do I have to take part?  

No, it’s completely up to you. Taking part in this research is voluntary, and if you 

consent to take part and later change your mind, you will still be able to leave the study 

at any point without providing a reason. If you wish to withdraw your data, you can do so 

prior to analysis using an identifier code which will be provided on your debrief form.  

 

What is involved in this study? 

This research is looking to interview people 18 years of age or over, about their 
experiences of chronic depression. You will be invited to attend an interview at a place 
and time which suits you. You will be asked to fill out two short questionnaires with 
some details about yourself prior to the interview. In the interview, you will be asked 
questions about your experience of depression and asked to reflect on the meaning you 
make of this. This interview is not intended to be a substitute for a therapy or 
counselling session.  

Interviews will be audio-recorded and transcribed. Following the interview, you will be 

debriefed and encouraged to discuss any thoughts and feelings arising from the 
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interview process. The entire process should take no longer than an hour and a half, but 

might be shorter than this.  

 

Where will this take place? 

Interviews will be held a location that is convenient for yourself, at a time that is good for 
you. The whole process will take an hour and a half, but may be shorter. 

 

Consent  

Giving consent means you fully understand what the study is about, and what taking 

part involves for you. If you agree, and want to join in, you will be given a consent form 

to sign just before the interview starts. 

 

What are the possible disadvantages/ risks of taking part?  

There are not many risks involved. You will have to give up some of your time to take 

part, and might feel uncomfortable answering some questions about your mental health.  

If you do feel uncomfortable at any point, you can choose not to answer a question, or 

to stop the interview. You would not need to give us a reason for leaving the study, and 

it wouldn’t affect any future support you receive. 

  

What are the possible benefits of taking part?  

Some people find it useful to think and reflect on their experiences of mental health, and 

to talk about it with someone else. By taking part in this study, you will be helping to 

improve our understanding of people’s experiences of a diagnosis of chronic 

depression.  

 

Confidentiality 



141 

 

All information provided will be kept confidential, and only accessible to members of the 

research team. All collection, storage and processing of data will comply with the 

principles of the UK Data Protection Act 2018, and has been approved under the 

procedures of the University of Roehampton’s Ethics Committee. All of the information 

provided will be stored securely and, where possible, anonymized. Under no 

circumstances will identifiable responses be provided to any third party. All data 

included in the publication of this research, and any subsequent research publications 

or presentations, will be fully anonymised to ensure that no individual is identifiable. 

Limits to confidentiality will apply in situations where research participants disclose 

information that they or someone else is at risk of harm. If risk of harm were to become 

apparent during the interview the session would be sensitively terminated. In such 

situations, it is the ethical obligation of the researcher to follow safeguarding procedures 

enforced by the service in which the participant is being seen, and where appropriate to 

disclose information to the appropriate authorities. In such situations, where possible, 

this will be discussed with participants before a suitable course of action is taken. 

 

Anonymity and data storage 

All data generated from this study will be stored securely to the highest possible 

standard of confidentiality. Transcribed data will be anonymised (meaning all identifying 

information will be removed), to ensure that individuals are not identifiable should the 

research be published. 

Anonymised data generated from this study will be stored for an indefinite period of time 

following the study, and may be used for publication, presentations or for subsequent 

research projects or data analyses. Audio recordings will be destroyed after to ten 

years, in which time they might be used for other research projects and data analyses 

(at the discretion of the researcher). 

 

What will happen to the results of the research study?  

The results of this research study will be written up in partial fulfilment of the 

requirements for the Doctorate in Counselling Psychology from the University of 

Roehampton. The results of this research may be published in academic journals, 

presented at conferences or used for teaching purposes.  
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Who is organising the research?  

This research is being undertaken by the Department of Psychology at the University of 

Roehampton. This project has been approved under the procedures of the University of 

Roehampton’s Ethics Committee. 

 

 

If you have any further questions and if you would like to take part in this 

research, please contact Sara Hagerman (primary investigator) for more details: 

 

Sara Hagerman 

Department of Psychology 

Whitelands College  
Holybourne Avenue 
London, SW15 4JD  

Phone: [work mobile phone number]  Email: hagermas@roehampton.ac.uk 

 

Please note: If you are worried about any aspect of this study, or have any other questions 

please ask Sara Hagerman (or the Director of Studies). However, if you would rather talk to 

someone at the university who isn’t directly involved in the research, you can contact the Head 

of Department:  

Director of Studies contact details: 

Dr Paul Dickerson 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

Head of Department contact details: 

Dr Janek Dubowski 

 

Department of Psychology 

Whitelands College 

Holybourne Avenue 
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p.dickerson@roehampton.ac.uk 

 

+44 (0)20 8392 3613 

London, SW15 4JD 

 

j.dubowski@roehampton.ac.uk 

+44 (0)20 8392 3214 
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Appendix 8: Data Storage and Protection Procedures Sheet 

 

 
 
 
 
 
 
 
 

CENTRE FOR RESEARCH IN SOCIAL AND PSYCHOLOGICAL TRANSFORMATION (CREST) 
DEPARTMENT OF PSYCHOLOGY 

 

DATA STORAGE AND PROTECTION PROCEDURES 
 

SOURCES 
These procedures are informed by, and consistent with, the following sources:  
•  Roehampton University Data Protection Policy, University of Roehampton, May 2010 

(revised).  
• Ethical Guidelines for Researching Counselling and Psychotherapy, British Association 

of Counselling and Psychotherapy, 2004.  
• Encrypting Confidential Data using Windows XP, Counselling and Psychotherapy 

Research Guidelines, Counselling Unit, University of Strathclyde (available via Google 
Group). 

•  Ethical Principles for Conducting Research with Human Participants, British 
Psychological Society (accessed Sept. 2008). 

  Personal communications with Ralph Weedon, Data Protection Officer, University of 
Strathclyde 

 

RESPONSIBILITIES 
•  The Chief Investigator has overall responsibility to ensure that the appropriate data 

storage and protection guidelines are followed. 
 

NON-ANONYMISED/PERSONAL DATA 
•  Non-anonymised (or ‘personal’) data refers to any form of documentation or media – 

electronic or otherwise – in which an individual is identifiable. This includes, but is not 
limited to:  

  • signed consent forms 
  • client identity forms (including DOB, GP details, gender etc) 
  •  video recordings 

Note: even if no name or other obvious data is involved that would identify an 
individual, data such as date of birth, student matriculation number, national insurance 
number can be ‘triangulated’, perhaps with other data a third party has acquired, in 
such a way as to effectively identify someone. Anything that can be used in this way is 
therefore to be considered personal data.  
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•  Collection of non-anonymised data will be kept to a minimum, and will only be obtained 
where it is ethically necessary (as in the case of signed consent forms), or where it 
clearly adds to the scientific value of a project (for instance, the video recording of 
counselling sessions). 

•  Non-anonymised data will be kept for ten years.  
•  All non-anonymised data will be clearly labelled with a date at which it should be 

destroyed.  
• Non-anonymised data will be destroyed in a way which ensures that the data cannot be 

recovered in any way.  
•  Non-anonymised data will be kept physically and/or electronically separate from related 

anonymised data so that links can not be made between the two sets of data. 
•  Non-electronic personal data, such as tape recordings and signed consent forms, 

should be kept in a locked and secure location at all times, and, wherever possible, at 
the University of Roehampton.  

•  Electronic personal data will be encrypted and should always be kept on a password 
protected storage device: wherever possible a PC or network drive located at the 
University of Roehampton.  

•  Personal data should not be kept on – or transferred to – laptops, USB sticks, CDs or 
other mobile/portable devices unless absolutely necessary. As soon as such data is 
transferred to a secure University location, it must be removed from the portable device 
such that it cannot be recovered in any way.  

  Should it be necessary to transfer personal data from person to person, this should be 
done in a secure manner (i.e., by hand or by recorded delivery), always separate from 
any anonymised data. Any posted materials should be marked ‘private and confidential’ 
and sent recorded delivery. 

•  For the duration of a study, non-anonymised data may, if absolutely necessary, be 
stored (in the manner identified above) by investigators other than the Chief 
Investigator (for instance, where a student is analysing video tapes of counselling 
sessions). However, on completion of the write-up of the research, all non-anonymised 
data will be returned to the Chief Investigator for storage, and any copies destroyed. 

 

ANONYMISED DATA 
•  Anonymised data refers to any form of documentation or media – electronic or 

otherwise – in which an individual is in no way identifiable. This includes, but is not 
limited to:  

• SPSS spreadsheets in which identifying characteristics (such as age) 
are not recorded 

•  completed questionnaires: qualitative or quantitative  
•  Anonymised data may be kept for an unlimited period, and may be used for 

subsequent research projects and data analyses at the discretion of the Chief 
Investigator (provided that this is made explicit to participants in consent forms).  

•  Non-electronic anonymised data will be kept in a locked and secure location at all 
times, ideally at the University of Roehampton.  

•  Electronic anonymised data may be stored electronically. This should always be to the 
highest possible standard of confidentiality: for instance, storage in an encrypted folder.  
It may also be kept on a password protected storage device, ideally at the University of 
Roehampton and, wherever possible, will be encrypted. Transfer and storage on 
portable/mobile devices (such as USB pens) should be kept to a minimum. 

  Transfer of anonymised data should be conducted to the highest standards of 
confidentiality, always separate from any non-anonymised data. Any posted materials 
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should be marked ‘private and confidential.’ If anonymised data is transferred via email, 
it should be transferred by the receiver to an encrypted portion of a hard disk as soon 
as possible, and both sender and receiver should hard delete the email/attachments 
from their email server. 

•  For the duration of a study, anonymised data may be stored (in the manner identified 
above) by investigators other than the Chief Investigator. However, on completion of 
the write-up of the research, all anonymised data will be returned to the Chief 
Investigator for storage, and any copies destroyed. 

 

PARTIALLY ANONYMISED DATA (ALSO KNOWN AS PSEUDO-ANONYMISED DATA) 
•  This section refers to any form of documentation or media – electronic or otherwise – in 

which it is highly unlikely that research participants can be identified, but in which the 
possibility of triangulation exists. This may include, but is not limited to:  

  • audio recordings 
 Note, if such media includes clearly identifying content (for instance, an interviewee 

reveals their name or that of their husband on an audio recording), then it will be 
treated as non-anonymised data until those identifying characteristics are removed.  

•  Wherever possible, partially anonymised (and non-anonymised) data should be 
scrutinised and all identifying details should be deleted/erased (for instance, identifying 
features on transcripts, such as names of partners, should be deleted or blacked out). 

•  Where all identifying details of partially anonymised data have been deleted/erased, 
this data will be treated as anonymised data, and subjected to the same procedures as 
above. 

•  In instances where partially anonymised data can not be fully anonymised (for instance, 
audio recordings in which the participant may be identifiable from their voice), this data 
will be kept for ten years, and will be stored according to the protocols for non-
anonymised data. 

•  Within this ten year period, partially anonymised data may be used for subsequent 
research projects and data analyses at the discretion of the Chief Investigator (provided 
that this is made explicit to participants in consent forms). 

 

THE EIGHT GENERAL PRINCIPLES OF THE DATA PROTECTION ACT, 1998 
 Personal data shall be processed fairly and lawfully (with specific requirements 

regarding sensitive personal data). 
  Personal data shall be obtained only for one or more specified and lawful purposes, 

and shall not be further processed in any manner incompatible with that purpose or 
those purposes. 

  Personal data shall be adequate, relevant and not excessive in relation to the purpose 
or purposes for which they are processed. 

  Personal data shall be accurate and, where necessary, kept up to date. 
 Personal data processed for any purpose or purposes shall not be kept for longer than 

is necessary for that purpose or those purposes. 
 Personal data shall be processed in accordance with the rights of data subjects. 
 Appropriate technical and organisational measures shall be taken against unauthorised 

or unlawful processing of personal data and against loss or destruction of, or damage 
to, personal data. 

  Personal data shall not be transferred to a country or territory outside the European 
Economic Area, unless that country or territory ensures an adequate level of protection 
for the rights and freedoms of data subjects in relation to the processing of personal 
data. 
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Appendix 9: Participant Demographics Form 

 
 
 
 
 
 

 

 

Demographic form 

Thank you for agreeing to take part in this research.  

Please fill in the following information: 

 

1) I identify as: 

 Male 

 Female 

 Transgender 

 Other (please give details): ………………………………………… 

 

2) What is your age? 

 

…………… 

 

3) Which is your ethnic group? 

 

A White 

IDENTIFIER CODE: 
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English/Welsh/Scottish/Northern Irish/British  

Irish  
Gypsy or Irish Traveller  
Any other White background, please describe:  

 

…………………………………………………………………………… 

B Mixed/Multiple ethnic groups 

White and Black Caribbean  

White and Black African  

White and Asian  

 Any other Mixed/Multiple ethnic background, please describe: 

 …………………………………………………………………………… 

C Asian/Asian British 

Indian  

Pakistani  
Bangladeshi  
 

 

 

Chinese  
 Any other Asian background, please describe: 

…………………………………………………………………………… 

 

D Black/ African/Caribbean/Black British 

African  
Caribbean  
Any other Black/African/Caribbean background, please describe: 

…………………………………………………………………………… 

IDENTIFIER CODE: 
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E Other ethnic group 

Arab  
Any other ethnic group, please 
describe:……………………………………………………… 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IDENTIFIER CODE: 
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Appendix 10: Participant Counselling and Medication History Questionnaire 

 

 

 

          

           

 

Counselling and Medication History 

 
(Please answer the following questions) 
 
 
1) Have you ever had counselling? 
 

 Yes 
 

 No 
 
 

2) If you answered ‘yes’ to question 2: 
 
a) What did you see this counsellor for? 
 
………………………………………………………………………………………….……… 
 
………………………………………………………………………………….……………… 
 
…………………………………………………………………………………………………. 
 
 
 
b) How long did you see this counsellor? 
 
………………………………………………………………………………………….……… 
 

IDENTIFIER CODE: 
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………………………………………………………………………………….……………… 
 
 
3) Are you currently taking any medication for your mental health? 

 
 Yes 

 
 No 
 
 

4) If you answered ‘yes’ to question 3: 
 

a) What is the main purpose of your medication? 
 
……………………………………………………………………………………… 
 
……………………………………………………………………………………… 
 
……………………………………………………………………………………… 
  
b) How long have you taken this medication? 
 
……………………………………………………………………………………… 
 
……………………………………………………………………………………… 

 
 

 
 
 
Thank you for completing this form. 
 
 

 
 
 
 
 

 
 
 
 
 

 

IDENTIFIER CODE: 
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Appendix 11: Interview Guide 

 

 
 
 
 
 

 
 
 

Preliminary Interview Guide (subject to change) 

 

 
Introduction and space for questions.  
 
 
Q1: How did you first feel about your diagnosis of depression? 

 

Q2: How do you feel about your depression diagnosis” now? 

 

Q3: Do you feel your depression diagnosis has affected your sense of who you are? 

- If so, in what way? 

 

Q4: In what ways do you feel your depression diagnosis has or has not impacted your 

life? 

 

Q6: Do you feel or believe that depression is a chronic or life-long diagnosis? 

 

Q5: What do you think caused you to get a diagnosis of depression? 
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- And has this changed over time? 

 

Q6: How do you feel about alternative models of suffering that propose that depression 

is not a biological disorder but rather a reaction to life events or environments? 
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Appendix 12: Debrief Form 

 

 

 

 

Debrief 

 
Thank you for taking part today. 
 
The purpose of this research 
Our aim in talking to you today was to find out more about your experiences being diagnosed 
with chronic depression. More specifically, we wanted to find out if your diagnosis has impacted 
your sense of identity, and how you feel and think about other models of suffering. 
 
The reason for doing this research was to improve our understanding of what living with a 
diagnosis of chronic depression is like, and how this understanding could guide any future 
movements in how we classify mental health difficulties .  
 
Post-interview debrief 
Sometimes during an interview, the topic of conversation may bring up thoughts, feelings, 
concerns, or questions that the participant would like to talk about.  
 
As such, it is important that you have the chance to reflect on the interview, and to take a 
moment to consider whether there is anything you want to talk about. The following questions 
might help you to do this: 
 

• How do you feel having completed the interview? 
 

• How did it feel to be interviewed? 
 

• Has the interview brought any thoughts of feelings up for you? 
 

• Do you have any questions or concerns about the interview process, or about what 
happens next? 

 

• Do you think there were any questions I should have asked that I didn’t? 
 

• Do you have any other ideas about how to make the interview better? 
 

IDENTIFIER CODE: 
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• Is there anything else you would like to share at this point? 
 

Thank you for your contribution to this research, and I hope you enjoyed taking part. 
 
If you think of any questions you would like to ask once I have gone, or if you need further 
support, then you can contact me: 
 

Sara Hagerman 

Department of Psychology 

Whitelands College  
Holybourne Avenue 
London, SW15 4JD  

Phone: [work mobile phone number]  Email: hagermas@roehampton.ac.uk 

 

Please note: If you are worried about any aspect of this study, or have any other questions 

please ask Sara Hagerman (or the Director of Studies). However, if you would rather talk to 

someone at the university who isn’t directly involved in the research, you can contact the Head 

of Department:  

Director of Studies contact details: 

Dr Paul Dickerson 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

p.dickerson@roehampton.ac.uk 

 

+44 (0)20 8392 3613 

Head of Department contact details: 

Dr Janek Dubowski 

 

Department of Psychology 

Whitelands College 

Holybourne Avenue 

London, SW15 4JD 

 

j.dubowski@roehampton.ac.uk 

+44 (0)20 8392 3214 
 

 
 

IDENTIFIER CODE: 
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Appendix 13: Further Resources Form 

 
 

 
 
 
 

 

Further Resources 

 

If you are in need of further support after having taken part in this study, here are a list 

of resources that may be helpful, in addition to referring back to any organisation you 

are already engaged with.  

 

Samaritans 

Phone: 116 123 

Website/locating your nearest branch: www.samaritans.org 

Email: jo@samaritans.org 

Post: Freepost RSRB-KKBY-CYJK, PO Box 9090, STIRLING, FK8 2SA 

 

NHS  

Phone: 111 

Website: 111.nhs.uk 

 

MIND 

Phone: 0300 123 3393 
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Text: 86463 

Website: www.mind.org.uk 

Email: info@mind.org.uk 

Post: Mind Infoline, Unit 9, Cefn Coed Parc, Nantgarw, Cardiff, CF15 7QQ 

 

SANE 

Phone: 0300 304 7000 

Website: www.sane.org.uk 

 

 

In case of emergency 

If you or anyone else are in real and immediate danger, please call emergency services 

on 999 or go to your local Accident and Emergency (A&E) department. 
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Appendix 14: Initial Coding Extract 

P: But certainly, I think it’s just my state of 

being. Like I was just meant to be… 

mentally depressed.  And, you know, 

although I keep going to my therapy 

because you know, we know each other so 

well, well I know her to one extent, we 

know, or she knows me very well. I just see 

her the once now, I used to see her more 

frequently. I, it’s kind of like, she’s a bit of 

a rock really for me I suppose. And also 

helps me get a sense of proportion about 

things sometimes. Which I lack. If I’m very 

upset I lack a sense of proportion. But I 

think it’s just, it goes back to the whole 

thing about identity. It’s, it’s the way my 

brain works, I think. And, if I weren’t 

depressed then, well who would I be? 

I: Yeah, it seems to come back to that 

question, and also kind of connects to what 

you said just before that, just this kind of 

what, it feels like it was meant to be, or that 

you were meant to be, depressed.  

 

Feeling like they were meant to be 

“mentally depressed” 

 

 

 

 

 

Helped by psychological therapy 

 

 

 

 

 

Feeling like it’s the way their brain works 

Having an identity as someone unwell 
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P: Yeah, and I can say that I’m sure that my 

brother isn’t, he is an alcoholic, functioning 

alcoholic, probably more depressed, 

certainly clinically depressed, but doesn’t, 

never has received any help, doesn’t want it. 

But he was, I think, badly damaged by what 

happened at home. He was younger than 

me. So you know, that kind of indicates to 

me that obviously what was going on at 

home plays a big part. For kids, that 

responsibility, how you can damage kids. 

But, it’s complicated. I’m sure there’s a 

genetic thing in there as well. But you 

know, it’s funny, it’s, I’m going to say it 

because it’s in my head, but it sounds a bit 

peculiar. It’s like I’m almost happy to be 

depressed.  

I: Tell me more.  

P: I don’t know that I can. Because, it is 

who I am. And maybe I don’t know, maybe 

it gives me excuses about not doing things, 

about not socialising, about not having had 

a family, about. And then, if you took it 

 

 

 

Relating to others with mental health 

distress 

 

 

 

Thinking cause of depression being 

upbringing” 

Thinking cause of depression diagnosis 

being complex and multi-factorial 

Believing genetics to be part of depression 

cause 

 

 

Feeling happy being “depressed” 

 

 

Being “depressed” being who they are 

 

Using depression diagnosis as an excuse 
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away from me, I suddenly no longer have a 

valid excuse. So again I think it goes back 

to the identity thing. I mean I was probably 

a normal, “normal”, except I wasn’t, I 

clearly cried a lot, but I was a normal kid up 

until I was about 13. And then it all slowly 

went downhill. So how do you take 

yourself, if you know you removed those 

elements from me, suddenly I’m 13 again. I 

mean I can’t be doing with that. It’s like, I’ll 

go on taking the Venlafaxin, but, who 

would want to do that? I wouldn’t mind 

being, I suppose I wouldn’t mind being 13 

again if I had, if you took away the kidney 

disease, the [unclear], and everything else 

going on with me. But no, it’s no good 

being 13 in a 58-year-old body. So no, I 

don’t want anyone to take that away from 

me, which actually I hadn’t realised. 

Interesting.  

I: Yeah, I mean it’s fascinating to, to hear, 

and I kind of, this idea about kind of being, 

yeah, being happy being depressed, and this 

 

 

 

 

 

 

 

 

Feeling unable to remove depression 

identity from self without it pulling them 

backwards in time 

 

 

 

 

 

 

Not wanting depression identity to be 

removed 
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kind of thing of you wouldn’t, yeah you 

don’t really want it to be taken away from 

you because it’s, it would bring you into a 

place, or be, leave you in a place where you 

feel like you don’t really know who you are, 

or, or brings you somewhere where you 

don’t really want to be. It’s kind of this, it’s, 

it’s become part of you.  

P: Yeah, I mean it has. It’s, it’s been my 

life. Which makes it sound like it’s my life’s 

work. But, it’s been like, like I’ve had 

tinnitus since I was about 24 so, yeah, even 

10 years longer than that really. And 

suddenly I wouldn’t have a reason for all 

these, all these failures in life. Which I 

suppose at the moment I can say you know, 

I’ve had other things to deal with. But to 

suddenly be cured of these things, would 

almost invalidate them, and that invalidates 

my life. 

 

 

 

 

 

 

 

 

 

 

Experiencing life as having been depression 

 

 

 

 

Using depression diagnosis as an excuse 

 

Feeling like being “cured” would invalidate 

their life 
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Appendix 15: Focused Coding Node Hierarchy Examples 

 

 



163 

 

Appendix 16: Focused Coding Emerging Concept Maps 

 

Initial Concepts Map 
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Threat to Self Concept Map 

 

 

 

 

 

 

 

 



165 

 

Validity of Suffering Paradox Concept Map 
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Time Concept Map 
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Appendix 17: Theoretical Coding Initial Map 
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Appendix 18: Post-interview Memo Extract 

18/7/19  

 

 

Interview 1:   

 

Felt like I didn’t necessarily get what I wanted.  

 

Hard to connect to concepts of identity and depression as a diagnosis for the participant  

 

I felt unsure and unclear in how to word things (parallel to participant!?) in terms of “your 

depression/diagnosis/experience of it/label/suffering from it” and I felt I avoided terms that 

clearly implied my questioning of it  

 

Conversation immediately started and went into medication and treatment history  

 

Participant presented as more critical to biomedical model than I expected, and framed it as 

social and environmentally caused, trying to reduce their medication/go off it completely  

 

Still saw it as lifelong however  

 

Talked in terms of seeing it as INGRAINED in self, and that is IS them.   

 

Looking back with the name of it, wishing it was recognized as it  

 

Don’t know who I am  

 

Specific episode of remembering how it felt. Mysterious at that time  

 

Resigned to it and more focused on coping and learning how to better.   

 

 

Interview 2:  

 

“Happy being depressed”! Pre-empted by saying “this might sound weird”  

 

Contentment, not wanting it to be taken away  

 

Not knowing who they are without it  

 

Still starting with medications and psychiatric history   

 

Conflicted about causes of it. Saw it as complex. Reflected that medication doesn’t work, but it 

is still biological to some degree  
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Started as a thing to be treated and then going away/cured. Felt initial relief  

 

Now it is constant noise. “Tinnitus”  

 

“Would I push the button (to make it go away)?” “Probably not!”  

 

Being a companion and resigned to it.   
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Appendix 19: Analytical Memo Extracts 

 

3/11/2020 

Threat to self as a theoretical category: depression diagnosis becoming the self, but feelings 

inherently within depression diagnosis are about being threatening to the self -> 

PARADOXICAL RELATIONSHIP 

The self is sick - you are now a depressed person/with depression - to call it an illness is to 

externalise it and having it as something coming from the outside however that never works, it 

can never be removed from the self as it is experienced as the self!  

The cause: cause being abstract or concrete depending on theoretical models (CBT vs 

Psychodynamic). That's why integrative/pluralistic model works better because it allows for 

multiple and various ways to understand the cause of their suffering and thus validating it 

Side note: Can you validate the suffering without a cause? Yes, according to humanistic values. 

In psychiatry you don't need a cause either, but you DO need a diagnosis (and almost always 

medication) 

Highlight how this thesis can inform a counselling psychology specific practice with depression 

diagnoses  

Practitioners having to pick a camp for understanding depression experiences (i.e CBT) or just 

going along with clients' perception (pluralism) - this theory bridges that by giving a solid model 

that allows for multiplicity and talks about the impact of it on a higher level 

Medical model vs social constructionist - chicken and egg scenario  
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Henrik Ibsen: quote from play "If you take the life lie from an average man, you take away his 

happiness as well" + play about village with poisoned water who refuse to acknowledge it 

Everyone is talking about this thing but no one actually knows what it is/means/why it is 

Showing the need for expert advice and wanting a salve of a cure/something proven - want 

HOPE! 

Questioning psychiatry means questioning their life lie - social justice psychologist becomes 

enemy of the people 

Rec for future research: more discourse analysis on depression! Mapping the language of 

depression over time 

Depression as GETTING STUCK IN SPACE AND TIME (as well as validity of suffering and 

threat to self categories) 

Being nowhere: taking yourself out of time and space 

 

29/11/2020 

Title ideas: 

"Being nowhere: taking yourself out of time and space" 

"Lost in time, stuck in space: a grounded theory on chronic depression diagnoses" 

 

14/1/2021 

Attachment styles (adult attachment interview) and how they relate to their identity and 

diagnosis in this way (preoccupied) 

TAKING AWAY THE LABEL INVALIDATES THEIR LIFE'S WORK 

Confronting fears and original traumas  
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Trauma of the unfamiliar - safety in a label and depression process as something familiar. 

Making something that feels dangerous less dangerous. Numbing as well? Repetitive patterns as 

something soothing, even if those patterns are severe feelings of distress. 

A sense of comfort in the defeated feeling. Comforted by feeling powerless to it. Learned 

helplessness? Depression as a cure for shame and depression as an ANAESTETHIC for 

suffering. 

Inability to tolerate uncertainty being core part of much of mental health distress, 

labels/diagnoses provide false reassurance and reinforces intolerance 

"Life-long condition" causes further powerlessness - "managing/coping with" it becomes their 

new purpose/meaning of life - harder to remove it from identity and self 

Analogy: weight loss (diet pill vs genetics). Strong picture of imagined self (what if I was 

thin/not depressed) and fantasy of what life would be like then 

Negative butterfly effect (if it wasn't for depression then...). POWERFUL comforting fantasy: "if 

it wasn't for depression my life would be wonderful in all these ways" 

Depression diagnosis is a way to RETAIN hope/continue feeling like life is not as painful as it is  

- a process of retaining hope about the world and the givens of existence, but equally losing hope 

about oneself. Flips around the idea that depression is a feeling of hopelessness, when actually it 

is about desperately retaining it. (Red pill/Matrix analogy) 

Lots of interviewees struggled to conceptualise the diagnosis as a "thing" that you can have an 

attachment/relationship to/identify with. Made it hard to even get to any interview questions in a 

way that's abstract or theoretical.  
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