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Abstract 

Major depression is a common and serious mood disorder which has a high rate of relapse and 

impacts significantly on individuals, their families and society. Depression is one of the 

highest contributors to the worlds overall burden of disease. The origin of this mental disorder 

is complex and multifactorial. Researchers are still working to discover more about causative 

factors. Given the wide range of contributing factors to depression, it is now recognized there 

needs to be a holistic approach to treatment. The gold standard for depression treatment, is 

psychological therapies and medication combined. Currently, medication is readily used and 

the availability of psychotherapy as treatment is limited. 

This Masters research thesis took place in the Clinical Research Unit (CRU), Department of 

Psychological Medicine. The CRU is a clinic which specializes in treating mood disorders. 

The group of people interviewed were recently discharged from Mental Health Services after 

being treated for a mood disorder, either Major Depression or Bipolar Disorder, and were 

entering a study where they would take part in therapy. Semi-structured interviews were 

completed and analysed using transactional analysis. The aim of this research was to explore 

what motivated people to take part in therapy as treatment for their depression. People were 

interviewed prior to starting therapy and were asked a range of questions which sought to 

build a picture about what made them ready to start therapy, what their expectations were 

from taking part in therapy and what they wanted over all from therapy as treatment.  

The findings from this study were summarized into five themes after analysis of the interview 

transcripts. The first theme ‘Medication was not enough’ encompassed the experience people 

had about using mediation as treatment for depression. People had varying ideas about 

medication but mostly agreed medication alone, left their depression largely unaffected. 

People felt they needed more from medication and needed more support and education around 

the medication they were prescribed. Theme number two ‘A Turning Point’ arose from people 

describing the experience of being unable to continue as they were. People talked about 

feeling desperate, and saw they couldn’t move forward without help, without working to 

make changes. Often people had attempted suicide, or has significantly impaired functioning 

in life. This ‘rock bottom’ of sorts was where the motivation for seeking therapy emerged.  

This first two themes were the beginning of a process that people went through before 

wanting to start therapy. Beyond the turning point people looked to therapy to meet their 

needs. The next three themes were under the umbrella of ‘Why Therapy?’ – that is to ask, 

‘Why do people want Therapy specifically?’. The first reason people talked about when 
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explaining why they wanted therapy was the connection and support from the relationship 

with a therapist; being able to talk about their experience. The theme ‘Talking to another; 

getting it out’ was used to summarize the desire people had to be able to talk to someone who 

was knowledgeable, objective, professional, consistent and understanding. People saw various 

benefits would be had from being able to do this. The next theme ‘Making sense of 

experience’ was one of the main reasons people thought talking therapy would help. People 

thought if they could make sense of what was happening for them it would give them the 

direction and power needed to change. The final theme was a common response when people 

were asked why they were seeking therapy. People wanted to learn new skills to help them 

cope and thought a therapist would be able to work with them to develop these.  

In conclusion, people who have experienced a major depressive episode sought 

psychotherapy as treatment to reach a range of needs for recovery that were not met by 

medication alone. These findings are supported by current guidelines which recommend a 

combination of therapy and medication as first line treatment for moderate-severe major 

depression.  
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 Chapter 1: Introduction 

1.1 What is Major Depression?  

Major Depression is a serious and chronic mood disorder which has been identified as the 

number one cause of disability worldwide. Major Depression can be diagnosed by examining 

its symptoms. According the Diagnostic and Statistical Manual (DSM-5), depressive 

disorders usually feature low mood and anhedonia. Along with this, people often experience 

overwhelming feelings of worthlessness, hopelessness and inappropriate guilt. Some people 

feel profoundly sad or numb. People can have changes in appetite and weight. More 

commonly people report a lack of appetite and irregular eating patterns, or an increase in 

cravings for sugary foods.  Sleep can be affected significantly in various ways including 

trouble falling asleep, early morning wakening, irregular sleeping patterns and poor sleep 

quality. People with depression often report feeling tired, lethargic and lacking motivation. 

Change in psychomotor activity is another symptom occurring in depression; this can be 

agitation or retardation. Cognitive function is usually impaired for example memory, 

organization, and concentration more difficult for people who are depressed. Decreased libido 

can also occur. Frequency and severity of symptoms vary. In severe cases of depression 

psychotic symptoms can occur or people can become catatonic (American Psychiatric 

Association, 2013).  

Depressive disorders are categorized in psychiatry by the precipitants, frequency, intensity 

and duration of episodes. Major Depressive Disorder (MDD) or if a singular first episode 

Major Depressive Episode (MDE) is the typical diagnosis in this group of disorders. People 

with Bipolar Affective Disorder (BPAD), also a chronic mood disorder, experience depressive 

episodes, although the disorder is distinguished by presence or history of elevated mood, that 

is, mania or hypomania (Malhi et al., 2015). The estimated prevalence of BPAD is around 2% 

in New Zealand.  

Major depressive episodes (MDE) or major depressive disorder (MDD) is estimated at 5% 

prevalence worldwide and statistics from 2012 show 14.3% of the New Zealand population 

have been diagnosed with a depressive disorder at some stage of their life. The distribution of 

severity was measured at 34.7% severe and 55.9% moderate (New Zealand Mental Health 

Survey, 2012). 

The World Health Organization lists depression as a significant contributor to the overall 

burden of disease (2015). Depressive disorders cause significant impairment in people’s 
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interpersonal, occupational and social functioning, as well as reducing quality of life. Major 

depression is a large public health problem which needs to be treated seriously and addressed 

using evidenced based treatments.  

Recent Australia and New Zealand Clinical Guidelines which used up-to-date evidence and 

expert clinical consensus recommend a combination of psychotherapy and medication as best 

practice treatment for moderate to severe major depression (Malhi et al., 2015). However, the 

dominant treatment model in Specialist Mental Health Services (SMHS) in New Zealand is 

the medical model which focuses on psychopharmacological treatments for mood disorders. 

This medical model has been regularly challenged leading to more emphasis being placed on 

the need for more holistic models from which to view and treat mental illness. The Recovery 

Model is increasingly being endorsed as a sound model of working with people with mental 

illness (Jacob, 2015). Recovery is concerned with living well in the presence or absence of 

mental illness and the many losses that may come in its wake, such as isolation, poverty, 

unemployment and discrimination (Mental Health Commission, 2012). The model aims to 

empower people by giving them understanding of their illness, tools to cope and develop 

purpose and meaning in their lives (Ramon, Healy & Renouf, 2007).  

There has been increased focus within health services on placing the person at the center of 

mental health treatment decisions. The ‘patient centered care’ paradigm views the patient as a 

whole person and acknowledges the individuals experience, values and preferences with 

regards to treatment, as well as placing importance on the partnership between people and 

health care professionals (Delaney, 2018). Although Specialist Mental Health Services 

predominantly use the medical model as foundational, the move towards a more patient 

centered and holistic way of addressing mental disorders is continually progressing (Bodkin, 

2017). The Ministry of Health in New Zealand funds a medical model of mental health care 

yet set service standards for a recovery model of care for which there is no funding (Crowe, 

2014). 

The model of public service delivery in New Zealand for treatment of mood disorders is either 

via primary care settings (General Practices) for mild to moderate mood disorders and 

Specialist Mental Health Services (SMHS) for moderate to severe mood disorders. Neither of 

these services routinely deliver therapy as treatment for people with mood disorders. The 

current model of acute care delivery in New Zealand (admission to specialty mental health 

services for mood stabilisation and discharge to primary care following the acute phase) fails 

to address the chronic and relapsing nature of mood disorders (Crowe, 2014). The primary 

care model is not resourced to undertake this role of supporting people in recovery and 
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specialty services are only resourced to provide acute care. Despite the recommendation of 

the Australia and New Zealand clinical guidelines (Malhi et al., 2015) there is currently 

minimal provision for access to psychotherapy as treatment, due to lack of resources and 

historical service structures (Crowe, 2014). 

There exists a disconnection between the evidence-based recommended clinical guidelines for 

major depression, and the reality of mental health services within New Zealand. The Clinical 

Guidelines clearly show a combination of medication and therapy is the most effective at 

treating major depression, yet it is not a routinely delivered treatment. Additionally, in 

primary health care settings, access to therapy is not readily available when it is indicated. 

People can readily access medications, which are one part of the treatment for mood 

disorders, but cannot take part in therapy unless they are able to afford to pay to see someone 

privately. Given major depression is a serious public health issue, which significantly impacts 

on people’s lives and is a large contributor to the overall burden of disease, it is important that 

when people seek help for major depression they have access to evidence-based treatments.  

While there is a large focus on how best to deliver mental health services, a continual effort to 

explore the wants and needs of people accessing services is also needed (Bodkin, 2017). The 

Government’s Inquiry into Mental Health and Addictions (2018) found a significant need for 

improvement in mental health services in New Zealand and emphasizes the need to listen to 

the people of New Zealand. The report cited depression as the most common mental disorder 

in New Zealand, with people experiencing depression reporting difficulty receiving ongoing 

treatment, even after they had attempted suicide. 

Therapy is not readily available as a standard treatment for people with major depression, 

despite its proven effectiveness and its recommendation in recent clinical guidelines. People 

who are interviewed for this research are seeking additional help in the form of therapy as 

treatment following treatment by SMHS. This thesis aims to explore why people who have 

been discharged from mental health services following a depressive episode want therapy and 

what they expect it to involve.  In order to promote a more holistic approach to recovery-

focused holistic mental health care and the empowerment of people with mental illness, it is 

important to know how treatments are perceived by people using mental health services. This 

thesis will also examine people’s previous experience of seeking help for depression and what 

has motivated them to seek psychotherapy. This thesis will provide a more in depth 

representation of what is required for the recovery from major depression from the person’s 

perspective. It will also aim to provide further information about timely access to therapy and 

the importance of therapy availability. The term ‘Therapy’ will be used throughout this thesis 
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to include psychological therapy, psychotherapy and other evidence based talking therapies. 

Therapy differentiates from counselling as it is an evidence based structured psychological 

based intervention. 

1.2 Researcher in Relation to Formulation of Research Project 

I, Hayley Wells, the author of this thesis, am trained as a Registered Mental Health Nurse. I 

graduated from a Bachelor of Nursing in 2011. This career has given me experience in 

various health services providing holistic care for people who experience mental illness. I 

have worked in community outpatient settings, correctional facilities, a methadone clinic, 

acute inpatient units, and mental health emergency services. Most recently I have been 

working as a Clinical Research Nurse in a research unit for people diagnosed with mood 

disorders. As part of this role I have trained as a therapist in Interpersonal Social Rhythm 

Therapy and deliver this therapy in patients who are part of a large randomized controlled 

trial.  

My role is diverse; I am the first point of contact for participants entering the study as well as 

providing on call services, crisis management, data collection and treatment delivery. I have 

various contacts with participants before they enter the study and while they are taking part. I 

am responsible for interviewing participants about their mood disorder, life history, collecting 

demographics then testing their cognitive functioning.  

After being in this role for some time, I wondered, why are these people seeking help here, 

from their point of view? I know I believed therapy would help with their mood disorder, as 

research has proven this to be effective. I assumed they were here because someone had 

suggested it. However, I wanted to know, did they believe therapy would be helpful for their 

depression? Why did they believe that? What did they expect to gain from doing therapy? 

What did they see as their main problems? There seemed to be a whole conversation left 

unsaid. The reason this group of people thought this is what they needed, seemed like a 

foundational piece of information that would be useful to know. The topic for this thesis was 

designed in order to find out what leads participants to make the decision to start therapy and 

what their journey of seeking help had been like. I thought I knew why they were here, but I 

recognized this was based only on my perspective. I undertook a literature search to find some 

answers to these questions. I could not find any information about why adults with depression 

sought therapy as treatment.  

From my experience of working in mental health services I noted that while therapy is known 

to be effective and often recommended to people with major depression, the practicality of 
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implementing it was often more complicated. Especially if the person cannot afford to pay for 

therapy, which was common. There were some alternatives to therapy available in the form of 

counselling, although accessing free counselling usually required being on a long waiting list. 

It was largely up to each individual to source therapy for themselves, even if they had limited 

financial resources so they were unlikely to do so. After examining the research literature, the 

strong evidence and indication for therapy as treatment was evident, but the rationale to date 

had not sufficiently shaped mental health services delivery of treatment to include therapy as 

standard.   

This mismatch between evidence and reality is what lead to the need to research why therapy 

is wanted and needed by people discharged from services after seeking help for major 

depression. For services to better meet the needs of the people, the needs of the people need to 

be known. Listening to people talk about their experiences provided further rationale for why 

therapy should be available to anyone who experiences major depression.  

1.3 Thesis Structure 

This thesis structure will start by summarizing the literature about major depression, the 

impact depression has on people and society, then will report on the current evidence about 

treatments for depression. It will provide rationale for why this research is being carried out. 

A description of the methodology will be given including rationale for such methodology. 

The findings of the research will be presented followed by a discussion of the findings and a 

conclusion, which will include direction for future research. 

 

  



 6 

 Chapter 2: Literature Review 

This literature review will outline what Major Depression is and evidence around causative 

factors. It will then review the research on the impact Major Depression has on people and 

society. It will then give a summary of the evidence around evidence-based treatments for 

Major Depression. 

2.1 Major Depression Causation 

The origins of Major Depressive Disorder are complex and multifactorial. The exact origin is 

not yet known, however there is abundant and evolving research suggesting that depression 

does have various common causation and develops within the context of genetic disposition, 

psychological vulnerabilities and environmental influences (Malhi et al., 2015). The role each 

of these domains have in an individual’s illness varies. Some people become depressed 

seemingly randomly with no obvious identifiable cause, while others become depressed in 

response to stress, trauma, or loss. As it is clear not all people become unwell with depression 

in response to life events, the people who do, are more vulnerable due to genetic heritage, a 

difficult childhood, and/or chronic low self-esteem (Lehne, 2007). 

2.1.1 Physiological origins of Major Depression 

Epidemiological studies have shown Major Depressive Disorder to be a familial disease. 

Having a close blood relative with depression increases the likelihood of experiencing 

depression by up to two thirds (Saavedra, Molina-Márquez, Saavedra, Zambrano & Salazar, 

2016). Although it is not only genetics that determine whether someone will become 

depressed. Recent research in epigenetics has found DNA associated with the Major 

Depression can be ‘turned on or off’ by environmental cues. Factors like diet, exercise, 

interpersonal connection, sleep, and aging can all cause chemical modification that impacts 

the way genes are expressed. This process is called DNA methylation, histone modification 

and/or microRNA expression. When certain genes are expressed in specific ways, the 

development of depression is more likely under certain external circumstances, i.e. stress 

(Saavedra et al., 2016). However, studies that have found positive links between 

pathophysiology of depression and gene expression have not been consistent and do not have 

the desired reproducibility. No specific genetic variants have been identified as robust 

indicators of major depression, although this is an area of likely future research. Since MDD 

cannot be attributed to a single genetic mutation or exposure to one specific environmental 



 7 

stimulus, MDD is proposed to arise from an interaction between genetic variations and 

environmental factors (Kendler, Gardner & Prescott, 2006).  

Biologically, the evidence suggests that a person who is depressed has an imbalance of the 

release and reuptake of the neurotransmitters serotonin, dopamine, and norepinephrine. Anti-

depressant medications target this aspect of depression only (Malhi et al., 2015). 

More recent evidence shows that depression is also linked to changes in immune functioning. 

Immune system activation during various medical conditions produces neural, 

neuroendocrine, and behavioral effects. The psychological and physiological effects of 

immune activation are similar to many features of depression. Recent research examined 

whether there is a causative role of inflammatory mediators in the etiology of MDD. Cytokine 

immune therapy in humans suggests that proinflammatory cytokines induce depressive 

symptomology (Wilson & Warise, 2008). High serum levels of proinflammatory cytokines 

are associated with a cluster of behavioral characteristics, regarded as ‘sickness behavior’. 

Cytokine-mediated sickness behavior is usually an adaptive reaction to healing trauma or 

infections. Sickness behavior manifests itself as a need for increased sleep, decreased sexual 

drive, reduced appetite, and social withdrawal. The function of these behaviors normally is to 

facilitate rest and initiate the process of healing. Sickness behavior is no longer adaptive when 

levels of proinflammatory cytokines remain high for long periods, such as during 

pharmaceutical treatment with interferon or during long-term chronic inflammatory disease 

(Capuron & Dantzer, 2003; Raison, Demetrashvili, Capuron & Miller, 2005). 

2.1.2 Social origins of Major Depression  

Early life trauma significantly increases the risk of getting depression. This includes maternal 

stress while in utero. Childhood trauma can trigger an individual to experience depression for 

a prolonged period of time. Examples of such traumas are severe illness, isolation, neglect, 

physical, sexual, or mental abuse, witnessing a traumatic event, and neglect (Heim, Newport, 

Mletzko, Miller & Nemeroff, 2008). 

The circadian rhythm is a 24-hour internal biological clock that is underpins processes in your 

body and cycles between sleepiness and alertness at regular intervals (McClung, 2013). It is 

also known as your sleep/wake cycle. Biological rhythm researchers have long observed the 

capacity of certain external forces to set ‘biological clocks’ and thus synchronize various 

physiological rhythms/cycles. It is thought that a change in social rhythm, such as stress, 

trauma, or grief, can disrupt biological rhythms which regulate mood, and thus can be partly 

responsible for triggering depressive episodes in vulnerable individuals (Sato & Sassone-
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Corsi, 2019). Research shows that circadian and sleep disturbances are important in the 

pathophysiology of mood disorders. People with major depression frequently present with 

altered circadian rhythms, sleep disturbances, and diurnal mood variation (Germain & Kupfer, 

2008). 

There is a large amount of research which shows people living in poverty or material hardship 

are more likely to experience major depression (Richardson, Westley, Gariépy, Austin & 

Nand, 2015). The general health of deprived populations is also poorer as well as their access 

to adequate health care, including psychiatric treatment. Recent research showed living in 

poverty is one of the conditions which can change gene expression and make depression more 

likely (Saavedra et al., 2016). The myriad of problems that accumulate under impoverished 

conditions likely confer to increase the risk of depression. These include increased perceived 

and objective stressors to do with finances, poor housing quality, poor diet, exposure to 

violence and noise pollution. According to the 2012/13 New Zealand Health Survey, 17.1% 

of adults living in the most deprived areas had been diagnosed with a common mental 

disorder (depression, bipolar disorder and/or anxiety disorder); a rate 1.6 times higher than 

amongst adults living in the least deprived areas (after adjusting for age, sex and ethnic 

differences). 

2.1.3 The ‘Self’ and Major Depression 

Vulnerability to Major Depression has been linked to aspects of the self; such as low, fragile 

or vulnerable self-esteem, problems with self-efficacy, self-derogation, self-criticism or self-

critical perfectionism, self-silencing, self-focused attention, and the development of a false 

self (Luyten & Fonagy, 2016). There is also the suggestion that depressed individuals are 

more likely to have discrepancies between the ego (actual self) and the ‘superego’ (ideal self 

and ‘ought to be’ self). Additionally, there has been there has been an association between 

major depression and self-conscious emotions such as shame and guilt and there are several 

theories which hold negative self-schemas and self-in-relation-to-others as a likely risk factor 

for depression (Kyrios et al., 2016).  

Furthermore, Luyten and Fonagy (2016) describe two distorted self-view mental 

representations which bring about a vulnerability to major depression; Self-critical 

perfectionism/autonomy and dependency/sociotropy. Psychodynamic and cognitive 

behavioral theorists argue these distorted perspectives of self confer vulnerability to 

depression. Sociotropy/dependency refers to a self-schema that is overly attentive to other 

people as a source of worth and esteem, where as self-critical perfectionism/autonomy focuses 
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excessively on achievement over developing skills for interpersonal connections. These types 

often overlap and are certainly not ‘concrete’ ways of being.  

2.1.4 Thinking styles associated with Major Depression 

Negativistic thinking is a thinking style present in most people who experience depression. 

This cognitive style is the tendency to be overly pessimistic and critical. People with major 

depression are more likely to expect failure and disappointment frequently and use past 

disappointment as proof of their negative expectations. It is not entirely clear whether 

negativistic thinking predominates depressive disorders, or the other way around. Although 

negativistic thinking is closely correlated with longer and more severe episodes of depression, 

giving rise to the theory major depressive episodes exacerbate negative thinking in people 

who naturally have this style (Hersen, Turner & Beidel, 2007).  

Another common trait among people who experience depressive disorders is the tendency to 

avoid problems and use passive coping skills. This is due in part to learned helplessness from 

previous perceived failure experiences or a pre-existing deficit in problem solving skills 

(Hersen, Turner & Beidel, 2007). While depressed, people often avoid proactive problem 

solving as they predict they are not capable of doing so. This avoidance behavior can often 

result in an increase in the severity of the problem, which can increase the level of 

hopelessness, worthlessness, guilt and shame the person feels.  

Major Depression is complex and is caused by a range of factors including biological, social 

and psychological. The following section will examine to consequences of MDD. 

2.2 Impact of Major Depression 

The impact depression has on an individual’s life extends past core symptoms, to affect the 

person’s overall quality of life. Studies consistently show reduced quality of life scores 

amongst people diagnosed with a depressive disorder (Rapaport, Clary, Fayyad & Endicott, 

2005). Not only is the individual’s life significantly influenced by the presence of this mood 

disorder; so is the lives of their loved ones, wider community and society. This chapter will 

cover just some of the evidence which indicates the huge impact depression has on people, 

their loved ones and society.  

2.2.1 Impact on the person 

People with depressive disorders experience a significant impact on their sense of self (Beck, 

2016). People often experience a high degree of self-criticism, negative self-evaluation and 
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are flooded with negative emotions such as shame, guilt, and other ‘interpersonal’ negative 

emotions, such as fear of being judged harshly by others or even the perception they ‘disgust’ 

other people. The experience of ‘self’ and the strength of people’s sense of self is usually 

negatively impacted by the symptoms of a major depressive illness, making it difficult for 

people to experience positive self-esteem or foresee a positive outlook for their future (Beck, 

2016).  

The experience of having a mood disorder, where the onset is usually during a formative stage 

of a person’s life has been found to impact of the development of self. Qualitative research 

with young people (aged 18-35) with mood disorders by Inder et al. (2008) found there was 

confusion, self-doubt and struggles differentiating self from the illness due to mood episodes.  

In a qualitative study carried out in a primary care setting, people with a diagnosis of 

depression reported one of the most challenging aspects of their depression was the sense of 

not having control. The inability to predict how they were going to feel day to day and the 

seemingly random bouts of tearfulness caused significant worry. People also worried about 

the impact their illness had on their partner or family members. There was a fear of ‘losing 

one’s mind’ that came with the feeling of loss of control. However, some also reported 

positive consequences of their depression that included the development of strength from their 

experiences, knowing themselves more deeply, stronger relationships with partners and 

feeling better prepared if they became depressed again (Cornford, Hill & Reilly, 2007). 

Mental health problems such as depression are not limited to impacting how people think and 

feel. There is a growing body of research that shows poorer physical health outcomes for 

people with depression also (Browne et al., 2006; Steptoe, Deaton & Stone, 2014; Wulsin & 

Singal, 2003). People with major depression self-report poorer general health than non-

depressed controls. Depressive symptoms contribute a substantial independent risk factor for 

the development for heart disease, more than the risk conferred by second hand smoke 

exposure (Wulsin & Singal, 2003). 

Impact on Functioning 

Evidence shows that people who experience depression are subject to a number of functional 

impairments including poorer physical, psychosocial and role functioning, as well as an 

increased number of disability days (Broadhead et al., 1990). 

Cognitive functioning is significantly impaired in people with depression, which often 

continues into remission (Bora et al., 2013). The main areas affected are attention, memory 

and executive functions (Paelecke-Habermann, Pohl & Leplow, 2005). These cognitive 
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function deficits during and following a major depressive episode may be a factor responsible 

for increasing the risk of relapse. Researchers found the reduction in cognitive skills makes it 

more difficult to carry out tasks of mastery, participate in enjoyable activities, as well as 

engage meaningfully in interpersonal relationships. People may also avoid social interaction 

due to cognitive difficulties. All these things are likely to play a part in hindering the recovery 

process (Douglas et al., 2018).   

Additionally, impairment in social functioning is a significant feature of depression separate 

from the symptoms of the disorder itself. Social functioning defines an individual's 

interactions with their environment and the ability to fulfil their role within such 

environments as work, social activities, and relationships with partners and family. People 

with depression often report social impairment persists long after the resolution or reduction 

of symptoms by pharmacotherapy (Herschefeld et al., 2000). The association between mood 

disorders and reduced social functioning is complex and can become a cycle which makes 

recovery from depressive episodes difficult or brief and increase the likelihood of relapse 

(Inoue, Tonooka, Yamada & Kanba, 2004).  

The impact depression has on occupation, employment and interpersonal relationships is 

pervasive effecting all areas of everyday life. Progressive increments in the severity of 

depression are mirrored by parallel increases in impaired psychosocial functioning (Judd et 

al., 2000). 

2.2.2 Impact on Family Members 

There is increasing research that reveals the extent to which the family of people with mental 

illness are also effected. People who care for someone with depression have been found to 

have significantly higher reports of mental distress and physical illness (Browne et al., 2006). 

The burden on those who care for a loved one with depression has been found to increase 

parallel to the severity of their loved ones depression. This can be exacerbated by a lack of 

education and support from health care services (Skundberg-Kletthagen, Hall-Lord, Hedelin 

& Wangensteen, 2016). Steele et al. (2010) reported that up to 40% of the families of people 

with psychiatric illnesses regularly experience symptoms of depression and anxiety, with the 

most common being reduced enjoyment, decreased social connection and a sense of grief and 

loss.   

A qualitative study by Radfar, Ahmadi and Fallahi Khoshknab (2013) described the impact on 

families from their loved one’s mood disorder. The main theme from this study was named 

‘Turbulent Life’. It encompassed various aspects of life that were negatively impacted by 
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their loved ones mood disorder including their own mood and ability to work which often 

brought about financial insecurity. Family members worried about their loved one’s current 

problems as well as their potential for a stable future. They also felt they spent too much time 

focusing on their depressed family member which lead to reduced self-care and burn out. 

Family members saw their role as long term, given the relapsing nature of depression and 

perceived it to effect the overall harmony of their life (Radfar, Ahmadi & Fallahi Khoshknab, 

2013).  

2.2.3 Impact on Society 

Major depression is responsible for a large proportion of global disability in that it is a 

common disorder, with nearly 1 in 5 people in the general population suffering a lifetime 

major depressive episode (World Health Organisation, 2015). In addition, the clinical course 

usually follows a pattern of relapse. Depressive symptoms are present approximately 60% of 

the time during long-term follow-up. Thus, a significant proportion of the general population 

are likely to experience substantial enduring disability from Major Depression (Judd et al., 

2000). 

A large study by Judd, Paulus, Wells and Rapaport (1996) confirmed that correlation between 

poor functioning in a wide range of areas are parallel to the severity of depressive 

symptomology. The study also looked at sub threshold depression with the purpose of 

establishing the economic cost of MDD. The study found major depression was correlated 

with; high levels of irritability, high household strain, high financial strain, restricted activity 

days due to physical illness, bed days due to physical illness, chronic limitation in physical or 

job functioning, and self-rating of overall health as poor. Additionally, a study by De Graaf, 

Tuithof, van Dorsselaer and Ten Have (2012) comparing common mental and physical 

disorders impact on workplace absenteeism and work productivity, found mood disorders 

accounted for the highest number of work loss days.  

There is abundant research from around the world which demonstrates the substantial 

economic cost of depression (Gurung, Jackson, Monahan, Butterworth & Roberts, 2018; 

Olesen, Gustavsson, Svensson, Wittchen & Jönsson, 2012). The measure of impact from 

these studies is likely to be conservative as it doesn’t take into account various costs which 

are likely attributable to depression such as families reduced occupational output from 

increased responsibility and stress caused by supporting the depressed person, workplace 

injuries, and consequences of poverty which is caused or exacerbated by depression (Evans-

Lacko et al., 2016).  
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Depression accounts for around 33% of total brain disorders in Europe. Costs for directly 

treating MDE includes outpatient care, inpatient care and medications. Thus depression is a 

major economic impact on society (Sobocki et al., 2006). 

2.2.4 Māori and Mood Disorders  
Higher incidence of mental illness and poorer health outcomes have been documented for 

Māori people since colonization of Aotearoa (Wilson & Barton, 2012). Māori are hospitalized 

for mental disorders at a higher rate than non-Māori (Baxter, 2008). With regards to 

depression, the incidence of mood disorders are higher than non-Māori (Baxter, 2008) with 1 

in 3 (36.1%) experiencing a mood disorder at some point in their lives. Depression was the 

most common at a lifetime prevalence of 29.8% and Bipolar Disorder 11%, both much higher 

than non-Māori. Mood disorders in most Māori were considered serious (51.4%) or moderate 

(37.4%) in severity (Baxter, 2008).   

Māori have also significant difficulties when accessing health care which contributes to 

poorer overall health outcomes (Elers, 2014). The reasons include stigma, judgement, poorer 

treatment quality from health professionals and western medical models of health delivery 

that further marginalize Māori and their whanau. The tendency for mental health services to 

medicalize and individualize experience of low mood is in conflict with holistic health models 

embraced by Māori such as Te Whare Tapa Wha. This model is inclusive of ta wairua 

(spiritual wellbeing), te taha hinengaro (mental wellbeing), te taha tinana (physical wellbeing) 

and te taha whanau (family wellbeing). As a result of this inconsistency, Māori report feeling 

uncomfortable and anxious accessing mental health services (Wilson & Barton, 2012). Given 

this the impact of depression on Māori is greater than for non-Māori over all, the needs of 

Māori should be considered in the design of all health care services and including access to 

therapy.  

2.2.5 Suicide and Major Depression 

Having thoughts of suicide or attempting suicide is highly correlated with a mood disorder 

diagnosis. Approximately 50% of individuals who have suicided carried a primary diagnosis 

of depression (Reddy, 2010). It’s estimated that 3000 people die from suicide globally each 

year (WHO, 2012). New Zealand has consistently high suicide rates. The number of suicides 

per year reported by the Office of the Chief Coroner have increased over the last four years, 

with the 2017/18 suicide rate the highest since 1999. Each year, 20,000 people attempt to take 

their own life in Aotearoa. In 2015, 525 people died by suicide. The youth suicide rate is 

among the worst in the OECD. The largest number of deaths from suicide occurs among 
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people above the age of 24, predominantly males aged 25–44. Each death by suicide creates 

significant, far-reaching impacts on the person’s friends, family and whānau, and the wider 

community (Mental Health Inquiry, 2018).  

The Government’s Mental Health and Addiction Inquiry (2018) has set a goal of a reduction 

of 20% in suicide rates by the year 2030. As mood disorders underlie 50-70% of all suicides, 

effective treatment of these disorders should drastically reduce this devastating consequence 

of untreated mood disorders (Reddy, 2010).  

2.2.6 Treatments for Depression 

When considering treatment approaches to Major Depression there is typically two dominant 

conceptualisations from which the illness is viewed and treatment is formulated; the medical 

model and the stress-diathesis model. The medical model has historically been the prevailing 

framework for addressing mental illness in the Western World, although more recently 

researchers and clinicians are incorporating the more holistic stress-diathesis model from 

which to formulate treatment (Crowe, Carlyle & Farmar, 2008). The majority of evidence 

centres around anti-depressant medication, talking therapies and to a lesser extent lifestyle and 

alternative medicines. For the purpose of this thesis the research around lifestyle and 

alternative medications are not included given the focus is around specialist mental health 

services.  

The medical model views depression as predominantly a biological illness. It assumes 

depressive symptoms are an outer expression of inner physical or biological abnormalities and 

groups those symptoms together to diagnose a ‘syndrome’ or ‘disease’, which would best 

respond to a biological treatment such as medication (Deacon, 2013).  

The stress-diathesis model considers mood disorders complex and multifactorial; the result of 

predisposing psychological, biological, genetic and social vulnerabilities combined with 

stressful life experiences, particularly childhood trauma (Etain, Henry, Bellivier, Mathieu & 

Leboyer, 2008).  

Although the majority of research has focused on biological causes and treatments for 

depression, there is still no convincing evidence that the medical model sufficiently addresses 

the complexities of depression, and the reliability of diagnosing depression has not improved 

over the last three decades (Aboraya et al., 2006). Furthermore, medicalization has various 

limitations in practice, as it doesn’t allow for consideration of the various external and 

psychological factors which contribute to mood disorders. It should also be noted the medical 
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model frameworks such as the DSM-5 are based on culture, voting and clinical consensus, 

omitting sound science. The ethical issues of labelling mental disorders, thus medicalising the 

human experience are vast and has the potential to cause harm to a vulnerable population, 

usually seeking help (Carlyle, Crowe & Deering, 2012).  

Using the medical model theory the health professional has the power to diagnose, thus the 

responsibility to treat and monitor, neglecting the chance of providing empowerment to the 

person, a factor which has been proven key in recovery from mental illness (Crowe, 2000). 

Receiving a psychiatric diagnosis often has a negative impact on the individual, causing 

discrimination, dehumanisation and stigmatisation, which can increase symptoms of 

depression and damaging self-esteem (Corrigan & Watson, 2002; Rössler, 2013).  

Given the medical model provides a partial explanation and has several limitations the stress-

diathesis model is being increasingly adopted by mental health clinicians when formulating 

treatment for people experiencing depression.  

2.3 Evidence Based Treatments for Major Depression 

2.3.1 Medication 

Antidepressant medication is a biological treatment which research has found can improve 

symptoms in various forms of depression. In New Zealand one in nine people are prescribed 

this class of medication annually (Gibson, Cartwright & Read, 2018). Anti-depressant 

medications are often the initial treatment provided for people who present to health services 

with complaints of low mood. There are many classes and types which all comprise of their 

own benefits and risks.  

The first line of antidepressant treatment is usually a selective serotonin reuptake inhibitor 

(SSRI) such as Citalopram, Escitalopram, Fluoxetine or Sertraline (Malhi et al., 2015). This 

class of medication blocks the reuptake of serotonin in the brain, a neurochemical which when 

decreased is strongly related to symptoms of low mood. These take approximately 6 weeks to 

take effect but improvement can be seen within two weeks. The side effects can prevent 

adherence such as sexual dysfunction, nausea, headaches, or worsened anxiety, mood or 

suicidal thinking although these are likely to decrease over time. Other commonly used first 

line medication includes Mirtazipine, a noradrenaline and specific serotonergic antidepressant 

(Malhi et al., 2015). 

Second line pharmalogical treatments for depression include serotonin and noradrenaline 

reuptake inhibitors such as Desvenlafaxine, Venlafiaxine and Duloxitine. These medications 
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work to increase the serotonin in the brain as well as increasing prefrontal dopamine. 

Although often effective side effects can be quite severe including withdrawal symptoms if a 

dose missed or stopped abruptly (Malhi et al., 2015).  

For more severe, atypical or treatment resistant depression adjunctive or third line treatments 

can be used such as monoamine oxidase inhibitor (MAIO) like Phenelzine, Tranylcypromine 

or Moclobemide. These work by inhibiting mitochondrial enzymes that are involved in 

removing essential neurotransmitters like serotonin and dopamine from the brain. Those brain 

chemicals are then more prevalent to create changes in cells and circuits effected by 

depression (Malhi et al., 2015). 

The actual effect and comparable effects of these medications are unclear as research has 

presented varying results. Overall the differential efficacy of these medications is not 

significant (Malhi et al., 2015).  

2.3.2 Therapy 

Evidence show talking therapies are indicated as an effective treatment in mild, moderate and 

severe major depression (Malhi et al., 2015). There are various models of talking therapy 

which have been proven to be effective. Cognitive-behavioral therapy (CBT) and 

interpersonal psychotherapy (IPT) are the most commonly used and researched 

psychotherapies shown to improve symptoms of depression.  

Cognitive behavioral therapy (CBT) is a commonly used, structured, short term and focused 

therapy that encourages the person to explore the presence of negative thoughts and behaviors 

which are linked to psychological and emotional stress (Forman, Herbert, Moitra, Yeomans & 

Geller, 2007). CBT theory is based on the premise that mental disorders are maintained by 

maladaptive thinking. The application of the therapy involves various techniques which aim 

to target distorted and dysfunctional cognitive, and make positive changes which relieves 

symptoms. The meta-analytic literature on the efficacy of CBT for depression and dysthymia 

showed mixed results with some research reporting strong evidence and others suggesting 

weak support (Hoffman, Asnaani, Vonk, Sawyer & Fang, 2012).  

Interpersonal therapy (IPT), is a time-limited, dynamically informed therapy which focuses on 

interpersonal relationships as the point of intervention (Stuart & Robertson, 2003). IPT is 

underpinned by attachment theory, communication theory and social theory and uses these 

frameworks as a holistic way to understand and address the patient’s mental distress. The 
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therapy holds with the biopsychosocial model of mental disorders, ie that they develop due to 

a combination of interpersonal, biological and social factors (Stuart & Robertson, 2003).  

Less commonly used talking therapies for major depression are Acceptance Commitment 

Therapy (ACT), Mindfulness based-CBT (MBCT) and behavioral activation (BA). The 

evidence for these therapies so far suggests these therapies are at least as effective as other 

talking therapies (Forman et al., 2007; Roth & Fonagy, 2007).  

Research typically tests medication vs therapy or those combined vs medication or therapy 

alone. The results reliably show therapy to be an effective treatment for major depression. 

Although research has started to identify particular variables that can predict depressive 

disorder course and outcome, there remains a large amount of uncertainty with regards to 

prognosis (Hersen, Turner & Beidel, 2011). 

In summary, Major Depression is a serious mental illness which has various causative factors. 

Major depression significantly impacts on people’s quality of life and daily functioning. 

Major Depression disproportionately effects Māori. It is also highly correlated with suicide. 

The evidence shows treatment for depression should include both medication and therapy.  

2.4 Aim of this masters research thesis 

As clinical guidelines suggest therapy as part of treatment for major depression, it is 

important to examine a) what motivates people who have been diagnosed with Major 

Depression to participate in therapy, b) what their experience of seeking help for depression 

has been like and what has led them to make this decision, and c) what they expect to gain 

from taking part in therapy. 

This thesis will explore people’s expectations and ideas about psychotherapy, as well as their 

motivations and reasons for electing to participate, prior to entering a study which provides 

Interpersonal and Social Rhythm Therapy (IPSRT) for people who have experienced Major 

Depression, either Unipolar or Bipolar Depression. Qualitative Data will be collected in 

relation to the participants understanding of how the illness should be treated and why they 

think therapy will be helpful.  

The rationale for this research thesis is to gain a better understanding of the beliefs and values 

people have around therapy from the participant’s perspective. It is anticipated that this new 

information will provide insight into how and why people start therapy as treatment, as well 

as their motives for treatment thus provide information and person centred rationale for 

clinicians to enable timely and effective engagement in this evidence based treatment. 
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 Chapter 3: Methodology 

3.1 Research Question 

What influences people who have experienced a major depressive episode to take part in 

therapy as treatment? 

3.2 Qualitative Research 

Qualitative research as a term refers to both a type of research methods (ways of collecting 

and analysing data) as well as a distinct paradigm from which to conduct research. Firstly, the 

paradigm of qualitative research will be described, followed by an explanation of why it was 

selected to address this research question. Then the specific methods for data collection and 

analysis used will be described with rationale.  

The design of the study is described along with how the selected research methods were 

adhered to and utilized to produce the qualitative research results. The design is explained in 

detail to allow the reader to understand exactly how this research was carried out with a 

sufficient amount of detail that if someone were to repeat this research they could do so with 

ease. 

Qualitative research as a paradigm is made up of various assumptions, beliefs and factors. The 

most fundamental of these which underpins all qualitative research is the idea that there is not 

only one accurate truth or reality. Rather, qualitative research allows for multiple versions of 

reality within one experience, or even one person, which is linked to the complexities of the 

context in which those experiences occur (Braun & Clarke, 2013). It is widely accepted by 

qualitative researchers that knowledge should be considered within the context from which it 

is created. The context refers to both the context of the data collection and the wider socio-

cultural and political contexts of the research.  

Key elements of the qualitative research paradigm, as described by Silverman (2005) are as 

follows.  People’s words and descriptions of their experience are used and valued, and the 

idea that data cannot be fully made sense of outside of the context of which it occurs. For 

example, qualitative researchers would prefer to use data from people’s real life experience, 

as opposed to conducting an experiment that creates an artificial experience. Another 

important influence is the interest in meaning behind individual’s experience, rather than 

measuring and reporting information.  Qualitative study takes an inductive, theory generating 

approach and embraces the notion that researchers inherently bring subjectivity to the 
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research. They are not placing themselves in the role of the ‘unbiased scientist’. It is accepted 

that the qualitative researcher will bring their own unique perspectives, worldviews, 

experiences, beliefs and politics to the research, which is not necessarily considered a 

weakness (Silverman, 2005).  

The emergence of this flexible style of research can be seen as oppositional, additional or 

complementary to the more objective and traditional quantitative research (Braun & Clarke, 

2013). Qualitative research has been criticised by some for being ‘unscientific’ as it lacks the 

clarity and control of quantitative research, which historically has been given more 

importance in academic studies of social sciences. The quantitative researcher looks for cause 

and effect, uses statistical analysis, and aims to produce objective realities (Braun & Clarke, 

2013). However, the unique ability of qualitative research to find meaning and consider 

context is very useful in the mental health field, for developing new knowledge in complex 

and poorly understood areas (Crowe, Inder & Porter, 2015), like people’s experience of 

seeking help for mood disorders.  

Qualitative research methods are well established in providing original insights and new 

knowledge into complex areas that are poorly understood (Fossey, Harvey, McDermott & 

Davidson, 2002). For the answer to this research question of ‘Why do people take part in 

psychotherapy as treatment following a major depressive episode?’, it was clear that a 

qualitative approach would be the most appropriate. The aim in this research is to find out 

what is happening for people and the process people go through before entering therapy as 

treatment. The meaning behind their experience and the context in which they make this 

decision is of greatest importance to this research. Using a qualitative research method will 

allow this research to tell the story of seeking help for depression, with contextual 

considerations.  

3.3 Qualitative Approach: Thematic Analysis 

Thematic Analysis (TA) was developed in the 1970s and has more recently become a popular 

and well-defined method to analyze qualitative data in the health sciences (Braun & Clarke, 

2006). TA is a theoretically flexible method used to organize, describe and interpret 

qualitative data that allows the researcher to interpret broader meanings from people’s 

descriptions of their experience, in relation to the research question (Crowe, Inder & Porter, 

2015). Data is usually gathered via interviews or focus groups. TA was chosen for this 

research specifically for its ability to allow the researcher to tell the story of people who 

experience major depression who choose participate in therapy. 
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The thematic analysis for this research was carried out using an inductive interpretive 

approach, as opposed to a theoretical or deductive approach. Braun and Clarke (2006) 

describe the ‘inductive’ approach as a form of thematic analysis as strongly based on and 

linked to the data set, in other words a ‘bottom up’ method. This means that the data is 

analysed and coded without a pre-conceived idea of what the themes will be. This form of 

analysing data is entirely data-driven. Although, still of importance is that researchers will 

inevitably be working with their own epistemological stance and cannot separate themselves 

completely from the process, despite their working to put aside their own pre-existing values 

and beliefs (Braun & Clarke, 2006).  

3.4 Design 

3.4.1 Participants 

3.4.1.1 Recruitment 

Participants for this Master’s Research Thesis were recruited consecutively from a large 

randomized controlled trial (RCT) providing psychotherapy for people with Mood Disorders, 

either Major Depressive Episode or Bipolar Affective Disorder, who were recently discharged 

from Specialist Mental Health Services (SMHS). Recruitment ceased once saturation 

occurred. The RCT was called ‘The Enhancing Recovery Study’ (ER study) and was carried 

out at The Clinical Research Unit (CRU), under the Department of Psychological Medicine, 

University of Otago, Christchurch. (The CRU is a joint venture between the University of 

Otago and the Canterbury District Health Board.) The recruitment for this RCT was promoted 

by distributing brochures about the study to CDHB Specialist Mental Health Services 

(SMHS), presenting the study to clinicians at staff meetings, and emailing clinicians at SMHS 

reminding them to refer discharged patients for screening. The study attempted to screen all 

eligible patients. SMHS clinicians were encouraged to refer everyone with a mood disorder 

diagnosis to the ER Study. People could self-refer or be referred via SMHS clinicians.  

Potential participants who made contact with the CRU about the ER study were screened by a 

research nurse via telephone (Appendix A for screening form). Once participants were 

screened and accepted into the ER study, they were scheduled for a day of face-to-face 

baseline assessments at the Clinical Research Unit. On the day of baseline assessments prior 

to starting treatment in the Enhancing Recovery Study participants were given an information 

sheet about the qualitative research being conducted (Appendix B) and asked if they would 

like to take part. If they agreed to take part in the qualitative interview, they were asked to 
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sign a consent form (Appendix C). Participants were then interviewed within the following 

week, before treatment commencement.  

3.5 ‘Enhancing Recovery’ Study 

The aim of the Enhancing Recovery (ER) Study was to test the effectiveness of Cognitive 

Remediation for cognitive impairment in mood disorders, accordingly people in the study 

were given psychotherapy alone or psychotherapy plus Cognitive Remediation. The 

psychotherapy provided was Interpersonal Social Rhythm Therapy (IPSRT). IPSRT is a 

short-term goal orientated evidenced based therapy designed to improve mood disorder 

symptoms by focusing on a combination of interpersonal problem areas and stabilizing social 

rhythms. The therapy was of no cost to participants and delivered by skilled therapists who 

were trained to deliver IPSRT at a high clinical and research level standard. The Clinical 

Research Unit team have been working with people with Major Depressive Disorder and 

Bipolar Disorder for several years and are highly experienced in conducting RCTs using 

IPSRT for mood disorders.  

Cognitive Remediation was in the form of computerized cognitive tasks designed by 

ScientificBrainTrainingPro.com. People were given a personal account to the website, 

including their own login and password. Their therapist could allocate new tasks and modify 

the tasks levels on their participants account by logging in with a ‘master’ account. The 

therapist could also monitor participant’s progress and difficulties in the tasks via the master 

account which recorded data on time practiced, mistakes made, speed of task completion and 

levels completed. Therapists could help participants develop problems solving strategies for 

tasks they found challenging. The therapist also used the games to bridge the gap between 

functioning and problem-solving strategies in the tasks and real life.  

ER study participants received therapy (IPSRT) weekly initially then fortnightly then 

monthly. If they were randomized to therapy plus Cognitive Remediation (CR), the adjunct 

CR treatment was commenced at 12 weeks for a duration of 12 weeks. The CR plus therapy 

group were instructed to utilise online cognitive training for 30 minutes three times a week, 

and the therapist would incorporate their progress in CR into therapy sessions. Participant’s 

medication was managed by a psychiatrist over the period of the study, who reviewed them at 

baseline, six months, 12 months and as required. 
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3.5.1 Enhancing Recovery Eligibility 

The inclusion criteria was a diagnosis of a Major Depressive Disorder or Bipolar Disorder, 

recent (within last three months) treatment for their mood disorder from Specialist Mental 

Health Services, aged between 18 and 65, and either clinician reported cognitive impairment 

or subjective experience of cognitive problems. To establish cognitive impairment people 

were asked if they had any problems with memory, concentration or organisation, or if their 

clinicians considered they may be experiencing problems with those things. 

The exclusions for the Enhancing Recovery Study were a diagnosis of severe substance 

dependence, current or recent electroconvulsive therapy, history of a severe head injury 

(unconscious for two hours or more), recent participation in IPSRT or recent course of formal 

cognitive remediation and any diagnosis of Schizophrenia or Schizoaffective Disorders. 

3.5.2 Master’s Qualitative Research Eligibility  

The inclusion criteria for the qualitative interviews was largely the same as above, as 

interviewees were recruited from the ER Study. The participants for this qualitative research 

were required to meet the criteria for a recent severe depressive episode as their most recent 

episode. They had a diagnosis of either Major Depressive Episode/Disorder or Bipolar 

Affective Disorder. The severity was defined by requiring treatment for the episode by 

Specialist Mental Health Services. Those with Bipolar I or II who had experienced Mania or 

Hypomania as their most recent episode were excluded, as this research focused on people 

entering therapy following a major depressive episode. Some of the interviewees were in 

remission or partial remission, while others were currently depressed. 

3.6 Data Collection 

Semi-structured interviews were selected as the most appropriate mode of collecting data due 

to their usefulness in gaining insights into an issue from the perspective of participants and 

secondly as this method was identified as useful for early stages of researching such topics. 

This style of interview aims to gather focused, qualitative textual information. This method 

provided a balance between the flexibility of an open-ended interview and the focus of a 

structured survey.  

The data was collected using semi-structured interviews with the eligible Enhancing Recovery 

Study participants. A total of 15 participants were interviewed over a period of five months. 

The interviews conducted by the author, ranged from 10 minutes to 43 minutes in length and 

took place in an interview room at the Clinical Research Unit.  
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To begin the interviews the author would introduce themselves, their role and remind 

participants of the purpose of the interview by giving a lay person’s summary of the research 

aim. The participants were showed the voice recorder and explained how the recording would 

be used. People were then given the opportunity to ask questions, before the interview began. 

Participants were given abundant time to answer the questions and expand on their answers. 

Where possible they were asked to expand their answers, describe their answers in more depth 

and give as much detail as they were able about their perspective.  

Interview questions: 

1. Tell me about what motivated you to take part in therapy? 

2. What are you expecting from therapy? 

3. How do you think therapy as a treatment for depression will be helpful? 

4.  Can you tell me about your previous experience of coping with depression? 

5.  Can you tell me about your previous experience of seeking help for depression? 

The interviews were recorded and downloaded producing transcriptions as data. The 

recordings were sent to a professional transcriber.  

The demographic data was collected by pen and paper when participants entered the study. 

This information was entered into a data base and retrieved for this masters research. 

3.7 Confidentiality 

The interviews were recorded and downloaded using ID numbers only. The recordings were 

sent to a transcriber using a secure downloading program, who worked off site. The 

transcriber had signed a confidentiality agreement. The recordings were then deleted and 

transcription was saved to a confidential locked folder on the University of Otago PsychMed 

hard drive. The researcher ensured any identifying information was removed in the interview 

transcripts. 

3.8 Data Analysis 

Once the data was collected in the form of numerically de-identified transcriptions, thematic 

analysis (TA) was used to analyze the data gathered from people’s interviews.  

The process of TA according to Braun and Clarke (2006) involves firstly becoming closely 

familiar with the data, by reading the transcripts several times. Once the researcher is familiar 

with the data, codes are generated by examining the data with the research question as central, 

which means the researcher examines the data while considering what its content is saying in 
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relation to their research aim, not solely the questions asked during the interview process. 

This process includes considering what additional information may be useful in providing 

context to the main focus of the research. These codes are then sorted into categories. 

Following this, the researcher finds themes; that is ideas that can be clustered together by 

relation. Once the themes have been developed, all the relevant data and codes are organized 

into themes. When the themes have taken shape, the next task is to describe and illustrate the 

theme using quote from the data that portray the essence of the theme. The themes are re-

written several times and examined closely until the researcher can inter-relate each theme 

and create a narrative that captures their interpretation of their research data. Although data 

can be interpreted in various ways it is the responsibility of the researcher to provide 

sufficient evidence (quotes and extracts) to support their interpretation.  Lastly, the researcher 

embarks on synthesizing what they have found into a meaningful and coherent explanation of 

the findings which take into account the connection of the themes to each other and context in 

which these findings emerged (Crowe, Inder & Porter, 2015). 

For this thesis, the process outlined above was followed stringently. As the transcripts were 

sent in individually they were skim read and notes were taken about outstanding ideas. When 

all 16 of the interviews had been obtained, the transcripts were copied and pasted into a table 

and printed out. Reading through them several times thoroughly, codes were generated and 

written in pencil on the right-hand side of the page, next to quotes. Notes were also kept on a 

separate document about ideas that were being repeated by participants and how they related 

to the underpinning research question.  

To ensure credibility of the codes, one of the supervisors for this master’s thesis replicated the 

process of generating codes using table format. We both conducted codes separately and 

independently. Both sets of codes were then compared. This was done by writing all of the 

codes on a large whiteboard. Looking at the combined codes on the white board it was evident 

the supervisor and I had identified similar coding words. Using the whiteboard was useful in 

generating categories, as looking at all the codes together on a large board and talking about 

them out loud, the codes were able to be numbered to create broad categories.  

Following the creation of categories, the process of constructing themes by grouping together 

ideas that appeared to be related, themes were created by again re-reading the interview 

transcripts with the categories in mind and contemplating how the data relates to the research 

aim. Again, these theme titles were written on a smaller white board, and underneath category 

names, codes, and stand-out quotes were written on post-it notes and placed under the draft 



 26 

themes. This whiteboard was referred to while writing a summary for each of the themes, in 

order to stay orientated to the data while developing theme descriptions.  

The process of explaining the emergent themes was done by writing and re-writing themes, 

changing the order of their presentation, and considering how the ideas within the themes 

relate to each other and combine to tell the story of the participants. The core idea behind each 

theme was considered carefully and in some cases was changed to more accurately reflect the 

essence of the data. An example of this was that initially the themes ‘turning point’ and ‘ 

‘learning new skills’ were under one theme named ‘willingness to change’, however on closer 

examination it seemed people were describing two different ideas – one was becoming willing 

to change, and the other wanting to learn new strategies to facilitate change in their lives.  

Once the themes were solidified the process of illustrating the themes meanings using quotes 

was done by re-reading transcripts and extracting key examples to support my interpretation 

of the data.  

Finally, the synthesis of the themes was written. The illustrated themes were once again read 

through, key related points highlighted and interwoven ideas explained within the context of 

the research project. This identified themes and consequent synthesis was then considered 

with regards to other research.  

The trademarks of rigour in qualitative research are credibility, transferability, and 

dependability (Koch, 2006). To be credible the interpretations should be validated by a 

process of consensus. For this research, a supervisor was able to validate the findings by 

doing some independent own coding and interpretation on 2-3 transcripts. Transferability 

refers to the extent to which the reader can understand the context in which the research was 

carried out, and is able to assess similarities or differences in contrasting practice settings. 

This research has endeavored to outline the exact process which took place to obtain the data 

and under the specific conditions the research was carried out. Lastly, dependability involves 

providing enough information about how the data was collected and analyzed to allow the 

process to be followed. The way in which this research was carried out is explained in detail, 

as well as the use of direct quotes from participants, to ensure dependability.  

Ethical Considerations 

Ethical considerations were considered when undertaking this research. The possibility of 

participants becoming distressed was considered and addressed by providing support 

throughout interview process. Participant’s mental state and wellbeing was monitored 

throughout interview and opportunities to take breaks were offered. Privacy, anonymity and 
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confidentiality was ensured and this was communicated to participants. Informed consent was 

obtained by explaining the study process to participants, providing a detailed information 

sheet and answering any questions participants had.  These ethical considerations were 

discussed with the Masters Supervisors. Ethics approval approved by Health and Disability 

Ethics committee. See Appendix D. Ethics approval reference is 16/NTA/64/AM04. 
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 Chapter 4: Findings 

4.1 Demographics 

There were 16 participants in this study. The group consisted of eight females and eight 

males. The participants for this study ranged in age from 21 years to 55 years. The diagnosis 

distribution was ten people with Major Depressive Disorder, four people with Bipolar II 

Disorder, and two people with Bipolar I Disorder. Three of the interviewees had engaged in 

self harm within the previous 12 months. Nine of the group had attempted suicide in the past, 

with five of those people having attempted suicide within the previous 12 months. The 

ethnicity of the participants was as follows; 12 New Zealand European, two Māori, one 

Samoan and one Bengali.  

4.2 Themes 

This chapter will summarise the themes then will go into more detail describing the themes and 

illustrating their meaning using quotes from the transcripts of semi-structured interviews with 

participants. Table 4.1 sets out key themes identified using categories formed from the raw data. 

Table 4.1. Research Themes 

CATERGORIES THEMES 

Not fully better although meds help 
Mainly medication as previous treatment 
‘Just’ medications 
Limited education about anti-depressants 

Medication was not enough 

Rock bottom 
Suicidal 
Turning point 
Open to new ideas 
Can’t do it on my own 
Took on a suggestion 

A turning point 

 Why Therapy? 

 Why Therapy sub themes 

Being understood / heard / seen 
Am I normal? 
Someone objective listening 
Not being alone 

a. Talking to another: getting it out 

Learn why I get depressed 
Make sense of experience 
Am I crazy? Am I normal? 

b. Making sense of experience 

Need new skills 
Learn ways to cope 
Improve relationships 

c. Learning new skills 
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4.2.1 Medication was not enough 

During the interviews when asked about previous experiences of seeking help for depression 

people frequently reported being told they needed medication. While some people found 

medication helpful in their recovery from a depressive episode, most people found medication 

was not enough to sustain recovery or completely resolve their depressive symptoms. Also, 

people reported they were not given adequate explanation about this treatment, or treatment 

alternatives.  

4.2.2 A Turning Point 

This theme was created to describe the common experience people with depression appeared 

to have; they reached a place mentally or emotionally they could no longer tolerate. People 

often talked about a ‘rock bottom’ of sorts, where they either experienced suicidal thoughts or 

attempted suicide. Alternatively their functioning was significantly impaired. People talked 

about feeling like they didn’t have the resources alone to navigate their illness or something 

difficult in their life. Commonly people described feeling like they have ‘nothing to lose’ or 

felt like they were at a ‘turning point’. This stage is what lead to people having an openness 

and willingness to seek therapy as a treatment. Receptivity to new ideas was increased, and 

usually there was someone in their life that introduced the idea of therapy.  

4.2.3 Why therapy? 

4.2.3.1 Talking to another: Getting it out 

This theme encompasses the participants need be supported, listened to and be able to talk 

about their experience. Some people had previous experience with counselling or therapy to 

base their expectations on. However, whether someone had participated in therapy or not, the 

majority of participants could foresee the value in the process of talking to another person. 

The idea of talking out loud about thoughts and feelings - that is to make the internal, external 

was perceived to be potentially useful. The therapeutic benefit of being heard and seen, by 

someone who understands, yet is objective was important to people. Also, people said they 

wanted to talk with someone who has clinical and academic knowledge about depression. 

4.2.3.2 Making sense of experience 

This theme encompasses the idea that people want to have a better understanding of their 

illness and give meaning to their challenges. People wondered why they were experiencing 
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depressive symptoms, or didn’t know they were depressed.  They wanted help to learn how 

they could recognise signs of depression and prevent getting so unwell again is the future. 

People expressed being driven to better understand themselves within the context of 

depression, and wanted answers to such questions as “Am I normal?” and finding out “What 

is wrong with me?” 

4.2.3.3 Learning new skills 

One of the reasons participants wanted to seek help from a therapist was to learn new coping 

skills. The desire to learn something new in order to change their lives was talked about 

frequently, whether it be new ways to deal with relationships or improve their overall quality 

of life. When people were asked what they wanted from therapy, they would talk about why 

they believed they were depressed and what they thought they needed help to work on. The 

majority of people wanted new strategies, skills,  and tools to help them cope. While some 

were uncertain about what exactly they wanted to learn, others identified specific areas they 

wanted to explore in therapy.  

4.3 Medication was not enough 

This theme is used to express the experience of participants finding medication alone as 

treatment was in sufficient in treating their depression. Participants were asked to talk about 

their previous experience with seeking help for depression and how this led them to seeking 

therapy. One of the common themes to emerge was the scenario where people were 

encouraged to seek help by a friend or family member, where they were offered/prescribed 

anti-depressant medication. The participants usually either presented to their general 

practitioner (GP) or SMHS depending on their circumstance or severity of episode. The large 

majority of participants were prescribed medication at their first contact as the primary or 

only treatment option.  

One participant during a severe major depressive episode presented to the GP and was given 

an assessment which they perceived as inadequate, before being prescribed an anti-depressant 

called Citalopram. There was reportedly no education provided alongside this medication 

recommendation: 

So when yeah the first time I went to the doctor, I was only in there for a about 
five minutes, he goes “yeah you’re depressed – here is a prescription for 
Citalopram. (ER037) 
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In this scenario the person did not experience an improvement in depressive symptoms after 

taking this medication for some months, and later went through a process of changing doses 

and of trying various other anti-depressant medications which they found frustrating. They 

felt as though this process had wasted their time, because the medical advice they had 

received placed emphasis on pharmacological intervention and it had not had the positive 

expected outcome. Despite considerable time trialling antidepressant medications, the 

participant had not incorporated additional treatments for their depression.  

…So taking that.  Then it was months.  And also because we found out later on 
that people obviously react differently to different medications so… and I went 
through months and months of Citalopram up to whatever max I was allowed or 
something and then went to go see another GP and they said “Oh this isn’t 
working, we can give you this now” and so when I came off the Citalopram and 
went on the Venlafaxine I kind of went right back to where I was at the start so…It 
was terrible, I hated it because I felt like I’d just wasted the last six months doing 
nothing, not even getting better because the medication wasn’t right. (ER037) 

The experience of this participant was that they did not take further help seeking action, until 

they had a serious suicide attempt. Following the suicide attempt they were in the Intensive 

Care Unit, where SMHS became involved, who recommended psychotherapy once 

discharged.  

Some participants’ initial idea around medication is that it would be immediately effective in 

treating their depression. However, after some experience with taking medications this idea 

was altered: 

I haven’t really had any treatment for depression in the past.  I mean I tried 
antidepressants once, just try and get out of it quickly. (ER022) 

While some found it completely ineffective, some found it vaguely improved severity or 

intensity of some symptoms but didn’t provide the results they expected or needed in order to 

recover more fully. Participants talked about mediation numbing them. They reported feeling 

flat and disconnected. Some noticed taking certain medications while reduced their sadness or 

helped sleeping problems, it took away the spark from life and reduced enjoyment from things 

they previously enjoyed.  

…Oh well, I used to think, up until recently that yeah it was helping with the 
sleep, it was helping during the day but it kind of numbed me from feeling and I 
had other people that I’d known that had taken like Citalopram and stuff as well, 
said the same thing, it kind of, it yeah, it just sort of it was weird…like I used to 
love playing darts you know, I used to be really good at it and can’t concentrate 
enough to do it but I kept going but I didn’t get the same sort of not butterfly 
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feelings but that type of sort of excitement about going even though I knew that I 
loved going to play and just a lot of other things, yeah I wasn’t really, I’d do these 
things, go out with family or whatever but I kind of just felt just numb like I was 
just there basically so I used to think that played a big part but yeah now I’m not 
too sure, I think they do still help. (ER037) 

There was a general sense of frustration by participants who perceived treatment focus was 

largely on medication when they themselves felt it either wasn’t effective or wasn’t relevant 

to what they were experiencing. Most participants willingly took antidepressants and saw they 

were helpful for some aspects of depression, although expressed feeling excessive focus on 

medication as treatment was disheartening, and the discussion around their mood was limited 

to how the medication was working.  

I kind of just gave up on that whole idea of just… going back to the doctor and 
then [them] telling me to organise my own medication.  I sort of was like “OK I’ll 
just try that myself then”, they obviously want me too.  But they gave me the 
dosages and sort of what to do but I had to juggle it till it was right, so I had to 
chop the Quetiapine, pick up more Mirtazapine at night up to a certain amount 
and stuff and for a while I had it right, well thought I had it right so that’s, so 
that’s yeah sort of where I left it and I just went back to the doctor to get a 
prescription basically. (ER024) 

Another participant who had been taking part in counselling and was depressed, was advised 

to seek help from a doctor presumably due to severity of mood symptoms or risk. They went 

with the intention of finding out about medications as an option for treating their depression 

and were irritated by the haste at which they were given a prescription and lack of education 

provided: 

…I guess the first time I went to a GP about it, it’s because I’d just seen a 
counsellor and they really kind of urged me to go talk to a doctor.  So I went to 
the doctor and I asked about information about different types of antidepressants 
because I wanted to get some more information about side effects and what other 
options there are and she just almost immediately printed me out the prescription 
for at the time it was fluoxetine without any kind of explanation or anything.  And 
I was just sent off with this script and no explanation or anything I was just really 
pissed off I guess that someone would just hand me a prescription for something 
without meeting her for the first time for five minutes and not answering any of my 
questions.  That really pissed me off.  It kind of put me off going to the doctor. 
(ER020) 

Participants who were recruited for this study had recently been discharged from SMHS, 

although for many they had years of experiencing depression and years of experience with 

seeking help for depression. Some of the participants had trialled various medications and had 

several contacts with services which for the most part provided treatment which was based on 



 33 

medications, creating a cycle of mood episodes, then change in medications, some 

improvement then further mood episodes and medication changes. However again, while 

helpful, not sufficient.  

I’ve been on antidepressants for years.  Well on and off antidepressants for years, 
but only with my diagnosis I’ve been put on to proper medication…[That is] good.  
I don’t know if I’m on the maximum dosage or the dosage I’m meant to be on.  It’s 
helping with my mood swings a little bit but not overly, like I’m still, my moods 
are still quite bad at the moment so. (ER032) 

The following participant’s views of previous experience of seeking help were largely 

negative, as she had felt her experiences with depression were dismissed in the process of 

being prescribed medication. Although they recalled having psychological input as a helpful 

experience.  

It's all shit to be honest.  … They just up my medication.  I mean I didn’t get 
properly diagnosed until last year, the year before I can’t remember so it was 
hard to get someone to take me seriously in the first place anyway….I ended up at 
Hillmorton for a couple of sessions there….Just medication and sent me on my 
way pretty much that.  For the first time, the second time I got to actually talk to a 
psychologist and she was quite helpful. (ER032) 

People gave descriptions about why they believed they required more than medication to cope 

with their mood disorder. Some participants who had experienced depression for a long time 

period found it difficult to separate themselves from the depressive symptoms. That is they 

couldn’t identify what was depressive symptoms from what was them. They had learned to 

feel their experience with depression was a normal part of life. The idea that this chronic way 

of feeling and thinking could be changed by taking a medication did not make sense to this 

participant. 

I feel myself that I’m really caught up in my identity is, a lot of who.  I relate to 
the depression so much that I find it hard to imagine who I am without it and it's 
something I’ve sort of been talking about it lately with my family and so their, will 
hopefully be able to learn to differentiate them and can separate who I am from 
that and maybe that will help me get a better control on top of life and me 
manging what’s happening…I don’t really, as I was saying with my identity sort 
of being caught up in that I think that’s a big problem.  I don’t really understand 
how medication could really separate a lot of things out but yeah… (ER022) 

Lack of follow up for people on anti-depressant medications was reported to have 

prevented it from being an effective treatment also. 

I just went to my GP and I got Fluoxetine and I had some counselling sessions 
there as well, not like professional, chat to the counsellor that was about all but I 
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had maybe three sessions.  Talked to them about…Yeah they just had a little 
service attached to it… And then so I just wanted something medical, I had just 
three sessions that was about it and then went on the medication for probably 
about six months in the end and then stopped taking it. (ER037) 

The following quote was from a participant who described medication as a ‘percentage’ of 

potential helpfulness as treatment. Although they felt for them to get some recovery from their 

mood disorder they would need to do personal work in therapy including finding out why 

they are depressed and looking more in depth at their experiences. They also thought 

medication, if effective, may help them feel less fragile, although had not yet found this 

benefit from their current medication regime. They thought perhaps medication could provide 

a foundation for more in depth exploration in therapy;  

I think it’s helpful but I think medication kind of solves about 10% and 90% is 
therapy and figuring out why it is there, looking at those issues but it would 
definitely be nice to have a medication that did it’s 10%.  Just so it would make it 
a little easier to deal with the rest of the 90%.  But at the moment the medication 
that I’m on currently really isn’t. (ER050) 

Interviewer: What do you think’s in that 10%? 

I think the stabilising so when I do get low I don’t get as low.  Well not so much 
that but more like when I’m okay not being as fragile as I am, I don’t expect it to 
completely make me better because that’s not going to happen.  But it's more like 
when I am doing okay it would be nice if that okay was I’m doing okay (positive) 
rather than I’m doing okay (negative). (ER050) 

In summary, the participants interviewed described benefitting partially from medication, 

however reported problems with the focus of treatment being mainly on medication. Some 

thought there was not enough education given about the medication. Participants did not find 

medication to be sufficient on it’s on to treat their depression, and needed something more 

from treatment. 

4.4 A Turning Point 

This theme describes participant’s experience of reaching a state which made them open and 

willing seek further help. People often experienced thoughts of ending their life or had 

attempted suicide, or they felt they couldn’t continue to live as they were. This feeling of 

being at one’s lowest point with their depression, is what motivated them want to start 

therapy.  
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I felt pretty low and pretty desperate.  I felt quite suicidal.  Just felt like I wasn’t 
going to be able to come out of this one. (ER048)  

Another person illustrated this feeling of being motivated by their pain.  

…Like I said I’ve got nothing to lose.  I’ve got nothing to lose from this.  I’ve been 
at the lowest, you know, I tried to end my life so I’ve got nothing to lose.  I’ve got 
everything to gain from all of this. (ER017) 

People described coming to the end of their own resources and after seeking SMHS care for 

their mood disorder (often treatment sought following a suicide attempt). They saw they 

would need to make some changes to prevent that happening again. This person had an 

awareness about themselves that if left to their own devices, they would have ended up 

repeating destructive behaviour.  

Well after the overdose if I didn’t come in, I would have just ended up doing the 
same thing over and over again and I would have been back, it wouldn’t have 
helped because I would have ended up back overdosing or something again.  So 
that’s when… and the psychiatrist too did mention this program and suggested as 
well. (ER037) 

As explained by this participant, the belief that the changes needed wouldn’t come from 

themselves, led to them seeking help from someone else via therapy. 

Yeah but if you ask me specifically why would I engage in any therapy then I think 
it's because there seems to be like something I can’t fix myself and so I value the 
potential result of somebody’s point of view. (ER027) 

The following quote is from a person who had a chronic mood disorder and was feeling 

hopeless, despite receiving treatment for years on and off. They had expressed only deciding 

to try therapy because they felt desperate and were reflecting on collective advice that to 

move forward they should try therapy.  

I have struggled all my life and I feel like the older I get the more I really push for 
answers, and push for help and I feel that this is one of my kind of last ditch 
efforts because from what I gather, what I’ve been told over the years, there’s not 
much else I can do… (ER032) 

A frequent response from participants when asked why they thought therapy would be 

helpful, was that it was not their idea and someone had suggested it to them. The suggestion 

of getting therapy usually followed the participant attempting suicide, or being obviously 

severely depressed and in need of intervention.  
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It was a push from my family.  I got very suicidal when I was heavily pregnant to 
the point where I turned around and said I would do it. (ER032) 

The presence of a crisis or ‘rock bottom’ created the opportunity for people to take on 

suggestions and be open to recommendations that may not have been taken on earlier in their 

mood episode/disorder, when they were coping or perceived to be coping.  

Yeah.  It wasn’t really a choice.  I tried to avoid it, but I just was taken to the 
doctor by someone else… I don’t know, because I was trying to get myself, like 
every day I was like, this is the day I will get help, why that or why this.  To be 
honest that’s probably what I would have still been stuck in. (ER038) 

The role of the health professional seemed vital in people’s decision to take part in therapy. 

One person who had previously had a negative view of therapy, perceived the SMHS staff as 

knowledgeable and caring so was willing to take on advice (following a suicide attempt). This 

person had previously been closed to the idea of therapy based on their family’s views, but 

was able to be open to trying it when seeking help from SMHS. 

A really nice lady from the crisis resolution team recommended it to me. She 
seemed to really know her stuff so I thought I should give it a go.  

Interviewer: Did you have some reservations? 

Yeah I did. I thought there was other people worse than me. I felt guilty for taking 
up time. In my family we don’t talk about feelings. Psychologists are a topic of 
scorn and not taken seriously. It’s kind of hard to with a family like that – they get 
inside your head. But then I talked to a nice lady called ****** who said ‘try it 
out, it might be helpful’. She was the first person I talked to and she was really 
helpful. So I thought it can’t hurt. She seemed to know what she was talking 
about. (ER021) 

In summary, this theme describes a part of the process people go through before starting 

therapy as treatment for depression. People usually experience a low point or ‘rock bottom’ 

which brings about the need to seek additional help. People are more open to suggestions and 

if it is suggested they part in therapy, they would be willing to do that. Participants saw that 

trying to cope on their own was not working and thought the next step towards recovery 

would be to start therapy. 

4.5 Why Therapy? 

The last three subthemes were summarised under the heading ‘Why Therapy’ they were the 

main reasons people thought therapy as a treatment option that would be helpful for them. 
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The subthemes were: ‘talking to another; getting it out’, ‘making sense of experience’ and 

‘learning new skills’.  

When analysing the quotes it appeared that people saw talking to someone helped them to 

make sense of experience which lead to identifying coping skills. People spoke about these 

motivations for therapy as separate ideas, which while carrying out analysis appeared to lead 

into one another.  

4.5.1 Talking to another: Getting it out 

The action of talking to another person, more specifically a therapist, was perceived to be 

helpful for a number of reasons. According to the participants in this study, the idea of 

‘getting it out’ or ‘talking it through’ was predicted to be useful by itself, as well as having 

other practical functions.   

There was seen to be a distinct difference between talking to ‘anyone’ and talking to a trained 

professional. The following participant talked about the perceived difference between talking 

to family and friends versus talking to a therapist (an outsider): 

Yeah because then my guard goes up and I get defensive and even though the 
exact same stuff you would probably say it’s an outsider looking in which makes it 
different. (ER032) 

Participants thought they could be entirely honest about everything in therapy, as opposed to 

talking to friends and family. This idea was illustrated by this participant. 

Yeah and you don’t really have anyone, well I’ve got people in my life that know 
about it and stuff but you don’t have any of that sort of neutral person to just let 
everything out. (ER028) 

It was important to the participants to have a relationship with a therapist where they felt 

comfortable and supported. One participant talked about a particularly a painful experience 

she had been keeping private out of fear, and the desire she had to share that with a mental 

health professional such as a therapist so she could work through her depression in an open 

way. 

Yeah I guess when you’re low and you’re depressed you think a lot you think 
about a lot of things.  You have thoughts that probably would scare a normal 
everyday person I guess.  Like the thoughts I had about harming my children.  
And I guess being able to be in a safe environment, an environment that you feel 
like you’re not going to get in trouble.  You know at the time that I was depressed 
I would have loved to have gone to my GP or have gone to someone and say look 
I’m having these crazy thoughts that I want to harm my children that I want to 
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hurt them it’s crazy but I never could have said that because I would have thought 
they’re going to take my kids, they’re going to get authorities to get involved.  So I 
never thought gave it a second thought about telling everyone.  I thought oh my 
god I can never tell anyone about this because they’ll take my kids off me.  
Whereas I can see why a therapy and that kind of stuff for someone who has 
depression is like a confident place to say how you actually really feel you know 
not you’re not trying to hid things.  And I guess that’s how I felt this whole time 
I’m just going to be completely honest about everything because what’s the point 
in hiding things”. (ER017) 

This participant explained firstly the process of talking to someone having significant benefit 

to their mood. Additionally, being required to formulate thoughts into sentences that another 

could understand was thought to have a clarifying effect in that making internal experiences 

make sense to a therapist, it would likely help make sense of the same to the individual. 

It’s good to just… even though you might know something, it’s always good to just 
have that affect you need to hear it from someone else.  And also like just being in 
a room and talking to someone else I think that has a big impact.  I definitely find 
a big impact on my mood.  And yeah, maybe sometimes once you start talking out 
loud you start realising stuff, because to talk stuff, to talk about stuff out loud 
your brain has to completely clear everything out in your head to formulate into 
cohesive sentences…Otherwise you’re just talking inside your head, you don’t 
have to do that, it can just be all over the place so like when you do put into 
sentences and everything sort of comes into place a little bit more, like I said 
before, it’s fragmented, now it’s little bit more joined. (ER038) 

Similarly, while not seeking to just offload problems, the following participant believed in 

talking aloud about what was happening for them, this would help them not only clarify their 

problems, but also work out their own solutions; 

I mean it’s not like I need to get things off my chest, it’s not like that sort of thing, 
but I guess if it was I suppose when you vent, or not vent, when you talk about 
things you listen to yourself so you kind of come up with your own answers, so it 
sort of feels that way. (ER044) 

People had varying ideas about the content of what needed to be talked about in therapy to 

address their mood episodes. This person wanted to firstly make what was inside their head 

outside by talking about it and stated it was their thoughts and feelings that needed to be 

talked about; 

Because your actually getting things out of your head, you’re actually talking to 
someone about it what you’re thinking and what you’re feeling. (ER029) 

Another way people believed talking to someone would be useful is that they would not be 

alone with their problems. This would seem to serve at least two functions; one that they 
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could get more of an idea of the extent of their problems from seeing it through someone 

else’s perspective or hearing it aloud, and the other was to have the support of that person.  

This person described having increased awareness from talking about their mood disorder; 

Already I’m starting to get an idea of just how bad things really are.  Whereas 
because you don’t normally talk about it maybe you don’t notice, it’s starting to 
pile up, I’m starting to think god.  

People thought that by talking to a therapist they would get clarity about the individual causes 

of their depression or the nature of their problems. They also thought that it would be a good 

basis for developing new ways to cope. They felt like they hadn’t received that from previous 

treatments. 

I think being able to talk through stuff helps rather than bottling it up and being 
able to maybe come up with a plan to sort of on how to cope mainly, that was one 
thing I didn’t get from anything up until… from anyone at the moment was sort of 
how to cope. (ER037) 

Also, the idea of explaining their problems to someone who comprehends what they are 

saying, was thought to lead to new and beneficial learning; 

Mostly because if I could explain to the therapist how it is and they really 
understand it they can give me ways to change it or deal with it a little better… 
(ER024) 

In summary, this theme is used to describe the need participants had to be able to talk to 

someone about what was happening for them. They thought talking to a trained professional 

who would be understanding and non-judgement would allow them to work through their 

problems in connection with a therapist. Participants thought the process of talking to another 

would have several benefits – mainly gaining understanding and learning how they can cope. 

4.5.2 Making Sense of Experience 

Comparable to the previous theme that found people believed talking about things helps to 

make them clearer, was the idea that making sense of their experience with depression would 

be valuable. People placed importance on working out why they got depressed. A large 

number of the people interviewed were starting therapy with a lack of understanding about 

what they had been experiencing. Some did not even know they were depressed until 

someone close to them suggested they get professional help. Others knew for a long time they 

experienced depression but had minimal or no understanding of why.  
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The idea that therapy would help them investigate the problems they were having was a 

foundational expectation.  

Just I suppose it will be figuring out what I’m having trouble with. (ER038) 

This participant wanted to find a cause, and as of yet had no comprehension of why they were 

depressed or what depression was; 

Well I mean to better understand I don’t know if there’s a medical thing that’s 
happening in my head, I’m not getting as much vitamin C or whatever, but just to 
know if there’s reasons… (ER044) 

This participant talked about wanting to know why they were depressed when they could not 

see a reason to be (calling it irrational) and found it difficult to cope with the ‘not knowing’. 

Probably make a bit more clarity and to why I’ve sort of been feeling down and 
things like that.  I struggle like I like understanding things when it's sort of 
irrational I find that really hard to sort of deal with so having a bit more idea of 
why this things happening would be nice. (ER030) 

The following participant believed they had a relatively good life and that this made it hard to 

understand why they were experiencing depression. They had a desire to make sense of their 

experience by taking part in therapy; 

 “I think one I’ve answered in the first set, yeah…  I can’t make sense of that 
really.  Like when you’re going through those questions the other day, the history 
and I’ve had a pretty good life, so it's hard to kind of rationalise and I think 
maybe it might get teased out a bit more” (ER0030). 

The perspective that experiencing depression was abnormal was apparent in some people. 

They wanted to gain an understanding of why they were ‘different’. This person wanted 

reassurance that they were not alone in experiencing a depressive episode; 

Just peace of mind I guess.  I know I’m not the only one with these issues.  There’s 
lots of people out there with them, but at the same time it’s feeling alone. (ER032) 

There was a sense that people felt separate from others because of their experience of 

depression. Participants expressed not feeling ‘normal’ and wanting to find out why they were 

‘not like other people’. Again, the need to understand was a common goal for people before 

entering therapy.  

I don’t know, don’t really know, I think if I can learn a little bit about myself, what 
makes me think the way that I do, because I’m definitely not like everybody else. 
(ER042) 
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Again, in the following person’s interview, they thought they had lost sight of what was 

normal, describing having suicidal thoughts as being standard for them at the time of being 

depressed. They had become accustomed to feeling down and didn’t actually believe they 

needed help while they were depressed. It was the input of a doctor who brought about 

treatment. Thus part of their motivation for taking part in therapy was to find out what is 

considered ‘normal’, as well as the need for improved stability and functioning. 

I suppose with what’s really, I’m not sure, maybe with what’s sort of like normal. 
Yeah and being able to just function better I reckon because then I’ve had a lot of 
up’s and downs for years…I was at the point of feeling quite abnormal like 
suicidal thoughts were almost like normal…it all just felt normal for me so and of 
course I wasn’t that keen on any intervention as such and it's just been by chance 
really that I actually got put into hospital because one particular time the doctor 
put me in …so yeah. (ER029) 

Another example from this participant, who was vague with regards to specific expectations 

from therapy. 

And I hope it will just be easier to kind of like function like a normal person.  
Other than that I just don’t know. (ER020) 

This participant described the need for more self-awareness as something they would like to 

establish in therapy. They had come to believe their thinking while depressed was normal and 

it was only by saying it out loud they could gain a new perspective on their thoughts. They 

indicated it would take time to explore their thoughts. 

I guess like talking, just help explore areas that I haven’t thought about and also 
look back and give me strategies I can’t think my way out of it but I could be 
hopefully more self-aware. I’ve done a lot of things like have someone to reflect to 
me what I’m actually saying because I might not realise the full impact of things.  
I might be saying something that is really bad and people would say you’re really 
depressed if you’re thinking like that but I might not think that myself. You know 
what I’m saying, so when I’m thinking those things I don’t think it's abnormal.  I 
think it's a normal thing to say. (ER022) 

This theme can be concluded by people needing to talk about their experience with a therapist 

in order to make sense of what is happening in their mind and life. People wanted to be able 

to separate themselves from their negative thoughts or their negative experience. They wanted 

to get some clarity around how depression was impacting on them and believed talking to a 

therapist would be a useful way of achieving this.  
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4.5.3 Learning New Skills 

When people were asked what they wanted from therapy, people talked about what they 

perceived as their main problems contributing to their low mood. This gave valuable 

information about what they were struggling with. This theme summarizes part of what this 

group of people who had experienced severe depression wanted help with. The idea of 

learning new skills and ways to cope was regularly mentioned in interviews with varying 

levels of specificity. Some had specific areas such as relationships, while others knew they 

needed ‘strategies’ but were not as clear about what those would look like. Others wanted a 

complete overhaul of their way thinking. People generally expected this process would be 

hard and not ‘a magic wand’ or ‘flick of a switch’.  

This participant had some understanding that their childhood trauma had been impacting on 

their behaviours in relationships, and talked about wanting to improve her relationship with 

her husband by learning how to cope with her feelings; 

That comes from apparently well I’ve been told that comes from the abuse and 
neglect and stuff I had as a child not learning to deal with emotions I guess 
properly.  I guess now I would love to be able to know how to do that because it 
would save me a lot of hassle and a lot of problems I have in my everyday 
relations with my husband.  You know when we argue and stuff I’m always over 
the top angry, emotional and that’s because I have that emotional problems and 
I’d love to know how to deal with those things better.  You know I wouldn’t be 
here I guess if I didn’t want to know how to make things better. (ER017) 

Another participant reported wanting to improve their social skills so they could have more 

friends. They were aware this was a difficult thing for them to do, which effected their mood, 

so wanted to use therapy to explore ways of improving this. 

… I’m hoping it will help me sort of be more not so much of a hermit I guess and 
be able to deal with people and be able to make friends and stuff…. I’m not good 
at making friends I don’t know how to.  It makes me uncomfortable. (ER028) 

While some people had a desire for an automatic easy change, for example ‘flicking a switch’, 

they got a sense that therapy would be helpful in assisting them to cope with their life as it is. 

The idea that they would need to learn how to do this, that the way they have been doing 

things isn’t working so some new ways of doing things is needed. 

…I know it’s never going to happen but it’s sort of like somebody’s going to flick 
a switch and I’m going to be ok.  It’s just never going to happen so learning to 
deal with things the way they are and if I can learn not to beat myself up, if I can 
stop that train of thought I’d be really happy, it would be quite an achievement. 
(ER042) 
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The quick fix idea was something that came up a several times, however underlying this was a 

more realistic idea about their depression and what would be required to work towards 

recovery. There was a recognition that some of the ways they used to cope were not that 

useful. As illustrated by this participant who stated; 

…it won’t be like a magic wand but it will bring me to a level where I feel like I 
have made a good improvement like a noticeable improvement and with the 
therapy itself, I guess I just want to be able to find ways to deal with different 
feelings or emotions that don’t involve alcohol and things like that. (ER024) 

The most common type of answers were more general in nature and suggested people had not 

identified specific areas they wanted to learn to deal with. Although several responses 

involved wanting tools to cope with depression explicitly. 

Well hopefully just some tools to better help myself get out of slumps kind of thing. 
(ER044) 

This person described wanting help with managing their depression specifically also. 

I just want help. I want to be able to manage this [mood disorder] I guess 
somehow. (ER028) 

This person was also vague about what exactly they wanted but thought it might useful to 

have help with their thinking around daily life. 

Possibly just some tools to help me kind of deal with things like that on a day to 
day level, I can’t calm my thoughts and things like that or rationalise them. 
(ER030) 

As well as talking about problems this participant expressed the expectation that they will not 

only be learning new ways to cope, but that they will have to incorporate these into their life 

by practising them: 

To discuss issues that I have and discuss what’s been happening with me - and 
also to take on, you know to be able to practice the coping mechanisms and stuff 
like that as well. (ER038) 

When participants considered what they wanted from therapy, they reflected on how their 

mood episodes had impacted on their lives. This person felt like they had been disadvantaged 

by their depression in most areas of their life so wanted to have made progress in their goals, 

as well as wanting to learn to get enjoyment out of life as the outcome at the end of therapy.  
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Well I mean in terms of some sort of end results … I would like to, I feel like I’m 
held back really in most aspects of life by a negative outlook and so ultimately I 
would like to be able to enjoy things more and to I guess achieve more. (ER027) 

Participants appeared to be overwhelmed by their experiences and therapy seemed to them an 

important treatment to take part in, as they would not be alone with their problems and fears. 

The solutions or skills they sought were not thought to be available to them if they were left to 

work it out alone. 

Yeah, different skills to learn how to deal with it like the anxiety.  And learn how 
to probably communicate better with people in general. And just generally see 
what the therapist thinks is wrong with me, for lack of a better word… And just 
why it’s so much panic or fear for going out…Just better skills to cope with my 
anxiety and that. Learning to, I don’t know, learning to recognise when the 
anxiety’s maybe coming on or something.  To maybe do something about it before 
it turns into a full-blown panic attack or something. (ER026) 

This theme can be summarised by the idea of participants wanting to learn new skills and 

strategies to be able to cope, whether that meant specific skills like social skills or learning 

how to recognise patterns or signs of becoming unwell. Participants believed taking part in 

therapy would help them to identify and practice new skills which would improve their 

depression.  
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 Chapter 5: Discussion 

5.1 Synthesis  

The aim of this research was to investigate the experience of people who had experienced a 

major depressive episode entering therapy in order to better understand their motivations for 

choosing to take part in therapy as treatment. The findings from this research will now be 

synthesised and considered within the context of other research. 

This research found that people who had experienced a major depressive episode and were 

wanting to start therapy, underwent a distinct process; experiencing medication as inadequate, 

hitting rock bottom (bringing about a turning point) and then seeking therapy because of the 

belief the connection with a therapist will provide clarity, understanding and new strategies. 

The stages outlined what happens for people with major depression to make them ‘ready’ to 

start therapy. This process generally started when they were unwell and sought help from 

medical professionals, and the treatment offered to them was psychiatric medications, usually 

an anti-depressant. Although people’s experience varied with regards to efficacy of 

medications the consensus for this group of people was that medications were not enough to 

treat their mood disorder.  Not only was the pharmaceutical treatment itself insufficient, but 

people found the manner in which it was prescribed frustrating or lacking important 

information around side effects and expectations. After taking medication as treatment 

participants usually experienced a continuation of depressive symptoms, brief recovery then 

relapse or repetition of low mood patterns which included suicidal ideation or suicidal 

attempts. This led to a trend of people reaching a turning point, where they felt they couldn’t 

continue to live with their depression and were thus motivated to seek additional treatment. 

People felt there was more to their depression than a chemical abnormality. This turning 

point, the state of desperately wanting change facilitated the emergence of the idea that taking 

part in therapy would be useful. At this stage of the process people believed talking to an 

educated knowledgeable and objective person such as a therapist would be helpful in treating 

their depression. This belief was often facilitated by a person in their lives, family, friend or 

health professional, introducing therapy as a possible helpful option.  

People expressed thinking that they could not deal with the problem (their low mood) on their 

own. People thought they needed to be able to connect with someone to talk to about their 

problems who was not a friend or family member and who could commit to systematically 

and continuously focusing on their depression and the causes and impact with them. People 
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had come to question what was normal and perceived therapy would assist with examining 

this for themselves.  

People wanted to use therapy to firstly have the support of another person, which would help 

them clarify what was happening for them, and also make sense of their experience of low 

mood. The general belief was that if people could work out why they were depressed and 

increase their understanding of their experience they would be better prepared to deal with it. 

People also saw that being able to take part in therapy would allow them increase their overall 

self-awareness and develop appropriate coping strategies which would help them with their 

recovery from depression. People recognised that their depressive episode(s) was related 

closely to their lives and identities thus needed to examine their depression within that context 

if they were to take control of their lives. The idea that people needed new coping strategies 

and tools came up again and again, showing people were motivated to find new ways of 

dealing with their mood disorder and that therapy was a logical step to take in order to 

develop effective skills. Often, clinicians in specialist mental health services suggested 

therapy for people being discharged from services which also impacted people’s ideas and 

motivations around therapy. 

This diagram summarises the findings by showing the process people went through that 

motivated them to start therapy as treatment after experiencing a major depressive episode.  

 
 

These findings can be considered within the large body of research around people’s experience 

for seeking help for depression. 

5.2 Findings in relation to the literature 

As stated in the introduction to this research there is minimal research around people’s 

motivations and expectations prior to entering therapy. The literature to date has mainly 

focused on peoples expected outcomes of taking part in therapy – that is asking ‘to what 

extent do you think this will help you?’ and research has scales to measure the answers to this 
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question (Greenburg, Constantino & Bruce, 2006). Whereas this thesis research aimed to find 

out why therapy was perceived to be a helpful treatment option and what motivated people to 

take part using a qualitative framework, which has not yet been carried out in adults. 

Following will be a discussion about the findings of this thesis in relation to existing relevant 

research, in the same order the themes were presented. 

5.2.1 Emphasis on medications 

The theme ‘medications were not enough’ can be considered within the current clinical reality 

that both primary and specialist health services have a high rate of prescribing anti-depressant 

medications for people diagnosed with major depression (Wilkinson and Mulder, 2018). 

Given that research has found depression has various causative factors, it is not surprising that 

people who have been treated with medications alone have experienced this to be inadequate. 

The essence of this theme appears to be linked to the tendency for health services to 

conceptualize depression as predominantly biological in nature. The current Australia and 

New Zealand Clinical Guidelines (Malhi et al., 2015) advise therapy for mild major 

depressive episodes and a combination of therapy and medications for moderate-severe cases 

of major depression. Despite these recommended clinical guidelines indicating medications as 

part of an overall treatment plan, people’s experience is that medication is often the main 

focus of treatment. Although medications are strongly indicated in this severe mood episode 

group, evidence also shows the reality of medication use in this group has other complexities 

i.e. medication adherence and other challenges including side effects, stigma and general 

efficacy.  

Wilkinson and Mulder (2018) found that New Zealand is the eighth highest consumer of 

antidepressants per person in the OECD based on a census by The Pharmaceutical 

Management Agency of New Zealand. According to their research, in 2015, 13% of all New 

Zealanders aged 15 and over were prescribed antidepressants. The census data showed an 

increase in anti-depressant prescribing, but no improvement in outcomes or incidence of 

depression.   

Similarly overseas, a study by retrospect analysis of general practitioner records, found in the 

UK around 80% of people were given a prescription for anti-depressants within the first year 

of their MDD diagnosis (Moore et al., 2009). In these cases the medication was given as a 

long term treatment or as intermittent treatment to patients who experience multiple 

depressive episodes. This same study noted there was a significant increase in prescribing on 

the previous two decades, and noted this trend is similar across other Western nations (Moore 
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et al., 2009). The pattern of increased prescribing can be attributed to an increased focus on 

depressive disorders by health professionals, as well as introductions and promotions of new 

medications, and more awareness about depression as an illness in society (Gibson, 

Cartwright & Read, 2014). The evidence around the regularity and readiness of prescribing 

medication for treating major depression validates the experience of people who describe a 

heavy focus by health professionals when they sought help. To reiterate, medications are 

usually useful for treating severe depression, however they are not indicated as a sole 

treatment.  

A mixed methods study based in New Zealand (Carlyle, Crowe & Deering, 2012) found that 

mental health clinicians working in specialist mental health services perceived their practice 

to be impacted by the dominance of the medical model. The findings showed that when 

formulating a person’s presentation, they considered psychodynamic, cognitive, interpersonal, 

cultural and medical influences, however capacity for treatment options within the service 

were narrower. Mental health clinicians felt treatment options were predominantly medical in 

nature, or behavioural. The study’s findings are important when considering the theme 

‘medication was not enough’ as it appears there is an opportunity for nurses to align the 

treatment they provide with their own beliefs as well as evidenced based best practice 

recommendations. Also, participants from this thesis clearly describe medications being only 

partially effective and wanting something more, which is not routinely readily available to 

them when they seek help.   

It is important to consider this theme within the context of other research about patient’s 

experience with anti-depressants. One mixed methods study found older adults had the belief 

anti-depressants could potentially lift mood and reduce depression severity, although this 

view was tempered by the belief medications provided a partial solution to a multi-factorial 

problem and concerns of becoming dependant on anti-depressants (Bogner, Cahill 

Frauenhoffer & Barg, 2009). Such findings can be related to the ideas captured by the theme 

‘medication was not enough’, as participants in this research also experienced some 

improvement from taking anti-depressant medications, however recognised this treatment 

alone had significant limitations. As previously mentioned, people perceived medications as 

being important, but only partly helpful, and during the time it took to establish effectiveness 

they experienced ongoing mood problems as well as frustration a with lack of alternative 

treatment options. 

The finding that ‘medication was not enough’ has been backed up by a large online survey 

which asked people about their experiences with taking anti-depressants. This survey based in 
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New Zealand found that many people who had been prescribed medications thought they 

were not given adequate information and education. There was a lack of information given 

about effects to be expected, side effects and alternative treatment options (Gibson, 

Cartwright & Read, 2014). This survey reiterated the experience of people not receiving 

adequate information with their prescribing of antidepressants – the most common side effect 

reported was feeling ‘numb’ and ‘disconnected’ from feelings, which had not been 

communicated to patients during treatment discussion. Other common side effects according 

to the 1829 people who responded to the survey was ‘not feeling like myself’ (52%), 

reduction in ‘positive’ feelings (42%), and caring less about others (39%). These side effects 

could easily be seen as a worsening of the conditions that have led to a depressive episode, 

and that the medications are intended to improve. Given these results, it is important not only 

to provide this education when prescribing but to provide alternative treatment options (such 

as therapy) if people discontinue medications for these reasons.  

The theme of medication not being enough has similarities to a study carried out with New 

Zealand males who had taken anti-depressants which used in depth narrative interviews. This 

study found a number of conflictual experiences in their accounts of using medication as 

treatment. Again, the collective experience of people who have used medication to treat 

depression showed it has an important role in treatment, however poses significant limitations 

and problems which could impede on overall recovery if not addressed by education and 

alternative treatment options. The participants reported themes of finding taking medication 

undermined their sense of personal control, while also allowing them to take control in other 

areas of their lives. They found it enhanced some areas of functioning, while impaired others 

(mainly sexual dysfunction). People described having relief from painful emotions while 

undermining positive emotional animation. There was also conflict between making 

autonomous decisions about the value of medication as treatment versus trusting the 

‘expertise’ of clinicians (Gibson, Cartwright & Read, 2018).  

The findings around pharmacological interventions from this thesis appear to be fairly 

congruent with what is already known about the role of medications in treating depression. 

People credit medications as having a significant role in their recovery from depression, 

however people generally believe they require more than medications to sustain ongoing 

improvement in mood and reduce the likelihood of relapse. The group of participants 

interviewed for this study were at the severe end of the depression scale, and accordingly 

acknowledge medication is an important part of their treatment as their functional impairment 

and/or risk was so high that there needed to be targeted intervention of neuro-biological 



 50 

deficits, in order to facilitate some symptom relief, so that they can then pursue further 

treatment (therapy).  

People were clear that medication was not the complete answer to their problem(s). As 

evidence reinforces, medication is one intervention that can facilitate recovery from 

depression, and participants experience in this research shows if medication alone is provided 

as treatment the consequences can be devastating. 

5.2.2 A Turning Point 

Several of the participants had thought of or attempted suicide prior to starting therapy and 

others had a severe impairment in various areas of functioning as a result of major depression. 

People described not being able to change themselves and needed to look for a different way 

of doing things. One of the main factors that motivates people to take part in therapy, 

according to this research, is the feeling that they needed to make a change. They felt they 

couldn’t tolerate the severity of their depression, which eventually brought them to a turning 

point where they took action to start therapy.  

The findings from this thesis research are comparable to this study which interviewed 

adolescents in Germany with depression (Weitkamp, Klein & Midgley, 2016). Their research 

aim was to explore the experience of young people with depression and their journey into 

therapy. This study found four similar themes, despite the group being at a different life stages 

than the participants in this thesis research. Their first outlined theme was ‘Suffering is 

experienced as overwhelming” where the young people described feeling like they were in a 

black hole, and out of control. The key finding for the youth study was that what they were 

experiencing was very intense. Similarly, the theme in this thesis, ‘a turning point’ 

encapsulated people feeling like they were at a rock bottom and couldn’t fix themselves. 

Secondly, the adolescent participants experience in seeking therapy was the view of therapy 

being a ‘last resort’. The young people starting therapy had a relatively long journey with 

depression and then delay before seeking therapy as treatment. The researchers referred to this 

stage as a ‘tipping point’ usually brought on by additional traumatic experience or a 

progressively unbearable severity of symptoms. Resembling the people’s process in this 

master’s research, they sought therapy as help after a suicide attempt or loss of functioning 

which was a motivating factor to seek therapy.  
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5.2.3 Why Therapy: what people want. 

The thesis finding ‘Why Therapy?’ is comprised of ideas of what people want and need from 

therapy.  

Qualitative research has explored comprehensively people’s experience after taking part in 

therapy. That research will be considered in relation to these findings.  

5.2.3.1 Role of connection 

A key finding from this thesis is that the main attractions to therapy as treatment for people 

who have experienced a major depressive episode is the role of therapeutic personal contact 

with another. People had the desire to connect with another. This is evidenced by the 

outcomes of this research and vast research in the area of psychotherapy outcomes. The belief 

that therapy would be helpful was largely based on the intrinsic value of being seen, heard, 

understood and helped by a trained professional.  

A useful study to consider is a meta-analysis of qualitative research, which aimed to find out 

what the common factors that made therapy helpful for people found various themes that 

could be seen as the value of connection. Timulak (2007) outlined several categories 

including three labelled ‘feeling understood’, ‘reassurance/support/safety’ and ‘personal 

contact’. ‘Feeling understood’ was used to summarise the unique interpersonal experience of 

feeling deeply understood and ‘reassurance/support/safety’ covered accounts from patients 

where they felt accepted and positively supported consistently. ‘Personal contact’ was also 

highly cited as being a factor which had a positive impact and contained the experience of the 

therapist being like a fellow human being, not a ‘doctor’. The research from this thesis 

showed people predicted that having a therapist to talk to would be helpful, although did not 

articulate exactly how in every case. There was a sense that what was internal needs to be 

made external by getting it out, and another person (therapist) was needed for this process. 

This theme sits well within the current literature, which identifies the role of the therapeutic 

relationship as key in producing successful results in therapy.   

Connection has also been identified as an important element in effective treatment for Māori 

with mood disorders. Staps, Crowe and Lacey (2019) conducted qualitative research with 

Māori Health Workers and clinicians examining views on effective treatment elements for 

Māori with mood disorder diagnosis. Their research emphasised the importance of 

incorporating a Māori worldview when working with Māori people and considering the 

person within their wider whanau and community. Also, one of their most relevant findings to 

this theme was the importance of Tikanga Māori in providing treatment. That is incorporating 
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Māori customs such as whakawhanuangatanga into care. This Māori concept places 

importance on connection, relations, and working together. It is needed as a foundation upon 

which any effective treatments can occur. The process of therapy as treatment is more likely 

to facilitate this basis from which to begin recovery and healing in Māori with a mood 

disorder. This is particularly relevant given depression occurs in much higher rates in Māori, 

and Māori are less likely to engage in treatment due to the lack of availability of culturally 

appropriate treatment options. 

Another theme from the previously mentioned study of youth in Germany was ‘Loneliness 

and Isolation’ which was experienced by the young people seeking therapy, which made 

being understood by a therapist desirable. This can be related back to the idea that when 

asking ‘Why Therapy?’ it is the support of another that contributes to reasoning when 

choosing to take part in therapy (Weitkamp, Klein & Midgley, 2016). Participants from this 

thesis research expressed the notion that having someone to talk to who understands would be 

helpful. They distinguished between support of friends and family and a trained professional.  

Additionally, a study carried out in Norway which examined the process of therapy from 15 

patients after finding therapy successful (although this was useful in the general sense, not 

only for major depression), asking their perspective of what was useful found a common 

theme to be their view of the therapist as being ‘wise’, ‘warm’ and ‘competent’ (Binder, 

Holgersen & Nielsen, 2009). The themes of feeling safe, secure and supported were 

consistently seen as contributing significantly to change. They talked about the skill of the 

therapist, for example able to be flexible, personal yet stay professional and maintain 

boundaries and a feeling of containment, which seems to be seen as an essential element to 

people seeking therapy that they are unlikely to find from friends and family. That feeling of 

safety is required to explore deeply all things contributing to depression and be able to go 

through the messy non-linear process of finding out what helps (and what doesn’t). This study 

also found people reflected the therapist’s role in maintaining continuity and hope was 

important. The sense of being embedded in a relationship which was consistent and seen as 

emotionally available, wise and professional, even when the patient was chaotic or unwell 

became one of the most valuable aspects of therapy. One person in their study made the direct 

comparison of the therapist providing security they did not have as a child, which can be 

compared to a participant in this study identifying their mood problems were related to their 

childhood experiences, and wanting a way to overcome them with a therapist, having 

“someone who will not judge me” (ER017). 
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Similarly, a qualitative study from the United Kingdom outlined end of therapy evaluations 

by clients which found the experience of the therapist being interested and understanding was 

helpful in engaging them in the therapy process (Clarke, Rees & Hardy, 2004) which shows 

how important it is to people to have connection with someone when working towards mental 

wellbeing. Their research also outlined other factors related to the relationship between 

therapist and client which were seen as helpful including the feeling of safety, being contained 

and having boundaries was seen as having a positive impact on creating a safe environment. 

This is similar to the participants in this research study, who sought a safe environment to 

explore their depression and perceived therapy would facilitate such an environment.  

Social isolation and loneliness is highly correlated with symptoms of depression (Chou, Liang 

& Sareen, 2011) so it is not surprising that people seeking therapy perceive the connection 

with a therapist and provision of support will be part of what helps them recover from a major 

depressive episode and reinforces the importance of having the need for connection met when 

people are getting help for major depression.  

5.2.3.2 Making sense of experience  

This finding identified the importance of participants wanting help in understanding 

themselves from taking part in therapy. They felt unclear about why they experienced 

depression and thought developing clarity would be a goal met by taking part in therapy.  

The notion that therapy will help people make sense of their experience, could also be seen as 

a way to give their experience meaning. It has been identified in studies of people who have 

had therapy that they experienced therapy as changing their worldview. They talked about the 

therapist examining what beliefs they had about the world that impacted on them negatively 

and worked together to change their beliefs, which gave their experience meaning and made 

sense of why they may have been experiencing problems (Clarke, Rees & Hardy, 2006). This 

helped them create new meaning out of their experiences, make new connections within 

themselves and the world, and see that progressing in therapy was linked to changing their 

views. It was also evident that the ability for people to make these connections and become 

aware of what was happening for them was seen as an accomplishment in itself (Clarke, Rees 

& Hardy, 2006). There are similarities here between this thesis finding about what people 

wanted from therapy, and the reflections of people who found therapy useful. This would 

suggest that the expectations of people seeking therapy are realistic and their needs are likely 

to be met by taking part in therapy. 
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Clarke, Rees and Hardy (2006) also described a theme where people talked about therapy 

being a place to ‘test things out’; which combined a sense of people developing a clearer 

sense of their problems so they could practice actions towards problem solutions. This 

suggests that the expectations of participants from this thesis are likely to be met, as they 

wanted therapy to help them understand themselves. 

A study using a qualitative meta-analytic method to examine psychotherapy experiences of 

helpful events in therapy found that in all studies reported ‘awareness, insight & self-

understanding’ were cited as impacting in a useful way (Timulak, 2007).   

This was also identified in a previously mentioned study by Weitkamp et al. (2016) where the 

where young people expressed a pervasive notion that they didn’t understand why they were 

depressed, captured by the theme ‘Struggling to Understand the Suffering. The feeling of not 

knowing why they were having this experience was perceived as difficult as the depression its 

self. Participants from this master’s research also described being stuck from a lack of 

understanding, in that they could not make sense of what was happening for them, which also 

made it hard to identify what would help them recover.  

It has been suggested that one of the reason’s therapy is helpful for people with mood 

disorders, regardless of the modality, is it provides the person with a framework or 

conceptualisation from which to understand the problems associated with their experience of 

mood disorder (Miklowitz & Scott, 2009). This is congruent with what people are wanting 

when they seek to start therapy; a way of making sense of their experience.  

5.2.3.3 Learning new strategies 

The thesis finding of needing to learn new skills comes at the end of the themes. People had 

realised medication was not enough, had reached a turning point which gave them the 

motivation to start therapy, with one of the main needs being to learn new skills and ways to 

cope.  

Timulak (2007) identified that developing new strategies and changing behaviour was highly 

cited in qualitative research as a positive impact of therapy. This thesis identified participants 

wanted to take part in therapy so they could work out what was contributing to their 

depression and work to work out appropriate strategies and tools. These findings relate to a 

qualitative study in Sweden using grounded theory explored the process of overcoming 

depression in therapy from the perspective of young people (von Below, Werbart & 

Rehnberg, 2010). The study, where the majority (94%) of youth reported feeling better, found 

strong emphasis on the themes of ‘finding oneself’, ‘finding one’s way of life’ and ‘sharing 
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what’s inside one’s self’. Moreover, the powerful idea of ‘finding one’s self’ was used to 

encompass the progress in personal growth in therapy where youth felt they could trust their 

own judgements, develop their own opinions, set limits and goals based on what they want 

rather than what they ‘should’ do. Then, the closely linked idea of ‘finding one’s way of life’ 

involved making decisions about what to do with their lives that were meaningful and 

congruent, like doing things they enjoy, employment, study, relationships or owning a pet. 

This re-affirms that the themes which emerged for why people seek therapy and actually quite 

closely related to why therapy is helpful. Their expectations while at times vague, are in line 

with the reality of successful therapy experiences. The theme from the youth experience of 

‘sharing what’s inside one’s self’ described how they found the process of ‘sharing’ a new 

skill in itself, and helpful for their recovery. People had reflected on therapy and remembered 

the relationship with their therapist. They would hear their therapist’s voice saying “think 

about yourself - what do you want?” and from this would be able to turn a previous feeling of 

discomfort into a clear concrete problem by formulating it into sentences. This helped them in 

therapy and they could use this technique with effect even after therapy had finished. So the 

act of talking about problems, became a useful strategy in itself, as well as a good starting 

point towards finding solutions to the problems. This is what was expressed in people’s 

expectations of therapy; how could they get better without knowing why they were sick? 

They wanted to do therapy so they would work out what was contributing to their depression 

and work out appropriate strategies and tools. Similarly to the participants in this thesis, 

where people expected to develop a better understanding of themselves and their depressive 

illness from taking part in therapy. 

Over all, the findings on participants’ expectations of therapy, the process of change in 

therapy and the perspective that therapy was a potential chance to learn to talk about their 

problems, understand their mood disorder and learn to manage their lives were realistic and 

achievable and aligned with what they are likely to get from therapy.  

5.3 The ‘Ideal’ versus the Reality of Mental Health Service Delivery 

Depression is a complex and multifactorial chronic and relapsing illness, requiring a holistic 

approach to its treatment. The Royal Australian and New Zealand College of Psychiatrists 

clinical practice guidelines for mood disorders (2015) clearly indicates the most effective 

method of treating moderate to severe depression is the use of combined pharmacotherapy 

and psychotherapy. These recently developed guidelines are based on an understanding of the 

multifactorial origins of major depressive disorders and consequently the need to incorporate 
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a broad range of approaches when considering treatment. This diagram below outlines the 

four domains of mood disorder causation and treatments. 

The BPSL Model provides a useful framework for understanding the factors that contribute to 

the development of mood disorders and for planning clinical management. It encompasses 

biological, psychological and social perspectives alongside lifestyle factors. It is common for 

mood disorders to arise from factors from more than one domain. Consequently, a broad 

range of treatments are usually needed to satisfactorily treat mood disorders. 

 
Figure 5.1. Biopsychosocial & Lifestyle Model (BPSL) (Malhi et al., 2015). 
 

The following figure below from ‘Te Hikuwai: Resources for wellbeing’ on the Te Pou 

website demonstrates how mental illness is ideally managed under the current model of public 

service delivery within New Zealand. ‘Te Hikuwai: Resources for wellbeing’ is a brief 

intervention resource that has been developed by Te Pou o te Whakaaro Nui to support 

primary health services to deliver effective talking therapies to adults, using a stepped care 

approach. Participants in this thesis research represented level three to five of the triangle, 

which all should be receiving some type of therapy if they are to be getting recommended 
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treatment, however this is not a current clinical reality. Neither primary or specialist health 

care provides therapy as standard treatment for major depression.  

 
Figure 5.2. Te Hikuwai: Resources for wellbeing 
(TePou Website, 2019: www.tepou.co.nz/initiatives/brief-interventions/216) 

 

Services currently have room for improvement within the Mental Health sector. The New 

Zealand Government’s Inquiry into Mental Health and Addiction (2018) described prevalent 

reports of problems with access to mental health treatment as well as long wait times. Issues 

with quality were reported throughout New Zealand. People cited having to plead to receive 

for services, people were told they not meeting the threshold for treatment, and the difficult 

experience of being encouraged to seek help from unavailable or severely rationed services 

was common. The Inquiry found gaps in services, limited therapies, a system that is hard to 

navigate, variable quality and unkempt facilities which gave an overall added “gloomy picture 

of a system failing to meet the needs of many people” (Inquiry, 2018, p. 15). 

The actual current model of mental health care in New Zealand for people diagnosed with 

moderate to severe depression generally involves a process where people are referred from 

primary health care to SMHS for assessment. SMHS either provide care via case management 

or refer back to primary health care with a letter detailing a formulation, risk assessment and 

suggested treatment direction. People who receive care (currently mainly medical model) are 

then referred back to primary health care (general practitioner) following discharge from 

Specialist Mental Health Services (Crowe, 2014). However, only 72% of people discharged 

from SMHS make contact with their GP at 3-4 months post discharge.  21.4% and 23.5% 
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respectively were readmitted to special mental health services. Also, one third of those who 

engaged with their primary health care provider did not renew their medications (Stangroom, 

Morriss & Soosay, 2014). This is suggesting that there is a gap between services. People who 

are discharged from SMHS are not receiving adequate ongoing evidence based care. Also, 

given the relapsing nature of depression there is a need for more intensive treatment which 

gives people the tools to manage their mood disorder. The findings from this thesis show 

people who are discharged from mental health services are wanting to take part in therapy and 

that this would be helpful for them.  

The capacity for both SMHS and general practices to provide therapy is currently limited. 

People with mild mental health problems including low mood can access up to five Brief 

Intervention Counselling (BIC) sessions via their General Practitioner. This service is 

provided by experienced mental health clinicians (not necessarily clinicians trained in 

psychotherapy which is indicated in the current treatment guidelines (Malhi et al., 2015). 

Thus, the referral back to primary care is unlikely to serve the needs of people experiencing 

severe depression. Crowe (2014) suggests that the current service model does not address the 

chronic and relapsing nature of major depression, due to a large number of patients 

experiencing the continuation of syndromal or subsyndromal relapses, functional impairment 

effecting their social, interpersonal and occupational and daily functioning. More over, there 

is evidence that GPs are not equipped to sufficiently treat or diagnose these issues (Fernandez 

et al., 2010). While clinicians may be advising people seek therapy, the capacity for this 

recommendation to be practically carried out by people experiencing depression is extremely 

limited within the Canterbury area.  

It is increasingly acknowledged that we need to place the person at the centre of mental health 

care, if that care is to be effective (Mental Health and Addiction Inquiry, 2018). This thesis 

clearly demonstrated participants needed professional interpersonal support to gain clarity, 

find meaning and learn new skills, following a personal low point with their mood disorder. 

Their experience has shown them medication alone is not enough and evidence reinforces 

their expectations are valid and realistic. They are likely to have their needs met by taking part 

in therapy. Given clinical guidelines, clinicians and people with major depression all accept 

and acknowledge psychotherapy is a useful tool in the treatment of major depression, access 

to therapy is vitally important. Of concern is the gap between evidence and reality where 

treatment for people with major depression is concerned. 
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5.3.1 Recovery Model 

The Recovery Model is increasingly being endorsed as a sound model of working with people 

with mental illness (Jacob, 2015). The Recovery Model is centred on living well with mental 

illness and aims to empower people by giving them understanding of their illness, tools to 

cope & develop purpose and meaning in their lives (Ramon et al., 2007). Recovery from 

mental illness is seen as a process and places the principle of hope as central (Jacob, 2015). 

Providing therapy as a treatment option is more in line with the recovery model than 

providing a script for medication. The idea of medication as a sole treatment for mood 

disorders is rarely accepted by people who experience depression as a long term solution, so it 

is important that when people meet with mental health services they can be provided with 

frameworks which provide hope and allow them to empowered to progress in their journey of 

recovery. Based on the findings of this research it appears people would like to take part in 

therapy as a means of recovering, as this is likely to meet some of their needs through talking, 

learning, understanding and practicing new skills.  

5.3.2 Clinical implications 

Currently, mental health services are structured around the medical model and then refer back 

to GP for ‘care’ which is medication management and monitoring. There are limited options 

for psychotherapy as treatment within services or post discharge. There are implications for 

clinicians, mental health services and people who experience depression from these findings. 

5.3.2.1 Clinicians 

One of the main findings was that people who receive care from SMHS for depression have 

usually found themselves at a rock bottom of sorts, and are looking for something other than 

medications. People experienced medications helped, but they had side effects, took time to 

work and were overall ‘not enough’. 

This finding could be fed back to patients to validate their experiences with medications and 

to encourage them to seek alternative treatments, such as psychotherapy. The theme around 

people being at a ‘turning point’ could be used as a way to help clinicians in services 

emphasize that the difficult time they are going through could be a turning point, a time for 

change, in their lives. This could be an opportunity for clinicians to encourage people to seek 

this adjunctive treatment which could reduce the likelihood or relapse and provide a 

foundation for the person’s recovery.  
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These findings reiterate that when people are at a crisis point in their illness, it can not be 

overlooked as an opportunity to introduce new treatment ideas, such as psychotherapy as 

treatment. Research shows the mental health clinicians play a significant role in treatment 

choices for people with mental illness (Elsom, Happell & Manias, 2007). If clinicians in 

primary and secondary health care can identify this stage in people with depression it can be 

an appropriate time to facilitate entry into therapy as treatment; that is if that service is readily 

available.  

Additionally, these findings suggest it would be useful for clinicians who work in mental 

health to invest their professional development time to upskilling to delivery of therapy for 

people with depression, given that this is what evidence shows improves outcomes, as well as 

meeting the needs people have from treatment. This would be within the scope of practice for 

mental health clinicians given their main role is to improve the functioning and recovery of 

people with mental illness in the community (Fortinash & Holoday Worret, 2004). 

5.3.2.2 Mental Health Services 

The most recent and thorough evidence for best practice in treating mood disorders, the 

Australasian Clinical Guidelines for Mood Disorders, advises delivery of talking therapies at 

all levels of severity – mild, moderate and severe (Malhi et al., 2015). It is obvious that both 

the clinical perspective and the consumer perspective see a need for advancing the availability 

of talking therapies.  

This research could be used to alter the way Mental Health Services direct clinicians to 

provide care. As previously mentioned, clinicians that case manage could be trained in 

psychotherapy and supported by mental health services to train and deliver this. Or 

alternatively there could be changes to the staffing structure; therapists within the community 

mental health teams that provided therapy to people who wanted it, rather than the current 

system on having one psychologist per service (Christchurch model) with a long waiting list. 

Another option would be to have a ‘step down’ service, where people could be referred to 

while concurrently being referred back to GP for medications, while also starting 

psychotherapy, as this study shows people often have a willingness and desire to seek therapy 

after being discharged from services.  

While some clinicians in SMHS often suggest therapy to people with depression who are 

under the care of mental health services, there is little provision that guarantees this is 

available, despite it being best practice. People are usually informed that generally for best 

outcomes medication should be accompanied by some sort of therapy and lifestyle changes. 
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The current problem is therapy is not readily available unless one can afford upwards of $80 

per hour. The Mental Health Inquiry within New Zealand stated the following with regards to 

the current state of services “…when it responds to people with a mental illness, it does so 

through too narrow a lens. People may be offered medication, but not other appropriate 

support and therapies to recover. The quality of services and facilities is variable” (Report of 

the Government Inquiry into Mental Health and Addiction, 2018). 

The report outlines a need for real and enduring change, that there needs to be a ‘paradigm 

shift’. Currently, due to services being under resourced, it is creating a gap between needs of 

people and clinical guidelines and reality of service availability and delivery.  

5.3.2.3 Consumers 

The findings of this thesis could be helpful for people who experience major depression as 

they may be able to relate to the process and needs of the research participants. Knowing 

other people have had similar experiences may be validating and it may introduce the idea of 

therapy if people can relate to the experience of medications not being enough and are 

wanting something more out of treatment.  

5.4 Limitations of this research 

This thesis research has some limitations with regards to application of the findings. They are 

acknowledged and outlined as follows.  

The group of participants interviewed were people within three months of discharge from 

specialist mental health services. Therefore, the participants were more likely to have 

experienced a severe major depressive episode prior to starting therapy. The findings may not 

necessarily be able to be applied to people who have experience mild or moderate depressive 

episode.  

The group of people accepted into the Enhancing Recovery study also narrowed the sample 

by excluding people with severe substance dependence, previous serious head injury, or any 

neurodegenerative disease. This group is also only inclusive of people who want to take part 

in therapy and the author acknowledges that not all people will choose to take part in therapy. 

All of the participants were from one geographical area; Canterbury, New Zealand, which 

may not be able to be generalised to other populations.  
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The group was also motivated to take part in therapy and were voluntarily taking part in the 

study, which does not account for all people who have experienced a major depressive 

episode. 

The group interviewed were recently severely depressed and symptoms of cognitive 

impairment may have impeded on their ability to articulate their experience during the 

interviews. Although, this could be considered a strength as the experience was recent 

(discharged within prior three months) thus recall likely less difficult. 

Researcher bias certainly influenced the interpretation and presentation of the results, 

although this is inevitable when conducting this method of research. The role of the researcher 

as outlined in sections 1.2 shows a clinically involved relationship to the participants often 

prior to the interview which could have impacted the qualitative data gathered via the semi-

structured interview process. The background of the author as a registered mental health nurse 

is also acknowledged. An attempt to consider how this prior experience and prior education 

may have influenced the interpretation and thinking about the data was upheld. These bias 

were also discussed with supervisors during the analysis.  

 

Strengths 

This thesis research also comprises of strengths which are as follows. The group of 

participant’s interviews comprises of a gender mix of half female and half male. The group 

also represents several nationalities and ages.  

While the group is limited to people with severe depression, this can be considered a strength 

in that these participant’s experiences are likely to be generalizable to routine clinical practice 

within Specialist Mental Health Services. This group with severe mood episodes are likely 

responsible for a significant burden to services and society.  

  



 63 

 Chapter 6: Conclusion 

The findings of this thesis and the literature around people’s experience of taking part in 

therapy, shows therapy as treatment is likely to provide what people are seeking following a 

major depressive episode. Participants expressed their wants and needs which were congruent 

with what the likely outcomes of therapy would be. Qualitative research literature shows 

people experience benefits from being listened to, supported and validated by a caring 

professional therapist, as well as gaining understanding and new skills. Therapy provides a 

framework by which to make sense of their experience. Access to therapy is important for 

people with major depression given the common experience of medication benefits being 

inadequate.  

This thesis research has added to the overwhelming evidence that providing therapy as 

treatment for people with major depression is an important and vital part of service provision 

if people are to be given the greatest opportunity to recover. The importance of people with a 

diagnosis of major depression having access to therapy is evident, as clinical guidelines 

suggest this, and the needs of people with depression also suggest therapy as part of an overall 

treatment plan. The current structure of specialist mental health services that provides 

medication at the forefront of addressing major depression clearly neglects the need people 

have for connection, understanding and empowerment through developing awareness and new 

skills, which could be met by taking part in therapy. By outlining the process people go 

through and their expectations prior to starting therapy, it could provide a useful direction for 

clinicians and mental health services. The medical model as dominant is no longer acceptable 

as evidence has shown clearly the limitations this has on consumers and their whanau. It is 

important to know why people seek therapy, so we can facilitate their access to talking 

therapies in specialist or primary care settings.  

6.1 Future Research 

Areas for future research have been considered to expand on and add to the findings of this 

research thesis.  

Given the high rate of mood disorders experienced by Māori, poorer health outcomes for this 

group, it would be useful to examine what treatments would be most effective for Māori with 

mood disorders. It would be useful to know if therapy aligns with Māori health worldviews 

and perhaps if there would be a specific model of therapy that would be most useful for 

Māori. It would also be useful to consult with Māori mental health workers and consumers to 



 64 

ask what would motivate Māori who experience mood disorders to take part in therapy, and 

how we can increase the access to therapy for Māori in the first instance, as this would likely 

serve to reduce the unacceptable inequalities existing in this group.  

Another potential area of research would be investigating the barriers to taking part in therapy 

both quantitatively and qualitatively, so that these can be addressed. 

Additionally, given the complex nature of depression and the various causative factors, it 

would be useful to ask people what they think would be helpful overall. To give people a 

broader scope to talk about what they perceive as being potentially useful, whether that be 

community engagement or support with lifestyle changes like exercise, nutrition or 

meaningful activities. This would likely add to the evidence around what is needed beyond 

medications for people with depression, and could provide further direction for services to 

better meet the needs of people seeking help for major depression.  

Finally, further qualitative research asking the same participants what they actually gained 

from therapy would be useful to see if their expectations were met and if taking part in 

therapy aligned with how they believed it would work.  
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