
 
 

http://researchspace.auckland.ac.nz 
 

ResearchSpace@Auckland 
 

Copyright Statement 
 
The digital copy of this thesis is protected by the Copyright Act 1994 (New 
Zealand).  
 
This thesis may be consulted by you, provided you comply with the provisions of 
the Act and the following conditions of use: 
 

• Any use you make of these documents or images must be for research or 
private study purposes only, and you may not make them available to any 
other person. 

• Authors control the copyright of their thesis. You will recognise the 
author's right to be identified as the author of this thesis, and due 
acknowledgement will be made to the author where appropriate. 

• You will obtain the author's permission before publishing any material from 
their thesis. 

 
 

General copyright and disclaimer 
 
In addition to the above conditions, authors give their consent for the digital copy 
of their work to be used subject to the conditions specified on the Library Thesis 
Consent Form and Deposit Licence. 
 
 
 

 

http://researchspace.auckland.ac.nz/
http://researchspace.auckland.ac.nz/docs/uoa-docs/thesisconsent.pdf
http://researchspace.auckland.ac.nz/docs/uoa-docs/thesisconsent.pdf
http://researchspace.auckland.ac.nz/docs/uoa-docs/depositlicence.htm


 
 
 
 

A Hard Pill to Swallow:  

Young Women’s Experiences of Taking Antidepressants 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Celine Wills 
 
 
 
 
 

 

 

 

 

A thesis submitted in partial fulfilment of the requirements for the degree of Doctorate of 

Clinical Psychology, The University of Auckland, 2015. 

 

 
 



i 
 

 

ABSTRACT 
 

This research uses a narrative methodology to explore the experiences of young New Zealand 

women who have taken antidepressants, focusing on how these experiences affected their 

sense of self and how they understood their difficulties.   

This research is based on narrative interviews with 16 young women, aged 18-25, 

who used antidepressants. A narrative analysis compared the different types of narratives 

women used to describe their experiences and a thematic analysis considered patterns of 

meaning across their stories.  

The narrative analysis suggested that taking antidepressants affected these young 

women’s sense of self in a variety of different ways. Some narratives described 

antidepressant use as being able to restore or enhance participants’ sense of self and to assist 

them to meet normative expectations of young women. This narrative suggested the risk that 

young women might be forced to remain on antidepressants in order to maintain this valued 

self. For others, antidepressant use led to a view of themselves as either damaged, helpless, or 

no longer themselves. These narratives were accompanied by a sense of powerlessness and 

failure. In some cases, however, participants described increased agency as they rejected a 

biomedical conceptualisation of selfhood, and drew on more holistic or psychosocial 

understandings of selfhood instead. The thematic analysis highlighted the transformation that 

young women experienced in their understanding of themselves and their difficulties during 

antidepressant use.  Antidepressants seemed to function to validate their distress but also 

resulted in the potential for an ‘illness identity’. Antidepressant use impacted on the women’s 

relationships with others. Participants tended to strive to find relationships in which they felt 

accepted for their choice to take antidepressants. Participants, however, tended to feel 

relatively powerless in their interactions with health professionals, which had a negative 

impact on their sense of self.  

The findings suggest that health professionals should acknowledge the impact of 

antidepressants on young women’s developing sense of self and strive to create a space where 

young women are able to make an informed choice about antidepressants. 
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CHAPTER ONE: LITERATURE REVIEW 
 

Brief Overview of the Study 
 

In Lauren Slater’s bestselling memoir, Prozac Diary, she writes that taking Prozac has 

convinced her that “the person, a mere concoction of chemicals, is programmed from birth, 

pure beast” (Slater, 1998, p. 114). Clearly, Slater’s experiences of  becoming depressed and 

taking antidepressants as a young woman have had a profound effect on how she has come to 

understand herself and her difficulties; as well as human nature more generally. Specifically, 

she appears to view selfhood primarily through a biomedical lens, attributing human 

suffering to a chemical imbalance in the brain.  

Taking antidepressants has particular implications for self-concept because they are 

designed specifically to alter emotions and mood (Karp, 2006) and because taking them 

means engaging in a biomedical idea of selfhood and distress, which locates the cause of 

pathology within the brain. As Slater’s quote illustrates, antidepressants are not simply 

medications designed to treat mental health problems but are “cultural artefacts that have the 

potential to profoundly alter the way in which selfhood is thought of, experienced and 

represented” (Marenko, 2009, p. 94). 

There is currently a gap in our collective knowledge about what the experiences of 

taking antidepressants is like for young women, given that there is little research which 

specifically explores their subjective experiences. As it will be argued, their experiences are 

likely to differ from previous generations since they have grown up in a new era where 

emotional distress is most commonly looked at through a biomedical lens, which locates the 

cause of people’s distress within the brain. They have also grown up exposed to new societal 

ideas about what it means to be a “successful” young woman, which may influence how they 

see themselves and their difficulties. Harris (2004) calls this the era of the “can do” girl, 
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which encapsulates the idea that young women can “have it all”- from an important career to 

a glamorous consumer lifestyle, which may create a situation in which young women feel 

that they have failed to measure up.  

The purpose of this study is to explore the thoughts, feelings and experiences of 

young women in New Zealand who have been prescribed and have taken antidepressants. It 

has three aims: 1) to gain insight into women’s experiences of taking antidepressants, 2) to 

identify in what way, if any, this experience impacted on, or changed, their sense of self, and 

3) whether taking antidepressants changed the way they understood their difficulties. This 

study is grounded in narrative theory, which theorises that people draw on available 

discourses that are prevalent at large, including discourses of identity and self, in order to 

construct a cohesive story about themselves (White & Epston, 1990).This study is based on 

interviews with 16 young women who had used antidepressants.  Their accounts were 

explored through both narrative and thematic analysis in order to understand the way they 

made meaning of their antidepressant use. 

Chapter One provides a literature review that represents the theoretical underpinning 

of this study. It is divided into two sections.  I begin by locating antidepressants within their 

socio-political context and consider what antidepressants might mean to young women taking 

them today.  In the second part of the literature review, I discuss research on consumer 

perspectives on antidepressants and further locate the study within the relevant literature.  

Chapter Two reviews the narrative and thematic methodologies. Chapters Three and Four 

present the results of this study, firstly presenting the narrative analysis and secondly 

presenting the thematic analysis of the data. Chapter Five provides a review of the overall 

findings, their contribution to research on user perspectives of antidepressants, and presents 

implications for future research and clinical practice.  
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Introduction to the Literature Review 

 
The first part of this literature review presents the main theoretical ideas that inform 

this study. It represents an attempt to locate antidepressants within their social, political and 

economic context, and to consider popular discourse that surrounds both antidepressants and 

young womanhood. It is concerned with how these two facets, ideas about antidepressants 

and ideas about young womanhood, may work together to influence the stories that young 

women tell about these experiences. Part one argues that new ideas about selfhood, pathology 

and young womanhood circulating in our society offer a new language for young women to 

construct ideas about themselves and their difficulties. It will begin by presenting an 

overview and history of antidepressants, before discussing the wider implications of 

antidepressants on how selfhood and pathology is currently understood. It will then discuss 

popular ideas about what it means to be a young woman today, in order to contextualise their 

experiences.  

The second part of this literature review situates the current study within the wider 

research conducted on consumer perspectives on antidepressants, and makes a further case 

for what taking antidepressants might mean for young women today. It will consider research 

on users’ views about antidepressants and factors that influence their decision making 

process. It will also consider research that looks at users’ meaning making process, and its 

impact on their sense of self. It will argue that users often have mixed experiences of taking 

antidepressants and that they are constantly involved in actively evaluating the influence of 

antidepressants in their lives. Finally, it will consider how both the theoretical concepts 

presented in part one, and the current state of research presented in part two, informs the 

current study.  
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Locating Antidepressants and Young Womanhood within Their Social Context 
 
An Overview of Antidepressant Use 
 

The number of people being prescribed antidepressants has significantly increased 

over the last two decades in developed countries (Schofield et al., 2011). In New Zealand, 

recent estimates suggest that 412,631 people are currently taking antidepressants, and that the 

rate of annual prescriptions of antidepressants, has increased by 37% between 2006-2012 

(Read, Cartwright, & Gibson, 2014). Antidepressants are big business; Global sales figures 

show that antidepressant medication is a $19 billion a year industry (Kirsch, 2010).   

There are a number of complex reasons for the increase in the amount of people 

taking antidepressants, which include the marketing of these drugs, the introduction of 

several new classes of antidepressants such as selective serotonin reuptake inhibitors (SSRIs) 

and serotonin norepinephrine reuptake inhibitors (SNRIs) (Healy, 2002), the expansion of 

diagnostic categories (Rose, 2006), increased public concern about depression (C. J. Murray 

& Lopez, 1996) and the role of doctors. Rose (2006) has argued that these factors, among 

others, work together to create a situation in which the threshold in which individuals are 

defined, and define themselves as suitable candidates for pharmacological intervention for 

mental distress is lowered.  

In New Zealand, women make up the majority of consumers of antidepressants, 

outnumbering men 3:1 (Exeter, Robinson, & Wheeler, 2009), which is consistent with 

international research (Pratt, Brody, & Gu, 2011). This highlights that women are not only 

three times more  likely to be diagnosed with depression, but they are more likely to be 

prescribed antidepressants when this diagnosis is given (Blum & Stracuzzi, 2004). The 

number of young women being prescribed antidepressants is reported to be increasing more 

rapidly than other groups of people (Knudsen, Hansen, & Eskildsen, 2003), suggesting that 

young women represent a newly emerging market.  There are a range of factors that are likely 
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to contribute to this, including the fact that they visit doctors more often than men, and are 

more likely to experience psycho-social stressors including living in poverty and 

experiencing victim/partner violence (Currie, 2005). 

In terms of ethnicity, people that identify as NZ European are significantly more 

likely to be given antidepressants than other ethnic groups. In the 15-24 year old age group 

for example, the rate of dispensing to the NZ European population was twice that of the rate 

of Maori, and more than four times the rate for Pacific peoples, despite the fact that these 

groups are diagnosed with depression at similar rates (Exeter et al., 2009). Internationally, 

ethnic minorities are significantly less likely to be treated with antidepressants. In the US for 

example, people that identify as Black or Hispanic, are less than half as likely to be 

prescribed antidepressants (Olfson & Marcus, 2009). 

While the majority of people who are prescribed antidepressants have been given this 

drug to treat psychological distress, including depression and anxiety, there are a variety of 

other reasons why they are prescribed, including back pain, nerve pain, fatigue and sleep 

difficulties (Szabo, 2009).  The term “diagnostic bracket creep” (Zita, 1998, p. 68) has been 

coined to explain the fact that the range of psychiatric conditions treated by antidepressants 

has rapidly expanded over time, leading to an increase in prescriptions. In addition to this, the 

number of people diagnosed with depression has also dramatically increased over time. The 

Economist recently estimated that 330 million people around the world have been diagnosed 

with depression (Currie, 2005).  

Despite the fact that people are using antidepressants more than ever before, there is 

significant evidence to suggest that the treatment effects of antidepressants are only modest. 

It is estimated that approximately 40 per cent of people who take antidepressants experience 

no therapeutic benefit (Barr & Rose, 2008).  A recent review of four meta-analyses of 

America’s Food and Drug Administration efficacy trials shows that antidepressants are only 
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marginally more effective than placebos (Pigott, Leventhal, Alter, & Boren, 2010). Perceived 

efficacy of treatment may in fact be inflated since there is a significant publication bias in the 

reporting results of these trials (Pigott et al., 2010).  

The large global increase in the prescription rates of antidepressants and other 

psychotropic medication has coincided with the fact that there has been a significant decrease 

in the number of people engaged in psychological and counselling services (Skaer, Sclar, 

Robison, & Galin, 2000), despite the fact that studies show that users prefer psychotherapy 

over antidepressants (van Schaik et al., 2004). A recent study of both depressed and non-

depressed participants found that while 29% of people rated psychotherapy as their most 

preferred form of treatment for depression, only  6% of people considered antidepressants to 

be their preferred form of treatment (Löwe, Schulz, Gräfe, & Wilke, 2006). Interestingly, this 

same study found that 25% of people were convinced that they needed no treatment at all. 

Another study revealed that of those that actually decided to go on antidepressant medication, 

54% were hoping for a different form of treatment or were ambivalent about their own 

treatment preferences (Hunot, Horne, Leese, & Churchill, 2007). Together, these statistics 

suggest that people are increasingly turning to biomedical solutions for psychological 

distress, despite their lack of efficacy and their preference for other forms of treatment. 

 

A Brief History of Antidepressants  
 

It is considered important to locate antidepressants within their socio-economic-

political context, in order to better understand the meaning that they have today, and in what 

way discourses on antidepressants might influence young women’s experiences of taking this 

drug. This section asks: Why do people, especially women, increasingly turn to medication to 

treat depression and other mental health difficulties? It will describe in brief the social, 

economic, and political forces that have combined to make antidepressants as popular as they 
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are today, and show how even the concept of depression is inextricably linked to the 

marketing of these drugs.  

Antidepressants were introduced alongside many other “wonder drugs”, including 

antibiotics, vaccines and antihypertensives, soon after World War II. This cluster of drugs 

was the first of their kind designed to provide specific treatment for specific diseases, and 

revolutionised the role of medicine in society as well as understandings of disease, health and 

treatment (Healy, 1997). The widespread use of psychotropic medications arose out of a 

number of wider social processes including the increasing commercialisation of medicine and 

science in post-World War II America. As Herzberg (2009) points out, drugs like Milton, a 

tranquiliser, were marketed to represent the promise of the American Dream, in the same way 

as new cars and washing machines. Known widely as being “happy pills,” they represented 

the hopes and aspirations of white middle-class Americans and a promise that happiness was 

something that could be bought. As it will be discussed, this is very similar to the way that 

Prozac, an antidepressant, was portrayed by both advertisers and the popular media years 

later.  

The first and arguably most important “drug of the mind” was an antipsychotic called 

chlorpromazine, or Thorazine, as it was later branded. It was trialled as an antihistamine in 

the early 1950s until the discovery that it had a sedative quality. This led to testing in mental 

asylums on psychotic users, which revealed that the drug was effective in helping them 

become calmer, more rational and more capable of living an independent life (T. Turner, 

2007). Antipsychotics were particularly important in drawing attention to the possibilities of 

biological psychiatry (Healy, 1997). Despite their reputation as “miracle drugs,” however, 

they never attained the cultural importance of other, less powerful drugs such as Valium or 

Prozac because their use has always been limited to the seriously ill (Herzberg, 2009).   
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Antidepressants were also discovered quite accidently around this time, when 

researchers studying possible treatments for tuberculosis found that users’ moods lifted while 

trialling a new drug called iproniazid (Lieberman III, 2003). These drugs were known as 

monoamines norepinephrine inhibitors (MAOIS) as they targeted the neurotransmitters: 

norepinephrine, serotonin and dopamine. Similarly, tricyclic antidepressants (TCA), which 

blocked the re-uptake of norepinephrine and serotonin, were also invented in this decade. 

These early antidepressants were considered to be a medical breakthrough, but were also 

associated with a number of negative side effects, such as sedation (Lieberman III, 2003) and 

it wasn’t until the invention of Prozac, a serotonin reuptake inhibitor, almost 40 years later, 

that antidepressant use became widespread. When antidepressants and antipsychotics were 

first invented, large numbers of people in Western society were taking another drug: Milton, 

a minor tranquiliser, whose record sales figures were later eclipsed by the introduction of 

Valium, referred to as “mother’s little helper,” in the 1960s. White middle-class women were 

prescribed this drug four times more often than any other demographic group (Smith, 1985). 

The imbalance in the prescription of Valium between women and men reached up to seven to 

one at the height of its popularity in the mid-1970s (Cant, 1976).  

This time has been characterised as the “age of anxiety” (Smith, 1991). The dominant 

way of understanding mental illness was through a Freudian or psychodynamic paradigm, 

which suggested that mental distress was caused by negative personal experience and tended 

to manifest as anxiety. The role of tranquilizers was constructed as something that would 

supplement, rather than replace psychodynamic treatment. Despite this, however, many more 

people were taking these drugs than were enrolled in “talk therapy” (Herzberg, 2009). 

Towards the end of the 1950s, the discovery of antidepressants encouraged some 

researchers to consider depression as an illness in its own right; rather than a symptom of 

anxiety, as it had been understood through the dominant psychodynamic paradigm (Healy, 



9 
 

 

2002).  A range of different groups of people including medical specialists, cultural critics 

and drug marketers were invested in increasing public awareness of depression and sought to 

have it recognised as “a public health problem” (Herzberg, 2009, p. 151).  

Like anxiety before it, both popular and medical discourse situated depression as a 

“women’s illness,” which was reflected in women’s magazine articles and drug 

advertisements that targeted women (Lafrance, 2007).  Metzl and Angel (2004), for example, 

found that many popular magazines of the 1950s and 1960s claimed that women’s 

“emotional problems,” which ranged from “a wife’s frigidity, to a bride’s uncertainty, to a 

wife’s infertility” (p. 72) could be fixed simply by taking a pill.  

Newly emerging theories of depression posited that the root cause of depression lay in 

a chemical deficit in the brain, since antidepressants were thought to work by increasing 

monoamines, such as serotonin. The effectiveness of antidepressants therefore suggested a 

biological basis for depression, although there has been a lack of clear evidence to support 

this (Healy, 2002). New technological developments, such as the invention of a machine that 

could measure neurotransmitters in the 1950s and radio profiling and PET scan technologies 

of the 1980s transformed drug research, since researchers were now able to observe the effect 

of substances on the brain (Stepnisky, 2006).  

Importantly, antidepressants were used in popular media as a shining example of the 

possibilities of biological psychiatry, and in particular, the idea that drugs such as these could  

create a “designer brain” (Herzberg, 2009). Popular magazines such as the New York Times,  

Smithsonian and New York magazine printed optimistic stories that portrayed antidepressants 

as  “miracle” drugs, suggesting that they could not only improve the lives of the mentally ill, 

but could enhance normal functioning (Herzberg, 2009). In 1981, for example, New York 

magazine described a  “new generation of antidepressants”  that would transform sex drives, 

and make people more decisive at work, without any negative side effects (Herzberg, 2009).  
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The optimism surrounding antidepressants was very much in contrast to perceptions of 

Valium at this time, which was famous for being addictive and associated with a number of 

negative side effects including tremors and drowsiness ("Happiness by Prescription," 1957).  

It was within this context that Prozac, the first SSRI, was launched in 1987. Unlike 

other antidepressants that came before it, this drug targeted just one monoamine, serotonin, 

which was theorised to be at the root of depression, and was claimed to be safer and non-

toxic (Marenko, 2009). The marketing of this drug heavily relied on the words, images and 

metaphors of biological psychiatry, with advertisements referring specifically to 

neurotransmitters and receptors and describing the serotonin hypothesis (Healy, 2002). In 

addition to this, it was promoted as a sort of “anti-Valium,” claiming that it was “not a 

tranquiliser” and “wouldn’t take away your personality” ("Prozac advertisment," 1997). 

Rather than sedating people, it was supposed to increase their productivity; making people, as 

the name suggested, more “proactive, productive, professional” (Marenko, 2009, p. 2). While 

Valium was constructed by the feminist movement as being oppressive to women; 

responsible for making women more accepting of their lot in life, this new drug was marketed 

as being able to liberate women, “freeing” them  from disabling depression and helping them 

to “get on with life” (Herzberg, 2009). Some went as far as to claim that Prozac was a 

“feminist drug” (Herzberg, 2009). Overall, the introduction of Prozac represented a shift in 

popular narratives about psychotropic medication; a recasting of these drugs from being 

dangerous and sedating, to safe and able to restore people’s human potential by medical 

discovery and treatment (Hewitt, Fraser, & Berger, 2000). It is within this context that Prozac 

became the most prescribed medication in the world,  a fact that was soon eclipsed by the 

antidepressant,  Paxil in 1992 and Zoloft in 1997 (Herzberg, 2009). 
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The Emergence of New Narratives on Selfhood and Antidepressants 
 

In Western society, conceptions of self and suffering have changed significantly over 

time. While at different times throughout history, the self has been understood primarily 

through a religious, political, social or psychological framework, such understandings have 

arguably been displaced by biological understandings, which link selfhood to brain chemistry 

and to genetic factors (Stepnisky, 2007).  Nikolas Rose (2003) used the term ‘neurochemical 

selves’ to describe the way that in recent times, understandings of self-hood and suffering 

have become inextricably linked to biology.  This new biological conception of selfhood 

implies that genes and biochemistry largely determine a person’s character, personality and 

temperament. As Rabin (2006) argues, selfhood is reduced to smaller and smaller 

components; to “neurons, cells, and now the DNA within the cells” (p. 23). .  

With a new biological understanding of selfhood comes a new explanation for the 

cause of human suffering. Through the biomedical lens, suffering is reinterpreted as being 

something that happens inside the brain, as a result of a chemical imbalance (such as a lack of 

serotonin for depression). This discourse arguably shifts the responsibility to a person’s 

biology; therefore, suffering is attributed to the individual, and constructed as being 

something that is considered beyond their control. This ideological shift has been summed up 

by Valenstein’s claim that,  “American psychiatry is said to have changed from blaming the 

mother to blaming the brain” (Valenstein, 2002, p. 1). Ultimately, this new perspective serves 

to legitimise the use of drugs such as antidepressants, since they are purported to redress 

chemical imbalances in the brain.  

Biomedical understandings of selfhood and human suffering are reflected in popular 

culture at large, and are evidenced by the abundance of popular mental illness narratives that 

centre around people’s relationship with antidepressants, for example, Lauren Slater’s (1998) 

Prozac Diary, Elizabeth Wurtzel’s (1994) Prozac Nation, and John Falk’s (2005) Hello to All 
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That (all of which are bestsellers). Biomedical explanations for the causes of depression  

appear in advertisements for antidepressants, depression information sources which include 

depression websites, and have entered our popular language (Stepnisky, 2006). Healy (2002) 

coined the term, “bio-babble,” as opposed to “psycho-babble,” to describe the way that 

people increasingly use the language of biomedicine to describe their mood, thoughts and 

desires. 

As it has been argued, central to the dominant discourse that permeates society about 

antidepressants is the idea that they have the potential to sculpt new selves that are not only 

free from depression, but are also happier and more productive.  Healy expresses the 

popularity of these ideas in our culture, with his statement that, “The idea of deliberately 

tampering with anyone’s brain chemistry was seen as all but godless, while now details of 

refinements in the designer specificity of compounds like Prozac are the stuff of fashionable 

coffee-table talk” (Healy, 1997, p. 5). Antidepressants lend support to an idea, already in our 

popular imagination, that happiness is something that humans are entitled to and should 

expect to get (Hewitt et al., 2000).   

However, while antidepressants are constructed as something that may be used to 

create new selves, they are also constructed as a tool to deal with the risk of harm to the self- 

a self that is compromised due to a mental illness (Stepnisky, 2006). Stepnisky (2006) argues 

that everyday problems are becoming increasingly pathologized (and therefore, the target of 

pharmaceutical intervention) which contributes to a sense that selves are always under threat 

of psychological or biological disruption or breakdown.  

It is within this context, that people arguably view their bodies, socialities, and selves 

increasingly through a biomedical lens (Sulik, 2009). Rabinow (1992), argues that the 

biomedicalisation of society has produced new “neurochemical selves” at an individual, 

social and population level. This is the result of the emergence of new biomedical 
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classifications and diagnostics, for example, the invention of depression as a mental illness, 

which is framed in terms of a brain deficiency and/or genetic predisposition, and the 

transformation of social relations and other structures. At an individual level, biosocial 

subjectivities are produced in a number of ways, including through an individual’s 

engagement with technological choices and options, their descriptions of themselves in terms 

of illness and health, and the surveillance of their own and others bodies in terms of 

biomedical risk (Sulik, 2009). Hurt (2007) argues that in our society, women are particularly 

encouraged to monitor their bodies and minds for signs of depression because of their 

supposed “natural” susceptibility. Arguably, young women may be even more encouraged to 

monitor themselves and their peers for biological risk, relative to other groups of women, 

since they are at a stage in life where women are most likely to be diagnosed with depression 

for the first time (Kessler et al., 2005) and since young adulthood is constructed as an 

“emotionally volatile” time for women (Sparks, 2002). However, given that there are a 

number of risks associated with antidepressants themselves, such as a wide range of side 

effects, including adverse emotional and interpersonal effects (Read et al., 2014), taking 

antidepressants may not only involve managing the risk associated with mental illness, but 

also managing the uncertainty of reactions to medication as well.  

 

Biomedical Subjectivities and Women 
 

Feminist scholars have argued that biomedical accounts of mental illness have 

particular implications for women, specifically that it individualises women’s distress and 

tends to ignore the individual, social and political conditions of their lives, which may indeed 

be “depressing” (Stoppard, 1998; Ussher, 2010). This, in turn, has the effect of pathologising 

women’s unhappiness and encouraging them to monitor and discipline their bodies with 

antidepressants (Lafrance, 2007).  In her research on women’s accounts of depression, 
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Lafrance (2007) found that biomedical explanations were both empowering and constrictive 

to women. On the one hand, biomedical explanations served to validate their suffering since 

depression is constructed as a medical problem, but on the other hand, they did not feel it 

matched their subjective experience of depression and felt that depression was somehow a 

less legitimate condition than other medical conditions. This research suggests an uneasy fit 

between biological claims of selfhood and suffering, and women’s actual experiences. 

Feminist scholars have also pointed out that  despite the supposedly gender neutral 

language of this discourse, antidepressants are constructed in gendered terms, which in turn, 

may also serve to pathologise women’s experiences (Fullagar & O’Brien, 2013; Lafrance, 

2007; Nolen-Hoeksema, 2001). For example, Zita (1998) found that in the popular media, 

Prozac is constructed as a medication that treats problems of “marriage, motherhood and 

menstruation” (p. 582) while for men, it is perceived as treating “aggression.” Similarly, 

biological theories employed to explain gender differences in the rates of depression have 

focused on biological differences between women’s and men’s bodies and minds by pointing 

to women’s reproductive biology (Bebbington, 1996) and women’s “emotion-focused” style 

of coping with stress (Nolen-Hoeksema, 2001), despite a lack of evidence linking either of 

these factors to depression. This suggests that gendered assumptions are inherent in 

biological discourse, which often constructs depression as a “women’s issue,” despite its 

implicit claim to represent scientific and objective truths. Young women who take 

antidepressants are likely to draw on the ideas and practices that circulate about gendered 

selves and pathology in our society at large in order to understand themselves and their 

difficulties. 
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Living Up To the Ideal of Being a “Successful” Young Woman 
 

Not only do popular ideas about emotional distress influence how people see and 

experience it, their experiences are also influenced by discourses associated with belonging to 

a particular social group. In this study I was particularly interested in what it meant to be 

“young” and be a “woman.” As young women grow up in Western society, they are exposed 

to ideas about what a “successful” young person looks like, which may act as a barometer in 

which to measure their own success or failure.  In Anita Harris’s (2004) book, Future Girl: 

Young Women in the Twenty-First Century, she writes that in Western culture, young women 

are constructed through our collective imagination as being “can do” girls, capable of “having 

it all.” Advertisements, books and magazines portray women as being beautiful, confident, 

popular and successful, and able to “take charge of their life, seize chances, and achieve their 

goals” (Harris, 2004, p. 1). Young women are invested in economically by both public policy 

and the private sector, and as McRobbie (2007) argues, young women have replaced “youth” 

as a metaphor for social change. Female success is measured in Western society through 

career ambition, a glamorous consumer lifestyle, and premised on the fact that she has 

delayed motherhood (Harris, 2004).  These idealised constructions of the successful young 

women, are, of course, impossible to live up to, and may make women feel as though they are 

failing. It could be theorised that being labelled with a mental illness may compound this 

sense of failure. On the other hand, discourses surrounding antidepressants suggest that they 

are able to help young women better match up to these norms by creating an “enhanced” self.    

Idealised versions of the “can do” young women stand in stark contrast to “at risk” 

young women, whose behaviours, such as juvenile delinquency, nihilism and antisocial 

attitudes, are the target of moral concern, surveillance, and intervention (Harris, 2004). Both 

groups are differentiated along class and ethnic lines, with “can do” girls, imagined as being 

predominantly white and middle class, while “at risk” girls are imagined to come from ethnic 
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minorities and economic disadvantage. These young women are vulnerable because of socio-

economic circumstances, and may come from unstable homes and live in poverty in 

communities known for drug use and violence. Harris (2004) argues that poor choices, 

laziness and bad parenting is cast as the root cause of “at risk” young women. Success and 

failure therefore is constructed as depending on strategic effort and good personal choices, 

rather than economic or cultural resources.  

Harris theorises further that when young women experience difficulties in their lives, 

they are treated vastly differently according to whether they better match the cultural 

stereotype of “can do” girls, or “at risk” girls. When “can do” girls experience difficulties 

such as depression, these problems become individualised, and all effort goes into getting 

these women back on course, to achieve the success that they are meant to. As Sparks (2002) 

argues, individualising discourses ignore the unique demands on teenage girls, who are 

learning to navigate a social environment that is at times devaluing, in which they are accused 

of being “too smart, too talkative, or too pushy” (p. 30). Depression and other manifestations 

of emotional distress are seen as obstacles getting in the way of young women achieving 

academic and employment success, therefore they must be dealt with quickly and effectively. 

These women may internalise their problems as a personal failing, and feel shame that they 

are not living up to expectations.  

 “At risk” girls, on the other hand, are more likely to be treated as a problem for the 

police, the courts and/or the government, and therefore become stigmatised and punished. 

While “at risk” girls are not seen as being as capable of the success of “can do” girls, 

members of both groups are treated with surveillance, management, and the belief that the 

root cause of their problems is a personal failing.  

This analysis of the “can do girl” raises important questions for the current study. It 

suggests that popular discourses about young women may have powerful consequences for 
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how women’s distress is interpreted and treated, by both young women themselves, and the 

social world they are in contact with.  It also highlights some reasons why antidepressants are 

more likely to be prescribed to white women, as opposed to ethnic minorities. While women 

are exposed to ideas about successful young women, they are also likely to be exposed to 

biomedical discourses that suggest that their unhappiness is a medical problem that can be 

treated with antidepressants. Within this context, antidepressants may offer an appealing 

solution for the problems associated with selfhood and distress for young women. 

 
People’s Perspectives on Antidepressants 

 
 This section will review research that has considered users’ perspectives on 

antidepressants and its relevance to the current study. While there has been a large body of 

research published on antidepressant use, dating back to when they were first discovered in 

the 1950s, this has mainly focused on consumption levels and patterns of use rather than on 

the subjective experiences of people choosing to take these drugs (Knudsen, Hansen, 

Traulsen, & Eskildsen, 2002). Indeed, it has recently been argued that there are relatively few 

studies which have considered users’ accounts, in their own words (Schofield et al., 2011).  

At present, only three qualitative studies have been published that have focused specifically 

on the subjective experiences of young women who have taken antidepressants (Knudsen, 

Hansen, & Traulsen, 2002; Knudsen et al., 2003; Knudsen, Hansen, Traulsen, et al., 2002). 

There is still more to be learnt about this group’s thoughts, feelings and experiences. 

However, there are a number of studies that look at antidepressant users’ experiences more 

generally. This body of literature sheds light on the meaning that antidepressants have in 

users’ lives and the way that taking them may shape their experiences of themselves.  

The research that has been conducted on users’ perspectives on antidepressants fall 

into a number of categories, including 1) users’ views about antidepressants, 2) users’ 

decision making process and factors that influence it and 3) users’ meaning making process 
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and its impact on their sense of self. The following section will review the major research 

findings grouped under these three categories, and consider their relevance to the current 

study. It will argue that users often have mixed experiences of antidepressants and are 

constantly involved in actively evaluating the influence that these drugs have on their lives.  

 

Users’ Views on Antidepressants 
 

Qualitative research that has considered users’ views about antidepressants has shown 

that people have a wide range of both positive and negative attitudes towards them. For 

example, in a study of older adults in primary care, Bogner, Cahill, Frauenhoffer, and Barg 

(2009) found that a number of themes emerged in relation to participants’ perceptions about 

antidepressants, including that they were effective if they were “taken the right way” (if they 

followed the exact regime recommended by their GP), that taking medication was “not a 

concrete science” (which meant trial and error was needed in finding the right dose), that it 

was “just a partial fix,” and that antidepressants could “uplift your spirit.” Other themes that 

emerged were concerns that medication was “addictive” and that “once you get old” there are 

a number of factors that made people vulnerable, such as poverty, that were unrelated to 

medication. This study suggests that while people endorsed the view that antidepressants are 

effective in treating psychological problems to varying degrees, and they also take other 

factors into account when they are choosing whether to take these drugs.  

Hoencamp, Stevens, and Haffmans (2002) and Garfield, Smith, and Francis (2003) 

also found that users held a number of positive views about antidepressants, such as that it 

enabled them to return to their normal life (Garfield et al., 2003), that taking antidepressants 

gave them courage (Hoencamp et al., 2002), and that antidepressants helped them to better 

cope with their problems, which was a view endorsed by 87% of users who were taking 

antidepressants in Hoencamp et al.’s (2002) study.  Garfield et al. (2003) also found that 



19 
 

 

some people felt that taking medication made them feel that they were taking control of their 

depression, although this finding should be balanced by the fact that another study found that 

participants interpreted taking medication as a sign that they were helpless and unable to cope 

on their own (Givens et al., 2006).  

In contrast, research in this area has suggested that users hold a number of negative 

views about antidepressants; most commonly that they are ineffective (Weich, Morgan, King, 

& Nazareth, 2007), are associated with negative side effects (L. A. Cooper et al., 2000), and 

are addictive (Kessing, Hansen, Demyttenaere, & Bech, 2005; van Schaik et al., 2004). 

Several studies have found that users fear that they will become dependent on using 

antidepressants (Haslam, Brown, Atkinson, & Haslam, 2004; Hoencamp et al., 2002; Kessing 

et al., 2005). The study conducted by Hoencamp et al. (2002), mentioned above, found that 

30% of people surveyed expressed the belief that once a person starts taking antidepressants, 

they can never stop taking them. Similarly, Haslam et al. (2004) found that some users 

worried that any positive benefits that they associated with taking medication could be a sign 

of psychological dependency. One of the few studies that looked specifically at young 

women’s views on medication revealed that many young women were concerned that 

medicines were unnatural and disrupted the body’s natural processes. They preferred to avoid 

medication, or to use  “natural medicines”, including herbal remedies and vitamins (Hansen, 

Holstein, & Hansen, 2009). 

Other negative views associated with taking medication included the idea that 

antidepressants could not tackle the underlying social and psychological issues that caused 

their depression (Hoencamp et al., 2002) and that they could prevent feelings of natural 

sadness; since people felt that sadness and grief was normal and important to experience at 

times (Givens et al., 2006).  Indeed, both service users and people from the general public 
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believed that sadness and/or depression may not require a cure at all, and could be a source of 

personal growth (Barr & Rose, 2008).  

Taken together, the research reviewed above implies that users’ attitudes towards 

antidepressants might best be described as ambivalent. This is supported by several other 

pieces of research in this area, including a qualitative study of users of all ages diagnosed 

with depression in primary care conducted by Grime and Pollock (2003), and a study of 

young women who have taken antidepressants by Knudsen et al. (2003). Grime and Pollock 

(2003) suggested that people’s attitudes towards medication were characterised by 

ambivalence, doubt and uncertainty, and were in continual flux. In this study, feelings of 

ambivalence were related to people’s view that they should be able to cope on their own 

(without medication), questions about the meaning and nature of depression, and to their 

reluctance to stay on antidepressants indefinitely even if they felt that they were working. 

Knudsen et al. (2003) found that young women held ambivalent views about antidepressants, 

despite feeling that they helped them better function in their daily lives. Similarly, in their 

study of users taking antidepressants in order to treat chronic pain, Piguet et al. (2007) found 

that participants expressed their ambivalence towards antidepressants in a variety of ways. 

For example, those that mentioned positive views towards antidepressants often said that they 

did not experience positive effects themselves. They also found that even those that weren’t 

currently on medication frequently made “ifs and buts” statements in response to questions 

about whether they would be willing to take antidepressants, suggesting a general aversion to 

taking medication.  

Research that has attempted to better understand why users hold the views they do 

about medication has suggested that users’ views about medication are associated with a 

range of factors including individuals’ socio-demographic characteristics, such as age and 

ethnicity (Aikens, Nease, Nau, Klinkman, & Schwenk, 2005; L. A. Cooper et al., 2003; Yeh, 
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Sung, Yorker, Sun, & Kuo, 2008), symptom severity (Aikens et al., 2005), their beliefs about 

the causes of depression (Phelan, Yang, & Cruz-Rojas, 2006), level of contact with doctors 

(K. M. Turner, Sharp, Folkes, & Chew-Graham, 2008), the experience of side effects (Byng, 

Bury, & Weaver, 2007), as well as the perceived effectiveness of treatment (Leykin, 

DeRubeis, Shelton, & Amsterdam, 2007). For example, in a large scale quantitative study on 

primary care users’ views on antidepressants, Aikens, Nease Jr, and Klinkman (2008), found 

that younger people who had never taken antidepressants viewed their depressive symptoms 

as mild and transient, felt unsure about the cause of their symptoms and tended to view 

antidepressants as being harmful and unnecessary. Conversely, more positive attitudes 

towards antidepressants were associated with older age, experiencing more severe depressive 

symptoms and the expectation that they will persist, and people who endorsed the idea that 

these symptoms are caused by a chemical imbalance (Aikens et al., 2008).  

 Badger and Nolan (2007) and Givens et al. (2006) found that people’s beliefs about 

the causes of mental illness were an important influence on people’s attitudes towards 

medication. Both studies suggested that people who endorsed a biomedical explanation for 

the causes of mental illness are more likely to view antidepressants as being necessary and 

effective in primary care and were therefore more likely to take these drugs.  Phelan et al. 

(2006) however, found that while members of the general population who endorsed 

biomedical explanations were more likely to believe that antidepressants was necessary in 

treating depression, they were also more pessimistic about the effectiveness of such treatment 

(and any other intervention) because they were more likely to believe that mental illness was 

a lifelong condition.  

Overall, the research reviewed above is illuminating in showing the variation in users’ 

views on antidepressants and some of the factors that relate to both positive and negative 

views.  However, it can be argued that this research seldom locates users’ views within the 
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broader social and political context of their lives. Generally missing from the analysis, for 

example, is the story of why they came to take antidepressants in the first place, how they 

made sense of their problems more broadly, how long they had been taking them, and the 

influence of other people in their lives on their views. As Badger and Nolan (2007)  theorise, 

views on antidepressants are likely to reflect ideas about antidepressants prevalent in society 

at large, as well as experiential knowledge of how people they have known have responded to 

antidepressants. It is difficult to understand how such factors may influence people’s 

attitudes, without a critical analysis of users’ stories about their antidepressant experience.  

In addition, much of the research summarised above also seems to implicitly accept 

the value of antidepressants and argue for improved “adherence” in users. This aligns the 

researchers’ interests firmly with medical professionals, rather than with users.  This suggests 

a need for an analysis which foregrounds users’ own accounts of their experience.  

 

Users’ Subjective Experiences: The Decision Making Process 
 

This section will review research that has considered the process which surrounds the 

decision to take or stay on antidepressants. In a meta-synthesis of literature on users’ 

antidepressant use, Malpass et al. (2009) distinguished between research that focused 

specifically on users’ decision-making process and those that focused on users’ meaning-

making process, which emphasised the effect that antidepressants had on their sense of self. 

Although both categories are interlinked, it is a useful distinction to make given that people’s 

decision to go on antidepressants is rarely taken lightly and involves both a cognitive and 

emotional component.  

  People make a range of decisions concerning their medication use once they have 

initially decided to try them, including whether to continue taking them and for how long, 

whether to stop them, whether to experiment with the dosage or frequency and whether to 
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take them in combination with other treatment options such as self-help, counselling, or 

alternative medications (Malpass et al., 2009). Malpass et al. (2009) suggest that when people 

make decisions about antidepressants, they are involved in a “lay evaluation” process, in 

which they continually consider their own understandings of antidepressants and the causes 

of mental illness against the information given to them by health practitioners and other 

sources.  Rather than people unthinkingly taking their doctor’s advice, research suggests that 

people are active agents throughout the process, weighing up the possible risks and benefits 

of antidepressant use. In particular, users evaluate the perceived efficacy of antidepressants in 

reducing their symptoms in relation to the perceived risks of side effects (Britten, Riley, & 

Morgan, 2010; Dijkstra, Jaspers, & van Zwieten, 2008).  While this evaluation process is 

characterised by uncertainty and doubt (Verbeek-Heida & Mathot, 2006) it has been found 

that many people are open to trying antidepressants on a short term basis, as a crutch to 

provide temporary support and/or to  “kick-start” recovery  (Britten et al., 2010). 

Although users are generally construed as active agents in making decisions about 

their antidepressant use, they are influenced by their wider context, including their contact 

with their General Practitioner (GP). As it will be argued, power differentials inherent in the 

doctor-patient relationship can limit a person’s ability to exercise agency over their 

antidepressant use in practise. Young women in particular, may be vulnerable to differences 

in these power differentials, due to their young age, and in some cases, their gender.  

Several qualitative studies have considered the influence of medical professionals on 

user decision making. K. M. Turner et al. (2008), for example, found that when women were 

considering taking antidepressants to treat- post-natal depression, they initially expressed 

largely negative views about them. However, they felt they were influenced by the 

information given to them by their physician and as a result, generally decided to try them 

out. Similarly, Schofield et al. (2011) found that users were particularly likely to accept 
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doctors recommendations when they were first in contact, mainly because they were 

overwhelmed by their depressive symptoms during their initial crisis. This suggests that their 

experience of distress made them particularly vulnerable to accepting their doctors’ status as 

“expert,” and following their advice. However, they reported that they became “more expert” 

themselves and felt more able to make an informed choice about their treatment over time. 

Research conducted by Davis-Berman and Pestello has shown that some users feel 

that they are not taken seriously by their physicians; feeling that they are not being listened to 

and/or were being pushed into taking medication (Davis-Berman & Pestello, 2005; Pestello 

& Davis-Berman, 2008).  Users in their studies reported that they felt particularly unheard 

when they complained about experiencing side effects after they began taking 

antidepressants. Bultman and Svarstad (2000) also found that while users were mainly 

satisfied with their initial consultation with their physician, many felt that they were given 

less support once they actually began taking them. In contrast to these findings, however, a 

recent study conducted in India found that 92% of users felt satisfied with the amount of time 

the physician spent listening to their concerns and discussing treatment options with them 

(Chakraborty, Avasthi, Kumar, & Grover, 2009).  

Studies have shown that users feel that they are often given insufficient information 

from medical practitioners when they initially meet to discuss antidepressants as a treatment 

option.  This may impact on their ability to make an informed choice. Users have reported 

that they felt they were not given enough information about the effects that medication would 

have on them, including side effects (Byng et al., 2007) and the availability of other treatment 

options (Young, Bell, Epstein, Feldman, & Kravitz, 2006).  They also reported feeling 

uninformed about how long the physician believes they should take antidepressants, how 

much they will cost, and how long it will take before they are expected to work (Young et al., 

2006). 
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Taken together, this research suggests that there may be a disconnect between a user’s 

desire to be an active participant in the decision making process regarding antidepressant use, 

and the extent to which they can actualise this. This suggests that power-differentials in a 

patient-doctor relationship can limit the amount of agency that people feel that they can 

exercise.  

Not only are  users’ decisions regarding antidepressants likely to be influenced by 

their interactions with their doctors and their own beliefs about medication and the causes of 

mental illness (Clatworthy, Bowskill, Rank, Parham, & Horne, 2007), but friends, family and 

partners’ views on antidepressants are also an important influence on their decision making 

process (Karp, 1993; Schofield et al., 2011). Schofield et al. (2011), for example, found that 

participants in their study often felt pressured to stop taking medication 

Users’ decision making regarding antidepressants is also likely to depend on their 

actual experience of taking antidepressants. A number of studies have shown that the 

experience of side-effects, as well as whether or not antidepressants are perceived to be 

effective in addressing their symptoms both influence users’ decision making.  

There is a great deal of evidence to show that many people who go on 

antidepressant’s experience a range of side effects which include insomnia, agitation, fatigue, 

diarrhoea, sexual dysfunction, dizziness and weight fluctuations, among others (Gregorian et 

al., 2002; Pestello & Davis-Berman, 2008). One frequently cited study found that 86% of the 

participants surveyed reported at least one side effect and that 55% reported one or more side 

effects that they felt were  “bothersome” (Hu et al., 2004). These results have been replicated 

in a more recent study conducted in the Netherlands (van Geffen et al., 2009). The most 

commonly experienced side effects from SSRIs have been found to be neurological (22%), 

for example, experiencing tremors or dystonia, psychiatric (19.5%), including anxiety and 

agitation, gastrointestinal (18%), including dry mouth, nausea and weight gain and 



26 
 

 

dermatological (11.4%), particularly in terms of breaking out in rashes (Spigset, 1999). 

Sexual dysfunction is also fairly common, estimated to be around 30-60% (Gregorian et al., 

2002). There is also evidence to suggest that antidepressants are associated with suicidal and 

aggressive thoughts and behaviours, especially in young people (Liebert & Gavey, 2009). 

These side effects are likely to have a profound impact on a young person’s sense of self, and 

represents an added risk for those choosing to take antidepressants. 

Users also report changes in their emotional experience following use. A study of 

1829 adults who had taken antidepressants in New Zealand found that over half the 

participants experienced adverse emotional and interpersonal side effects, including sexual 

difficulties (62%), feeling emotionally numb (60%), feeling not like myself (52%), and a 

reduction in positive feelings (42%) (Read et al., 2014). Similarly, a qualitative study in the 

United Kingdom found that antidepressant users described a reduction in both positive and 

negative emotions, emotional detachment and a feeling that they ‘just didn’t care’ as well 

reporting a change in their personality (Price, Cole, & Goodwin, 2009).  These side effects, 

which might be described as emotional numbing, were considered positive in some ways, 

particularly because it reportedly gave people a chance to look at situations objectively, rather 

than getting angry, worried or upset. Participants reported that it helped them make better 

decisions, and also had a positive effect on their relationships with others. However, the 

experience of emotional blunting has been found to be associated with people stopping taking 

antidepressants (Grime & Pollock, 2003), although this effect can be minimised if the 

possibility of users experiencing emotional blunting is explained to them in advance (Bollini, 

Pampallona, Kupelnick, Tibaldi, & Munizza, 2006). Not surprisingly, it has been found that 

people who experience more severe, long term side effects that are of a psychological nature, 

are less likely to tolerate antidepressants compared with those who experience mild, physical 

symptoms for short periods of time (Malpass et al., 2009). Unexpected and severe symptoms 
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are associated with stopping treatment altogether (Garfield et al., 2003) experimenting with 

dosage (Haslam et al., 2004), and seeking out alternative treatments (Garfield et al., 2003).  

The perceived ineffectiveness of antidepressants is also a source of frustration for 

many users, and may lead users to experiment with the dosage or to quit medication 

altogether (Holt, 2007).  Since users are often not given information about the fact that 

antidepressants have a latency period before they have any therapeutic effect (Young et al., 

2006), they may be confused about why it isn’t working immediately. This delay also means 

that people find it difficult to attribute any improvement in their condition to antidepressants 

(Grime & Pollock, 2003). Frustration may be particularly high at the beginning of treatment 

since, while side effects are immediate, the perceived benefits usually take longer to be felt. 

Concern about withdrawal effects and relapse, as well as a lack of support from doctors mean 

that some users remain on antidepressants for longer than they need to (Leydon, Rodgers, & 

Kendrick, 2007).  

Together, this research shows that users’ decision making is complex, and involves a 

range of considerations. Not surprisingly, research shows that rates of non-adherence are 

relatively high as a result of the factors discussed. A review on research in this area found 

that non-adherence ranged from 10-60%, mainly due to different definitions of non-

adherence and period of time considered in these studies (Lingam & Scott, 2002).  It has been 

shown that discontinuation rates increase over time, with between 29%- 42% stopping by 4 

weeks and increasing to 63%- 76% by 3 months (Fairman, Drevets, Kreisman, & Teitelbaum, 

1998; Olfson, Marcus, Tedeschi, & Wan, 2006).  

 Donovan and Blake (1992) challenged the idea that non-compliance was an irrational 

act, arguing instead that could be seen as rational from a user’s perspective. Indeed, research 

suggests that users who do not comply with treatment have carefully weighed up the risks 
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and benefits of such treatment, and concluded that antidepressants are not a good choice for 

them (C. Cooper et al., 2007). 

 

The Impact of Antidepressants on People’s Sense of Self 
 

The few qualitative studies that have considered users’ experiences of taking 

antidepressants over time have found that these experiences change how they understand 

themselves and their difficulties. As Karp (1993) asserts; “putting the first pill into one’s 

mouth begins both a revision of one’s biochemistry and one’s self” (p. 346). In his study of 

the retrospective narratives of 20 anti-depressant consumers of varying ages, Karp (1993) 

found that individuals renegotiate definitions of self, illness and the meaning of medication 

itself throughout the process of taking antidepressants. Importantly, he maintained that while 

people initially view their problems to be situational and/or emotional, individuals undergo a 

process of socialisation, as a result of their contact with the medical profession. This means 

that they eventually become “converted” to the biomedical version of depression’s cause and 

of its appropriate treatment. Eventually, however, people become “disenchanted” when they 

experience other episodes of depression, and begin to question the validity of the biomedical 

model.  

In another study that focused on 12 young women’s experiences of antidepressant 

use, Knudsen, Hansen, Traulsen, et al. (2002) posited that people go through several stages, 

moving from experiencing  “a loss of self” when they are distressed and in need of help, to 

experiencing a “regaining of self” once they felt that their condition had improved as a result 

of taking medication. Davis-Berman and Pestello (2005), on the other hand, conducted in-

depth interviews with 32 users of all ages and found that while many felt that medication was 

helpful in treating their symptoms, this came at the cost of “damaging” their sense of self. 

Similarly, an analysis of fictional and autobiographical writings of women revealed that 
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taking antidepressant was associated with a “wounded” self-identity (Metzl & Angel, 2004), 

related to feeling stigmatised as a result of being on antidepressants. Garfield et al. (2003) 

also described the  “paradoxical role” of antidepressants in the lives of participants, since 

taking antidepressants meant a  “returning to normal functioning while losing the sense of 

being normal” (p. 521).  This study reported that several participants experienced a change of 

identity that they found difficult to accept, while others found it difficult to reconcile 

receiving a prescription for antidepressants with their previous sense of self.  

In their meta-ethnography of research in this area, Malpass et al. (2009) argued that 

three potential selfhoods may emerge in response to taking anti-depressant medication; the 

“revealed” self, in which a person is able to uncover a new but innate self, the “restored” self, 

in which a person is able to restore a self that had been marred by depression, and an 

“enhanced” self, in which a person transforms into a new self that is better able to function in 

daily life, but is somehow inauthentic and “artificial.” 

 

Antidepressants, Stigma, and Sense of Self 
 

A person’s decision to take antidepressants often means identifying as a person who 

suffers depression, which can be stigmatising. Karp (1993) argued that people’s initial strong 

negative reactions to taking antidepressants was related to the fact that they had to understand 

themselves as being  “depressed” rather than as someone that was merely troubled. Knudsen, 

Hansen, Traulsen, et al. (2002) found that taking antidepressants may attract a “double 

stigma” since people are treated for a stigmatising problem with a stigmatised medication. 

People reported a number of negative thoughts about antidepressants, including that they are 

“happiness pills” or pills for the mentally unstable, that it meant that they were unable to cope 

on their own, or that they had chosen to  “take the easy way out”. In a recent study, Smardon 

(2008) suggests that the stigma associated with taking antidepressants has reduced in recent 
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years. However, she found that while her respondents did not think that it was shameful to 

take antidepressants, they were concerned that other people would judge them. 

 Young women may be particularly sensitive to real and perceived stigma associated 

with being labelled with a mental illness and taking antidepressants because they are at an 

age where the opinions of their peers is likely to be highly important to them (Milner, 2013). 

As Milner (2013) explains in his book, Freaks, Geeks, and Cool Kids, teenagers and young 

adults have little power in political or economic realms, so they instead gain a sense of 

respect, status and identity from a social world that is of their own making. In this world, 

status is gained through different means than is typical of older people.  For young people 

status tends to be based on other aspects such as who they associate with, what they wear and 

what they buy, and is often maintained through putdowns and meanness.  Where they fit 

within the social hierarchy at high school and to a lesser extent, university, influences their 

self-esteem and wellbeing (Milner, 2013).  

Karp (2006) argues that young people’s expressions of emotional distress, such as 

shyness, withdrawal and irritability, sets them apart from others. At the same time, their 

emotional distress may attract the attention of adults, and they may find themselves being 

thrust into a world of doctors, psychiatrists, therapists and school counsellors, which further 

underlines their difference from their peers. Being marked as different may mean they are not 

accepted by mainstream cliques (which could make them subject to bullying, verbal 

putdowns, or more subtle reactions, such as being given the “cold shoulder”), and leads them 

to feel rejected, friendless and isolated.  

 Karp (2006) found that one response for young people who felt stigmatised and 

rejected by their peers was to form new friendship groups with like-minded people who they 

felt better understood them. In these groups, they felt that they were able to talk openly about 

their experiences of being diagnosed and taking medication, and were able to form new 
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identities in which their difference was celebrated. He found that some young people came to 

view qualities that were devalued by mainstream cliques as positive, for example, viewing 

themselves as being more aware, insightful, sensitive and deep than others. This research 

suggests that the stigma associated with experiencing emotional distress and taking 

antidepressants may be felt particularly strongly for young women.  This might lead to 

rejection by peers but might also facilitate the formation of new groups which they felt 

accepted their difference.  

 

Self and Development 
 

Sharpe (2012), who interviewed a number of young people who began taking 

antidepressants in their teenage years, found that they worried over questions related to 

selfhood more intensely than older people. Drawing on the work of Erikson (1968), who 

argued that young adulthood is a time in people’s lives associated with identity formation, 

Sharp (2012) argued that young people were unclear about how antidepressants were 

affecting them since their sense of self was still under development. She found that young 

people responded in a number of ways to confusion about how antidepressants were affecting 

their sense of self; these included firstly, attempting to quit medication to “discover” who 

they were. Secondly, finding a way to incorporate antidepressants into their sense of self and 

thirdly, internalising the idea that they were sick. Those who continued to take 

antidepressants beyond their teenage years, were also found to be concerned that the person 

they became might have been different from the person they could have been, should they not 

have ever taken antidepressants. This is relevant to the current study given that several 

participants in my study began taking antidepressants in their teenage years. 

While Sharpe (2012) suggests that antidepressants led young people to ask questions 

about their selfhood that they feel unable to answer, the conclusion that this is because young 
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people’s sense of self is still under development can be critiqued for being reductionist. There 

has been increasing recognition in developmental research that both identity and life-stage are 

fluid and socially constructed (Sneed, Schwartz, & Cross, 2006). More recent developmental 

theorists, have argued that a transition into adulthood has become more ambiguous to define 

since the latter half of the twentieth century, since traditional markers of adulthood, such as 

leaving home, achieving financial independence and having children have increasingly 

become “delayed, disorderly, reversible and even forgone” (Silva, 2012). In this context, 

individualistic identity construction and self-exploration, or therapeutic selfhood, which is 

reflexive, individually negotiated, self-actualising and continually reinvented, may have come 

to replace more traditional markers of adulthood (Illouz, 2008). A recent qualitative study by 

Hartmann and Swartz (2006) revealed that young people believed that adulthood “should be a 

journey towards happiness and fulfilment, meaning and purpose, and self-actualisation” 

marked by “continuous development, discovery and growth” (p. 278).  Within this context, 

young people may wonder to what extent taking antidepressants is likely to enable or disrupt 

their journey towards “therapeutic selfhood” (Illouz, 2008, p. 171). 

Together, these studies illuminate the complex and varied ways that a person’s sense 

of self could be affected by the experience of taking antidepressants. They have also 

highlighted that a drug designed to work on the mind has both psychological and social 

consequences for the person taking them. It can be argued, however, that there has been a 

lack of consideration for the way that wider societal discourses related to selfhood and 

pathology shape the stories that people tell about themselves and their experiences, in the 

literature to date. The current study attempts to locate young women’s experiences within a 

wider social context in order to understand them.  
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The Current Study in Context 
 
 This literature review has argued that new ideas about selfhood and pathologies 

circulating in our society offer a new language for people to construct ideas about themselves 

and their difficulties. Antidepressants signal both a possibility of sculpting new selves, and a 

way to manage the risk of losing oneself to mental illness. The stories that young women tell 

about themselves are likely to be influenced by biomedical discourse and discourses 

associated with being young and being a woman.  

To date, there have only been a small number of qualitative studies (Knudsen, 

Hansen, & Traulsen, 2002; Knudsen et al., 2003; Knudsen, Hansen, Traulsen, et al., 2002) 

that have focused on the subjective experiences of young women who have chosen to take 

antidepressants, therefore, there is a gap in our collective knowledge about what this 

experience is like for them, and what impact it has on their sense of self.  Young women’s 

experiences are of interest because they have grown up in a time where both the cultural 

meanings of depression and antidepressants have changed substantially (Smardon, 2008). 

There is also evidence to suggest that people’s relationships with antidepressants are 

changing, since they are becoming increasingly knowledgeable about brand names, classes of 

antidepressants and how they work (Smardon, 2008) and tend to seek out information beyond 

their doctor’s advice (Karp, 2006). This group represent a new generation of antidepressant 

users whose thoughts and experiences may differ significantly from participants in previous 

studies, particularly in terms of their beliefs about the causes of depression, what it means to 

them to take antidepressants and therefore how they construct selfhood throughout their 

narratives. They have also grown up in a time where there are societal pressures to be a “can 

do” girl, which is arguably a relatively new phenomenon. This study has three aims: to gain 

insight into the experience of being prescribed and taking antidepressants for a new 

generation of young women; to identify in what way, if any, this experience affects young 
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women’s sense of self and/or identity; and whether taking antidepressants leads to a 

reconceptualisation of their difficulties.  In order to meet these aims, narrative interviews 

were conducted with 16 young women who had taken antidepressants in the last six months. 

The results of this study will add to knowledge about the psychological impact of 

antidepressant use on young women, and will contribute to our understanding of the thoughts, 

feelings and experiences of people who take antidepressants more generally. This study fits 

within the existing body of literature on antidepressants and selfhood and will have clinical 

implications for professionals who are in contact with young women experiencing emotional 

difficulties.   
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CHAPTER TWO: RESEARCH METHODOLOGY 
 

This chapter outlines the research methodology employed in this study. It will begin 

with a discussion of the aims of the study, present the theoretical framework which informed 

this research, and present the method of data collection and analysis.  

This research aimed to explore young women’s experience of taking antidepressants 

in New Zealand, focusing on how their accounts related to their sense of self and how they 

understood their problems. This research employed a narrative methodology.  This was 

considered an appropriate methodology to understand the experiences of young women who 

take antidepressants from within the context of their own lives. The study was guided by a 

critical realist epistemology and grounded in principles of narrative theory.  

 

Theoretical Framework 
 

Qualitative research is an overarching term that covers a range of methods and 

research approaches. However, researchers agree that these methods share the assumption 

that there is no “objective” reality or universal truth and that knowledge is context specific 

(Coyle, 2007). Several researchers define qualitative research as being focused on 

understanding the meaning that people construct to make sense of their world (Denzin & 

Lincoln, 1994; Merriam, 2009; Riessman, 2008). As Denzin and Lincoln (1994) explain, 

“Qualitative researchers study things in their natural setting attempting to make sense of, or 

interpret, phenomena in terms of the meaning people bring to them” (p. 2). Qualitative 

research therefore takes as its focus the subjective, insider view (Avis, 2003). It is also often 

concerned with the way that people’s understandings of themselves and the world are socially 

constructed and reflect wider discourses (Clandinin & Connelly, 2000). Given that the 

primary aim of the current study was to better understand the thoughts and feelings of young 

women taking antidepressants, it was considered important to select a qualitative 
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methodology which prioritised the participants’ inner worlds and is able to explore the 

richness and complexity of their experiences.    

 While qualitative research shares a number of common assumptions, there are a 

variety of theoretical positions that the qualitative researcher can take within it, depending on 

their assumptions about the nature of “truth” and “knowledge.” With regard to the present 

study, I take a middle-ground position, best described as a “critical realist” view that argues 

that while there is a reality, this reality is creatively constructed and imperfectly understood. 

Young women’s stories will be influenced both by material factors, which include genuine 

suffering and the chemical effects of the drugs, as well as discursive factors, including 

discourses about young women and antidepressants (Ussher, 2010). Through this lens, the 

stories of young women who take antidepressants can be seen neither as works of fiction nor 

completely accurate presentation of facts, but rather, stories constructed around a set of life 

events or facts, that are selectively remembered, interpreted, and creatively expressed by the 

participants.  

  

Introducing a Narrative Approach 
 

We constantly construct and reconstruct ourselves to meet the needs of the 

situations we encounter, and we do so with the guidance of our memories of 

the past and our hopes and fears for the future. Telling oneself about oneself is 

like making up a story about who are what we are, what’s happened, and why 

we’re doing what we’re doing (Bruner, 2002, p. 64).  

While there has been a long tradition of studying the art of narrative, it is only in 

recent years that narrative study has been applied across the human and social sciences 

(Elliot, 2005). This new interest in the study of narratives reflects a move away from 

traditional, positivist approaches in the social sciences towards a more humanist approach. 
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Modern narrative research has also been influenced by post-structuralist and post-modern 

thought, which presupposes that there is no one interpretation of text, that narratives reflect 

multiple subjectivities, convey conscious and unconscious meanings, and reflect power 

structures (Squire, Andrews, & Tamboukou, 2008).  

Narrative approaches typically focus on people’s stories about a phenomenon of 

interest in order to understand their subjective experiences  (M. Murray, 2003). They are 

based on the idea that we all naturally story our experiences and use these stories to identify 

ourselves to others and to ourselves (Gergen, 1998).  As Lieblich, Tuval-Mashiach, and 

Zilber (1998) explain, "Stories provide coherence and continuity to one's experience and have 

a central role in our communication with others" (p. 7). In this way, people reveal their 

identity and their personality through the stories that they tell (Neimeyer, 2000). Importantly, 

these stories are produced in communication with others, and in this way, selfhood can be 

understood as being relational, rather than individual (Burr, 2015). Narrative research, 

therefore, is interested in exploring and better understanding the inner world of individuals 

and how they make sense of their experiences (Riessman, 2008). 

Narrative research acknowledges that knowledge and experience are socially 

constructed. Stories are not told in a vacuum but are produced within a social, cultural and 

historical context at a point in time (Clandinin & Connelly, 2000). In constructing stories, 

individuals draw on the discourses available to them (White & Epston, 1990), including 

models of identity and self, therefore such stories only make sense by considering the wider 

context in which they are told. The young women in this study for example, may draw on the 

vocabulary of mental illness to weave together their stories, and construct their identity as 

someone who is, or has been, “unwell”. However, they might also challenge or resist these 

ideas. Overall, rather than representing an absolute truth, the stories that young people told 

about their experiences of antidepressants in this research are likely to have been influenced 
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by a range of factors, including their past and present experiences, their values, when, where, 

and why the story was being told, the researcher’s conscious and unconscious reactions to the 

story being told, as well as their expectations about how the researcher will view their story 

(Moen, 2008). Narratives therefore, represent both a mixture of real events and constructions 

of these.  

 

Narrative and Selfhood 
 

As it has been suggested, narratives are not just a way in which people organise their 

experiences and create meaning, it is the means through which they produce and 

communicate their sense of self. In telling a story, a person connects events across time, 

which in turn, creates a coherent sense of self, with a past, present and future (Elliot, 2005). 

In doing this, individuals draw upon the available models of identity and self in society at 

large and the culturally sanctioned plotlines or “scripts” that go along with these, in order to 

construct their sense of self (Gergen, 1998). This is not to say that people unthinkingly adopt 

dominant ideas of selfhood, but instead, may challenge, negotiate and evaluate different 

subject positions in order to construct a sense of self in relation to them. Raggatt (2006) 

argues further that a sense of self does not emerge from a single narrative voice telling a 

single story, but is closer to a “war of historians in one’s head” or a “conversation of 

narrators” (p. 15). From this standpoint, self-definition is considered neither stable nor 

predetermined, but rather, context-dependent, fluid and multiple.  

Through a narrative lens, individuals are understood to be continually engaged in 

“identity work” which refers to a reorganisation, development and/or adjustment of their 

identity in response to the changes in their context (Georgakopoulou, 2006). Some changes in 

context may radically challenge a person’s sense of self and the very core of who they see 

themselves to be. Bury (1982) refers to such experiences as leading to a “biographical 
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disruption,”  while Riessman (1993) describes these as “ruptures,” which represents a divide 

between the person’s sense of self and a social ideal. For young women, being diagnosed 

with a mental illness and choosing to take antidepressants is likely to represent such a rupture 

in their lives. Narratives provide a way for people to make sense of these ruptures, which 

leads people to maintain their old identities, or create new ones which integrate these 

experiences (Bury, 1982; Crossley, 2000).  

Implicit in people’s stories about themselves, are ideas about their sense of “agency,” 

which can be seen as an important aspect of “selfhood” (Battaglia, 1995). Agency may be 

defined as a person’s ability to act on one’s wishes and intentions (Bandura, 2006) and is 

related to a person’s sense of autonomy, mastery and belief that they have the ability to 

manipulate the course of their own life (Adler, Skalina, & McAdams, 2008). While the 

concept of agency appears to be, at first glance, relatively straightforward, questions 

regarding whether people have agency, and if so, how much, has been a major topic of 

philosophical debate for centuries. On one extreme, proponents of determinism, such as 

Hobbes and Hume in the 19th century, have argued that every human action is predetermined, 

while at the other extreme, philosophers such as Nietzsche and Sartre, argue that we have 

complete free will and therefore must take moral responsibility for how we act (Hobbes, 

1656; Hume, 2012; Nietzsche, [1886] 1990; Sartre, 1953).  

While popular discourse arguably views agency as an innate capacity that everyone 

has, theorists such as Bruner (1990) and Giddens (1991) have argued that while all people 

have free will to an extent, their ability to exercise this free will is limited by the social 

context in which they are situated. People’s sense of agency and self is developed in a context 

in which social structures and cultural resources are able to both allow and constrain its 

development (Gibson & Cartwright, 2013). Young women who seek help for mental health, 

for example, are constrained not only by the social institutions in which they operate, 



40 
 

 

including the doctor’s office and other mental health settings, but also by how much agency 

society in general expects them to exert.  

Polkinghorne (1996) argues that narrative “plots” range from being “victimic,” where 

the narrator portrays themselves as passive, and life as being out of their control, to “agentic,” 

where they work towards their goals, and have a clear idea about how they might accomplish 

them. Baker (2010) argues that cultural scripts that emphasis female empowerment and 

“unprecedented opportunity” , may create an imperative for young women to construct 

themselves as volitional, active subjects, even in the face of disadvantage and hardship. She 

argued that young women in her study minimised and ignored gender constraints, in order to 

resist the “victim” subject position and so that they can produce themselves as reflexive, 

transformative subjects. This was accomplished by the young women by employing strategies 

including putting a positive spin on difficult circumstances and seeing others as being “worse 

off.”  Overall, gendered cultural scripts may be seen as both constraining and liberating to 

young women. On the one hand, the discourse emphasising self-improvement and choice 

may offer hope for young women that things can be better, while on the other hand, the fact 

that their problems are individualised and the social context of disadvantage may mean a 

failure to live up to this ideal is internalised as a personal failing. The current research is 

interested in how young women construct themselves through the stories that they tell, paying 

particular attention to how selfhood and agency is constructed.  

 

Reflexivity 
 

It is important to provide the reader with some information about the researcher, 

including his or her motivation to be involved in this research, given they are part of the 

research process and therefore have a role of shaping the narratives that are produced (Ezzy, 

2002). The narrative research approach acknowledges that rather than the researcher being a 
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neutral and objective bystander of the research process, they influence every part of it, from 

the choice of topic through to data collection, analysis and interpretation of results (Madill & 

Gough, 2008). Researchers also bring with them their own personal history, values, culture, 

age, ethnicity, gender, and social class which influence the kind of stories that the participant 

tells.  The stories that are produced can be seen as a collaborative process, since both the 

researcher and participant bring with them their own lived experience and meaning making 

process which may affect the questions that are asked, as well as the information that is given 

(Riessman, 1993). The form and content of the narrative produced by the interviewee is also 

context sensitive, since it is being told to the researcher for the purpose of the interview 

(Mishler, 1986).  

I was attracted to this topic for both personal and professional reasons. I do not have 

personal experience with taking antidepressants, which is one of the significant differences 

between my own experiences and that of the research participants I am aiming to represent. 

However, the conversations I had with the young women in this study would not be the first 

ones I’ve had with people about what it means to take antidepressants due to my experience 

working as a mental health professional, and because I’ve spoken to a number of friends 

about their experiences before starting this project.  What I noticed from people that I spoke 

to about their experiences was that while they considered that the choice to be on 

antidepressants was an important decision in their lives and often saw it as an integral part of 

their personal journey through depression, they were hesitant to talk about these experiences. 

It seems to me that antidepressants, despite becoming increasingly mainstream, remain 

mysterious, since these stories were often told behind closed doors, to trusted friends and 

family. I feel strongly that the stories about being on antidepressants from people like my 

friends who have first-hand experience should be told, particularly since historically, 

psychology in general has tended to prioritise professional, medical and academic 
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perspectives, rather than the perspectives of consumers of mental health services (Sayre, 

2000). I believe that their stories represent a form of “subjugated knowledge”  (Foucault, 

1988) which has been minimised in a society that has over-emphasised the possible benefits 

of antidepressants and presented them as a quick fix solution to problems associated with 

emotions and selfhood. The real meaning of antidepressants in the lives of people that take 

them is understudied, and may complicate dominant representations of antidepressants, 

shining a light instead on the more challenging elements of taking them,  including power 

differentials, stigma, ambivalence and self-blame, when they do not appear to live up to their 

promise. 

Despite my desire for the young women I interviewed to be able to tell the story that they 

felt was important about their own antidepressant experience, the power imbalance between 

myself and these participants is likely to have influenced the kind of stories that they told and 

the way that they chose to represent themselves within them. At the time of the interviews, I 

was 28, up to 10 years older than my participants, pursuing a career as a mental health 

professional, which may have given me expert status in their eyes. In addition to this, we had 

just met, so it is unlikely that participants would tell the sort of story they might tell to a 

trusted friend. These factors may have led some participants, for example, to censor some 

information, or mean that they chose to represent themselves in a more positive light, 

prioritising accounts that depicted them in this way and minimising other versions of events 

and experiences they may have told. 

Rather than taking a position that narrative types and themes simply “emerge” from 

the data, I acknowledge my own role in constructing meaning and interpreting young 

women’s stories. I approached the data using a particular theoretical lens, which means I have 

played an integral part in this research. I viewed the data with an awareness of mainstream 

discourses about antidepressants, young adulthood, and what it means to be a young woman 
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today, and considered the way that these discourses may have shaped how participants made 

sense of their experiences. While this may serve to illuminate new ways of understanding the 

data, it has the potential to be constraining, in that this approach could mean I missed 

different interpretations that I had not considered. To balance this, I engaged in self-

reflection, and regularly consulted with my supervisor to challenge my own insights.  

Completing a thesis is a major requirement for training as a clinical psychologist, a 

career path that I am passionate about pursuing, and it is a positive outcome that hearing and 

working with people’s stories about being on antidepressants is likely to enhance my practice. 

My peers and I are entering the workforce at a time when bio-medical discourse is the 

dominant lens through which mental difficulties are viewed in Mental Health Services, and 

medication/s are widely used.  The position I take in relation to this discourse will be 

important in the sort of psychologist I choose to become. 

 
Trustworthiness in Qualitative Analysis 
 
 As it has been discussed, qualitative research tends to focus on the people’s subjective 

experiences, rather than claiming to represent objective truths.  Concepts such as ‘validity’ 

and ‘reliability’, which have been traditionally used to evaluate quantitative research, are 

therefore not appropriate or even relevant to qualitative research. A number of researchers 

have instead proposed that, “trustworthiness”, “dependability” and “transferability’” (Bailey, 

1996; Guba & Lincoln, 1994; Shenton, 2004) may be better indicators of good qualitative 

research. 

Trustworthiness was improved in the present study by documenting each step of the 

research process in detail, including research design, methods, analysis and conclusions, so 

that it could be open to scrutiny (Riessman, 1993). This also means that there is a high degree 

of transparency and that researchers could repeat this work, even if they do not necessarily 

get the same results (Shenton, 2004). 
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Dependability was improved in the present study through peer review. This was 

achieved through colleagues reading sections of the raw data to determine whether the 

findings were plausible based on the data. The researcher engaged in an on-going dialogue 

with her supervisor about each transcript. This provided a space for the researcher to develop 

and test ideas, while my supervisor challenged, offered alternative approaches, and gave her 

insight based on her own perceptions and experiences.  

Finally, transferability implies that the research has implications beyond the research 

study, and its findings are useful and relevant to other settings (Shenton, 2004). This was 

achieved through a discussion of the findings.  

 

Method 
 
This research was approved by the University of Auckland Human Participants Ethics 

Committee in November 2012 (Reference 2012/8681). All relevant documents, including the 

Consent Form and Participant Information Sheet are in the appendix.   

 
Participant Recruitment  
 

Participants were recruited from a large pool of people that participated in an online 

study on antidepressant use (Read et al., 2014) and who registered their interest in taking part 

in a further interview study via an email address that was provided at the end of the survey.  

Those that responded were then asked via email to provide additional information about 

themselves and the extent of their antidepressant use in order to determine whether they meet 

the selection criteria for inclusion in this study. The criteria  was that they were: 1) young 

women aged 18-25,  2) identified as having been prescribed and taken antidepressants for 6 

months or more for any reason, and 3) lived in Auckland or Wellington, New Zealand. Once 

potential participants were identified, they were sent an information sheet via email and an 
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interview was arranged via email with all those that were interested. All participation in this 

research was voluntary and participants provided written informed consent.  

 

Table 1: Participants in the study 

 
Participant Details 
Name Age Ethnicity Amount of time 

taking AD 
Whether or not 
they are still 
taking AD 

Candice 22 Tongan/ 
Filipino 
 

6 years Yes 

Mary 22 NZ European/ 
South African 
 

2 years No 

Amy 
 

19 NZ European 6 months Yes 

Alida 
 

20 Chinese 7 years Yes 

Kate 
 

24 NZ European 3 ½ years Yes 

Rebecca 
 

23 NZ European 2 ½ years Yes 

Anna 
 

21 NZ European 8 months No 

Sarah 
 

25 NZ European 6 years No 

Kathryn 
 

25 NZ European 6 months No 

Alice 
 

24 NZ European 6 years Yes 

Hannah 
 

24 NZ European 5 years No 

Helen 
 

25 NZ European 8 months No 

Brenda 
 

23 NZ European 8 years Yes 

Erica 
 

23 NZ European 10 months No 

Carla 
 

25 NZ European 2 years No 

Johanna 
 

25 NZ European 1 ½ years No 

 
Note. Names have been changed for the sake of maintaining confidentiality 
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Participants 
 

Sixteen participants aged between 18-25 years old (M = 23), who identified as having 

taken antidepressants for 6 months or more were included in this study. Thirteen participants 

identified as New Zealand/European, while one identified as New Zealand/European and 

South African, one as Chinese and one as Tongan/ Filipino.  Eleven participants were from 

Auckland, New Zealand, while 5 others were from Wellington, New Zealand. The majority 

of participants were students (n = 8) while the remaining participants were employed (in 

occupations that included counselor, nurse, teacher, youth worker, and fundraiser, café 

worker and office manager). Seven participants were taking antidepressants at the time of the 

interview, while the other 8 participants were no longer using them, choosing to stop taking 

them between 6 months- 2 years earlier. The length of time that people had taken medication 

ranged from 8 months to 8 years, and the average length of time was 3 years, and 4 months. 

All participants were given pseudonyms for the purpose of analysis. 

 

Data Collection 
 

All interviews were scheduled to take place with the author at a time and place 

convenient to the participant, which included their home, an office at the University of 

Auckland, and cafés. The interviews lasted between three quarters of an hour and two and 

half hours, with the average length being an hour. The interviews were digitally recorded 

with permission from the participant, and transcribed verbatim by a professional transcriber, 

who signed a consent form agreeing to maintain confidentiality. Any names used by 

participants were changed after the transcription process to ensure confidentiality.  

A narrative interview approach was employed to obtain qualitative data, which is 

unstructured and in-depth (Riessman, 2008). This approach aims to allow participants to 

shape and select the aspects of their experience which they believe is important, with minimal 
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input from the researcher (Clandinin & Connelly, 2000). At the beginning of the interview, 

the researcher spent some time introducing herself and building rapport.  The researcher 

explained the purpose of the study in broad terms, and offered the participant a chance to 

relook at the participant information sheet, and ask any questions they might have. The 

interview structure was explained at this time, particularly highlighting that participants 

would be prompted to tell their story about taking antidepressants, and acknowledging any 

anxieties they may have had about that. Confidentiality and its limits were explained, and 

they were reminded that participation was voluntary. They were also asked for permission for 

the interview to be recorded. If participants were happy to proceed, they were given a consent 

form to sign.  

All interviews began with the researcher asking participants to tell their story of how 

they began taking antidepressants. This usually elicited a response that lasted between 10-20 

minutes, where the researcher’s responses were limited to non-verbal signals of attentive 

listening, minimal encouragers, such as “yes” and “mmm.” The researcher did not interrupt 

the participant until she had signalled that she had reached the end of the story. Some 

participants struggled to find a starting point for their story, and were told that they can start 

“wherever you feel is important.” 

Once the participant’s story had been elicited, the researcher asked the interviewee to 

go back to parts of their story in order to gain more information. For example, Alida initially 

gave a description of what it was like for her to feel depressed and anxious and to take 

antidepressants at different points in her life, with little information about why she began 

taking them to begin with. After she was finished she was asked, “Perhaps you can go back to 

the beginning of your story and tell me a bit about what was going on with you when you 

were young and about that initial decision to go on antidepressants.” The interviewer did not 

have a set of questions but aimed to be guided by whatever the participant felt was important. 
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Questions were generally open-ended and designed to encourage spontaneous descriptions of 

the participants’ lived experience (Riessman, 2008). For example, questions such as “can you 

tell me more about that?”, “what was that like for you?” and “what happened next?” were 

often used. The researcher, as much as possible, aimed not to direct the flow of conversation.  

Towards the end of the interview participants were asked how they would describe the role of 

antidepressants in their lives, and to sum up their feelings about them, in order to get an 

overall impression of these experiences. Overall, it was hoped that by listening respectfully, 

which meant expressing empathy, listening with interest, being responsive to their story, and 

thanking them at the end of the interview, that the interview was validating for the 

participants.  

Understandably, talking about their experiences of taking antidepressants was an 

emotional experience for many participants. Some became tearful at different points during 

the interview. The researcher aimed to listen attentively, be validating and empathetic, and let 

the interviewees know that they could take a break should they need to. Despite this, all 

interviewees were able to complete their interview. The researcher checked with each of them 

at the end of the interview to check how they were feeling, and offered counselling services, 

should they need them.  

Analysis 
 

Researchers take a range of approaches in their analysis of interview narratives, 

depending on their research question/s. Theorists such as Chamberlain and Murray (2008), 

suggest that researchers should be innovative in their approach, and use a range of methods to 

study and analyse text.  The current research employed two different modes of analysis to 

make sense of young women’s stories. The first was a narrative analysis, which focused on 

understanding and comparing young women’s stories in their totality, and the second, a 

thematic analysis which considered patterns of meaning across their stories.  
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Narrative Analysis  
 

Lieblich et al. (1998) claim that narrative analysis can be focused on two dimensions: 

“holistic versus categorical” approaches and “content versus form” approaches, although it is 

possible to analyse texts at midpoints along these continuums. The current research focused 

primarily at the “holistic” and “content” levels, meaning that the stories that people told were 

taken as a whole and sections of text were analysed within the context of the overall 

narrative. It was interested in both the explicit and implicit meaning of each story. “Plot 

analysis,” described in more detail below, was employed to understand the underlying theme 

of each story and its developmental trajectory (Gilgun, 2005).  

Crossley (2007) outlined several analytic steps for carrying out narrative research, 

which I have used as a guide for this study. These include, “reading and familiarising,” 

“identifying important concepts to look for” which may include tone, imagery and themes, 

and “weaving all of this together into a coherent story.”  It is important to note that narrative 

analysis relies heavily on the interpretation of the researcher, therefore it can be understood 

as closer to an art, than a series of manual steps (Riessman, 2008) 

Interview transcripts were initially read and re-read a number of times in order to gain 

familiarity with the participant’s personal narratives, which is common practice in qualitative 

research (Morrow, 2005). The first readings were concerned with gaining understanding 

about the overall plot, or “what the story was about”. Particular attention was paid to 

questions of identity, such as, “what are they communicating about themselves through this 

story?” and “in what way has their sense of self been changed or altered as a result of being 

on antidepressants?” (Crossley, 2007).   

The analysis involved looking for patterns in the content and form of the personal 

narratives, paying particular attention to references to the relationship between self and 
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antidepressants. Initially, this meant writing extensive notes about each individual story, 

highlighting sections, and writing a summary of each text, using many of their own words, in 

order to understand the temporal order and get a sense of the “essence” of the narrative 

(Gilgun, 2005). Once each individual text had been analysed, they were compared with one 

another, in order to find similarities and differences within them. This led to grouping 

narratives together that were comparable in terms of their plot to form overarching narrative 

types. This was guided by the research of Frank (1995), who pioneered using narrative types 

in order to provide an analytic framework in which to view different people’s narratives of 

suffering. Young women’s stories that were very positive about antidepressants were grouped 

together, for example, because the plot, tone and meaning of these stories were similar.  

These overarching narrative types were discussed regularly with a research 

supervisor, and were re-examined once they had been decided upon. Once these narrative 

types were established, a story under each theme was chosen to be used as an exemplar, and 

further analysis was done to compare how this example fit with the others. An initial draft 

was written of each section narrative theme, which also grounded these findings within the 

wider literature, and underwent continual revision until it was felt that they adequately 

represented the data.  Through this process a typology of the different narrative types was 

constructed. 

 

Thematic Analysis 
 

While narrative analysis was concerned primarily with the overall message of the 

story and what the story teller wished to convey, thematic analysis was interested in what 

similarities there were between all stories across different time points (from first considering 

taking antidepressants through to the decision to cease taking them, in some instances). The 

16 transcripts were analysed using thematic analysis, which involves coding content around 
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common themes (Braun and Clarke, 2006). I drew from my theoretical understanding and the 

research questions in order to identify themes. At the same time, I attempted to see ways in 

which the data did not conform to my pre-existing understanding. The analysis itself was 

guided by Braun and Clarke (2006). Initially, the printed transcripts were read and re-read in 

order to gain an overall understanding and familiarity of the text, and to begin noticing 

patterns throughout the text. Although, I was already working on the narrative analysis when 

I began thematic analysis, it was important to read transcripts again, given its different focus.  

After this, transcripts were then analysed line by line, and initial codes were generated that 

related to features of the data. After coding all the data, preliminary themes and subthemes 

were identified and relevant data was placed under each theme. All themes were then 

reviewed based on relevance to and inclusiveness of data, which involved combining some 

themes, and discarding others. Data within each theme were discussed with my supervisor to 

ensure appropriate fit and sufficient data inclusion. Once themes and subthemes had been 

established, one of the final stages was naming these themes, and further defining them. This 

meant organising the data in a coherent manner, analysing and writing a detailed account of 

each theme. The last stage involved the final analysis and write-up of the thematic analysis 

section, which told a coherent story of the established themes and how they related to one 

another.  

 

Summary 
 

In this chapter I have described the general approach I have taken to the methodology 

in this research.  Working from an overarching narrative approach, I have conducted a 

narrative and thematic analysis of the experiences of 16 young women who had used 

antidepressants.  The findings of this analysis are described in the following chapter.  
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CHAPTER THREE: NARRATIVE ANALYSIS 
 
 

This chapter will present an in-depth narrative analysis of sixteen young women’s 

stories, focusing on the impact that taking antidepressants has on young women’s sense of 

self and how they understand their difficulties. It presents six narrative types, entitled the 

“new self,” “bringing back my old self,” the “partly repaired self,” “loss of self,” “damaged 

self,” and “powerless self.”  Each narrative type represents an attempt to describe the main 

essence of stories that are similar in terms of their plot and key messages. As the young 

women’s accounts sometimes contained elements of different stories, these narrative types 

should not be thought of as entirely mutually exclusive or representative of all aspects of any 

single participant’s story.  Rather, the analysis presented here is rather an attempt to distil key 

narrative ideas from a more complex array of data.  As Frank (1995) describes, identifying 

narrative types “does not depreciate the originality of the story any individual person tells” 

(p. 76).  Indeed, while participants in this study may be the same gender and are of similar 

age, they came from different cultures and had very different life experiences. They may also 

have very different experiences with antidepressants themselves, including the reasons that 

they chose to take them, and their views about them. 

 As  will be described, the “new self” and “bringing back my old self” narratives 

reflect stories in which antidepressants were seen to have a positive effect on their sense of 

self, construed as transforming them into new selves, or as helping them return to their “old 

self” which they felt was taken away when they became depressed. The “partly repaired self” 

described a more ambivalent relationship with antidepressants, in which young women felt 

that while they are helpful in some ways, they could not meaningfully transform their sense 

of self, since they do not deal with the root cause of their difficulties. The “loss of self,” 

“damaged self” and “powerless self” narrative types reflect narratives in which 

antidepressants are portrayed as influencing their sense of self in a negative way, for a variety 
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of reasons, such as side effects, stigma, and negative relationships with health care 

professionals. Under each narrative type I present a detailed discussion of one young 

woman’s story that contains many elements of this narrative type and then extend the analysis 

through to other narratives that also largely fit under the particular category. 

 

The “New Self”’ Narrative 
 

The “new self’ narrative is one that young women related about antidepressants 

changing their lives for the better and transforming them into different people. They 

constructed antidepressants as being a cure to their problems with emotional distress. They 

felt that these emotional problems had set them apart from their peers and that antidepressants 

therefore gave them a second chance at “normalcy”. While one person whose narrative 

showed features of this type, Amy, found that she changed “overnight,” the stories of another 

two, Alice and Johanna, described a much longer journey of trying different medications, and 

eventually finding one they felt made a positive difference. The idea that antidepressants can 

transform people into a  “new self” is not new, and was first described by Kramer (1993), a 

psychiatrist, who felt that antidepressants had transformed one of his female users into 

someone that was not only cured from depression, but also “more outgoing” and “more self-

confident.” Kramer’s analysis, consonant with stories that showed elements of the “new self” 

narrative, attributed his users’ personal transformation solely to taking antidepressants. This 

section will consider what it means for young women to think of themselves as being 

positively transformed by antidepressants.  

Amy’s Story 

Amy, a 19 year old young woman, in her second year at University, began taking 

antidepressants about six months before our interview, after a period that she now 

understands as severe depression, although her “depression had never been picked up.” 
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Previously, she had been in and out of mental health services for years for the treatment of 

“crippling” anxiety, which she felt had “controlled my life.”  

She said that she had always been “different,” describing herself as a “tom-boy” and 

a “loner” at school. She was also bullied by peers at school and by her brother, although she 

made some close friends in high school and struggled to cope with the stress of living with a 

father who had bipolar disorder, an experience which she said made her “grow up fast.” She 

remembers cutting her wrists when she was 12, although she sees this as a cry for help, 

rather than a wish to seriously harm herself. More recently, she felt that she was under added 

stress by the fact that she had started university, and because her “one friend” had moved to 

Australia.  

The decision to seek help came after Amy had a major fight with a family member, 

which she said made her feel like “a mess.” She explained that she was acting in ways that 

weren’t characteristic for her at the time, for example, getting angry a lot, having suicidal 

thoughts, not talking to her mum about what was going on like she usually did and having 

“depressed days” where she’d barely get out of bed. After the fight, her friend picked her up, 

and they talked for a couple of hours and came to the conclusion together that she needed 

help. She booked an appointment with her doctor the next day, who put her on 

antidepressants after the first appointment.  

Initially, Amy did not want to take them, and it took her two weeks to fill her 

prescription. She said that she did not believe antidepressants would help, and felt they would 

just put a “band aid” over it, which in the end would make things worse when she decided to 

come off them. She was also “shocked” to have been prescribed antidepressants after only 

one session, and felt ambivalent about being told by the doctor not to seek any further 

information, but to just begin taking them immediately. Amy discussed how deciding to take 

antidepressants involved accepting that she “had depression.” She had felt that this label 
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didn’t apply to her, because her problems weren’t serious enough, but now said that she was 

in denial and had suffered from depression for years. Part of what persuaded her was the fact 

that her doctor explained how they worked and had said, “you’ve done the therapy part, 

obviously this hasn’t worked, so why not try the drugs?” She elaborated further: 

But then the doctor explained to me, just said when you take the drugs, 

because the levels in your brain, your chemicals are so low when you are 

taking the drug, it’s teaching them how to stay high and eventually … but over 

how many months, he hasn’t figured it out yet, that they will start taking off 

and hopefully it will stay at that height.  So I was like oh that makes more 

sense than just taking some.  ‘Cause I thought it had no effect once you don’t 

take them. Obviously it doesn’t because it’s full on.  He hasn’t said how long.  

I think he’s trying to go for a year for me on antidepressants and then see 

what happens.   

Amy also said that one day “it just hit” me that she needed to start taking them because there 

was no other alternative, and she couldn’t go on “basically not living life.”  

Amy said that antidepressants took their effect almost immediately, and suddenly she 

felt like a different person. As she puts it, “It’s amazing the effect that it has, it’s crazy, 

literally the complete opposite of what I was.” She said she has never felt happier, more 

positive and energetic, and that antidepressants haven “taken away” her anxiety and 

depression. She said, for example, that when she caught up with friends recently, “I was 

happy, I could enjoy it, I could smile, my face was real. It’s good.” She said that there were 

“no negatives” to taking antidepressants, and that she did not experience any side effects. 

Amy felt that she has had the opportunity to experience happiness of which she has no 

comparison, on antidepressants. As she explained: 
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The only time I remember previous to this being happy, I don’t ever remember 

being happy. I always think back to a day, I don’t know how, I must have been 

12 or 13 maybe, I was 12, so I was in intermediate still getting bullied and I 

was at a soccer game and at the end of it I think there was a barbecue that 

night or something. And I said to my mum, like I feel like excited or something. 

I couldn’t explain it. She said you’re just happy. I didn’t recognise being 

happy. Like I was trying to explain how I was feeling. I think to that. I didn’t 

know what the word happiness meant. I wasn’t happy.  I was 12. At that age, 

it’s crazy. I always think back to that moment. It’s quite an eye-opener, to 

think what I am now. So yeah this is the happiest that I have been in my life 

that I remember. I always remember looking back there’s no way I ever felt 

this good before.   

Amy also said that she now has “higher self-esteem,” feels “more confident” and 

feels more “normal,” in relation to others. As she elaborated, “But now I’m I guess like an 

average person which is good.  Because I used to think myself as different from my friends 

and whatnot.  But now I’ve got a few good friends. It’s good. It’s helpful.”  She also 

attributed antidepressants to helping her make positive changes in her life, and giving her the 

confidence to do things she “wouldn’t have dreamed of” previously, such as taking a trip to 

Australia to see a friend on her own.  

Amy commented that not only did she feel different, but that others have noticed the 

“new” Amy as well:  

My friends have commented I’m pretty much a completely different person.  

Yeah, I got myself a boyfriend now, which I never.. it was never like that. I 

would always just shy away.  The anxiety would overtake it.  So I’ve literally 

climbed Mount Everest since I’ve taken the drugs.  I try to think back and 
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think is all these opportunities because I took the drugs, or is it just because it 

happens. Is it a coincidence that it happened at the same time, I don’t know.  

But obviously the drugs help take the edge off.  For me to actually step out and 

take a chance, yeah it’s awesome. 

Reflecting back on her experiences with antidepressants, she said she now realises 

that she’s, “not going to feel sad all the time and helpless. It’s just awesome.”  She talks 

about still getting used to the idea that she is well, and that she just has to accept that she’s 

not going to have the same level of anxiety that she has been used to anymore.  

Amy said that she did not want to stop taking antidepressants, if possible. She said: 

I’m all good for now.  I’m happy.  Like a lot of people think they are there now 

and they stop taking the drugs, but it’s the drugs that are making me feel 

better. I don’t want to stop taking them, not in an addict way, but I know that 

that’s what is helping, so I want to keep taking them. 

She also feels “scared” that she would sink back to the same level of depression and 

anxiety if she stopped. She said she does not know what she’d do if they stopped working, or 

how she would cope. This is particularly scary for her as she now sees drugs as the only 

option for her, since she tried five years of therapy and felt that it “didn’t work” and it 

“didn’t do any good.”  At the moment, she said that she tries not to think about it, and not to 

worry about the future, because the drugs are working right now. 

 

 Amy’s story exemplifies the trajectory of the “new self” narrative, from an initial 

period of scepticism and doubt to a gradual acceptance of antidepressants, and an 

accompanying belief that they can change people’s lives for the better. Her story can be 

described as an “overnight success story”; a narrative equivalent of the before/after pictures 

you see in advertisements for weight loss equipment or diet pills. In the “before” picture, 
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Amy constructs herself as a “mess,” battling a number of crippling symptoms, which get in 

the way of her relationships and achieving her goals, while in the “after” picture, Amy 

constructs herself as not only symptom free, but also “happier” and “more confident.” While 

Johanna and Anna’s stories can also be described as “success” stories, their change was far 

from overnight. Both experienced a number of setbacks, including negative side effects and a 

lack of efficacy, before they found the “right medication” that made a positive difference in 

their lives and were perceived to transform them into new and better people. 

The turning point of the “new selves” narrative came when antidepressants were 

perceived to begin having their desired effect, whether that was soon after taking the first pill, 

or after years of experimenting with different drugs. Amy, Anna and Johanna spoke about the 

role of antidepressants in their lives with a high degree of enthusiasm, using adjectives such 

as “amazing” (Alice, Amy), “fantastic” (Amy), and “great” (Johanna), often speaking 

quickly, in an animated tone of voice. Each participant explained at length the positive effect 

they felt that antidepressants had had on them. For example, Anna talked at several points 

throughout the interview about the way antidepressants “lifted [her] mood” while Johanna 

kept coming back to the way antianxiety medication made her feel “normal.” As Alice 

described it, “I think without the [antidepressant] I’d probably still be really depressed, um 

yeah, I think, I mean the first, I don’t know. I can’t remember how many four or five or so 

were pretty useless but the [antidepressant] was fantastic yeah.”  

Amy, Alice and Johanna’s enthusiasm appeared to stem not only from the fact that 

they attributed taking antidepressants to an improvement in functioning, but because they felt 

that they transformed them into different people. Comparisons were often made between the 

people they felt they were before medication, and who they felt they became afterwards. As 

shown above, Amy perceived herself to be different whereas now she sees herself as being 

more like “an average person.” She says that this person is “literally the complete opposite of 
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what I was,” capable of feeling a level of happiness of which she has no comparison. 

Similarly, Alice described herself before taking antidepressants as being someone who could 

“never really fit in,” and said that others were “more outgoing” and were “into dating boys.” 

Johanna described her former self as a “real worrier” who would “stay home pretending to be 

sick” so she would not have to face her peers at high-school, whom she thought judged her 

for being “different.”   

At the centre of this narrative is that young women see antidepressants as allowing 

them to fit in better with their peers in a way that they previously could not, which was 

something that appeared to be very important to them. Amy described going from being 

bullied and having “one friend” before taking antidepressants, to having many. Johanna, also 

felt that it helped with her social relationships, because she felt more like everyone else. As 

she described further: 

For me it makes me feel how I imagine how everyone else feels. I love it. Like 

I feel like I experience highs and lows and then, as any normal person would. I 

don’t feel like I am always low or drugged up on a high or anything like that, I 

just feel normal.  

In this way, it was considered not only important to look like “everybody else,” but to 

feel like them too. The “new self” narrative highlights the way that antidepressants invite new 

possibilities for selfhood (Malpass et al., 2009). The idea that antidepressants have the ability 

to create  “new selves” may be even more appealing for young women than for other groups 

of people, since they are at an age when fitting in, and looking and feeling like their peers is 

perhaps more highly valued (Milner, 2013).  Indeed, a Swedish study of young people and 

depression described the key theme of young people’s narratives as, “my dream is to be 

normal” (Danielsson, Bengs, Samuelsson, & Johansson, 2011).   
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The things that young women described valuing highly, such as being confident and 

outgoing, are also in line with gendered norms associated with the “can do” girl (Harris, 

2004).  Taking antidepressants seemed to allow these participants to feel that they could 

better live up to these norms. The narrative of “new selves” suggests that they are able to 

rewrite their history, in order to create a more desirable self which is more in line with how 

they see others, and more in line with gendered expectations of what young women 

supposedly “should” be like. 

Alice and Johanna worried that taking antidepressants would push them into a “sick 

role”, before they felt that antidepressants began to work. Johanna, for example, felt that “I 

guess I thought, I saw the drugs as being something that a sick person has to take and you are 

not healthy if you are taking them and you are relying on something to prop you up, which is 

all kind of true, but it’s all that really negative way of looking at it.” Similarly, Alice said:  

You know the fact that you’re taking a pill was an indication that you’re 

really, really sick and you know so that’s sort of proof that you’re not coping 

and you’re sick and you’re, you know, you’re ruining your life type of thing. 

These fears were alleviated, however, once they began to feel that antidepressants worked for 

them and they found out the reverse was true: Instead of feeling disabled by taking 

antidepressants, they felt enabled.  

Svenaeus (2009) argued that the use of antidepressants as a tool to transform selfhood 

raises other philosophical questions related to selfhood since it challenges the basic tenets of 

“authentic self-change” ingrained in Western society. Rather than people needing to do 

“laborious self-work” in order to achieve meaningful self-change (in which they explore deep 

layers of themselves, such as their unconscious thoughts and desires), the “new self” 

narrative implies that change can be brought about simply by taking a pill. While Svenaeus 

(2009) concluded that these questions are not “ethically relevant” given that both pathways 
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(self-work and antidepressants) ultimately leads to the achievement of the same goal, a “new 

self,” it can be argued that the “quick fix” of antidepressants may render personal experience 

less meaningful, and may lead people to feel that their new self is in some way artificial.  

However, none of the young women whose story had elements of this narrative type 

appeared to worry over questions of authenticity.  This is in contrast to the findings of 

Malpass et al. (2009) that people who felt that taking antidepressants led to a “new” or 

“enhanced” sense of self often rejected this “new self” specifically because it was perceived 

to be “artificial” and “inauthentic.” In the current study, young women’s lack of interest in 

questions related to authenticity implies that they are vastly more concerned about whether 

they can be “happy” and “normal” than whether their “new self” is “real.”  

As it has been argued throughout this study, taking antidepressants means grappling 

with the idea that depression has a biological underpinning.  This was also the case for this 

group of participants. Amy incorporated biological understandings of depression into the 

story she told about herself. She framed depression as being the result of not having enough 

serotonin in the brain (which led her to attribute her wellness solely to antidepressants). She 

also considered the fact that her father was bipolar as further evidence that she had a genetic 

predisposition, although she did consider the role of bullying and her friend leaving for 

Australia as contributing to her difficulties. While Johanna did not talk explicitly about her 

thoughts about the causes of her depression and anxiety, she wholeheartedly believed that 

antidepressants were the main reason that she was functioning better than before, implying 

she they believed that they were doing something at a chemical level.  Surprisingly, Alice felt 

less certain about biological explanations of depression and anxiety, saying that “I don’t 

really know whether that whole biological model is true or not” even though she felt that 

antidepressants changed her on a fundamental level. She may have held a somewhat sceptical 
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view of biological explanations of depression because it had taken her a significant period of 

time for her to find the “right one.”   

Although each person believed that they had found the solution to the problem/s of 

depression and/or anxiety through medication, they all talked about how long they planned to 

continue taking them. As it has been described, at the time of the interview, Amy was 

resolute that she did not want to stop taking them because she felt they were working and she 

was concerned about relapse. Similarly, Johanna said she did not want to stop taking them. 

She explained how she is able to justify being on antidepressants as follows: 

I have removed from my mind I think all the stigma of it. I have really given 

myself the okay. If I have to be on this for the rest of my life I’m okay with 

that. The main thing is that I have a good happy life, so if that’s what it takes, 

that’s fine… It’s easy to come to that acceptance because I just appreciate 

what it does for me so much. Maybe if I was on something that wasn’t so 

useful I wouldn’t have come to terms with it. 

Both Amy and Johanna felt that the most important thing was to be “happy,” rather than be 

medication free. In contrast to Amy and Johanna, Alice felt that she would like to give them 

up at “some point” because she worried about the long term effects, and because she found 

going to the GP and the pharmacy “a hassle.” However, as she described, “I guess I’m 

nervous that I’d slip back into depression if I stopped. So always think I’ll stop next week, 

I’ll stop next week you know, keep putting it off yeah.”  Alice appeared to worry that she 

would not be able to manage her selfhood, without antidepressants, and therefore continued 

to put off the decision to go off them until later. Britten et al. (2010) found that the perception 

that antidepressants were able to create a “new self” led to concerns about psychological 

dependency and worry about being unable to cope without medication. 
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In the “new selves” narrative, while antidepressants represent the possibility to create 

new, better selves, it can be argued that depression and/or anxiety represents a threat to a 

person’s selfhood and to their quality of life. This finding is in line with the study of Hewitt 

et al. (2000), which similarly reported  that some participants who felt that antidepressants 

had contributed to a “new self” wondered if this new identity would be under threat should 

they chose to go off antidepressants. They described one participant who went off 

antidepressants feeling “as though she were in mourning for a self she never even knew she 

had” (Hewitt et al., 2000, p. 166). While Amy and Johanna are happy to take them 

indefinitely because they see them as being conducive to having a ‘happy life’, Alice would 

like to come off them, but sees this choice as risky because it could mean that she becomes 

depressed again. In each case, these young women have placed a lot of trust in medication. 

This arguably means that they experience less agency, since they may have the belief that 

they cannot manage their own selfhood without medication.   

While the literature suggests that difficulties with authenticity are involved with the  

“new self” through antidepressants (Malpass et al., 2009), this did not seem to be the case for 

young women whose story contained elements of the “new self” narrative type.  While these 

young women experienced some doubts about the effects that antidepressants had on them 

initially, it seemed that they were relieved to give up an ‘old self’ that they felt seemed 

inadequate in relation to normative expectations of young women, and to be able to establish 

a self that fitted better to these social requirements. On the one hand, this allowed them the 

sense of a new beginning, but at the same time, it left them in the precarious position of 

feeling reliant on the medication to maintain their preferred self.  The consequence of this 

narrative for young women was that it also allowed little opportunity for them to build an 

integrated narrative identity that looked beyond biomedical understandings, to their wider 

context in order to make sense of themselves and their difficulties.  
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The Bringing Back My “Old Self” Narrative 
 

This narrative is about how, for some young women, taking antidepressants ushers in 

the returning of what they think of as being their “old selves” ’. It differs from the 

“emergence of a new self” narrative as young women do not feel that taking antidepressants 

has transformed them into a new or enhanced self, but rather that it has brought their “real” 

selves back.  They felt they had lost this real self during a crisis period, when they were 

“depressed” and/or “anxious”, and felt that they were “not coping”. In this way, taking 

antidepressants was associated with restoring them to their former selves that had been 

“damaged” and/or “concealed” by emotional distress. This narrative is comparable to the 

findings of Knudsen, Hansen, Traulsen, et al. (2002), who reported that young women 

initially experienced a “loss of self” when they were distressed and a “regaining of self” once 

they began taking antidepressants. 

The two young women in this study whose stories showed many elements of the “old 

self” narrative type, spoke of their old selves in contradictory terms, at times, choosing an 

idealised construction of their old selves, and at others, presenting their old selves as being 

flawed. This led them to choose to think of more desirable elements of themselves were 

thought of as the “real them”, while less desirable elements were thought of as being 

symptoms of ‘a mental illness’. 

Erica’s Story 

Erica, a 23 year old student living in Wellington, said she felt that she became 

depressed and anxious, around the first anniversary of her best friend’s death, who 

committed suicide. She’d dropped out of university to go travelling after it happened, because 

it was such a big event in her life, and she described sitting in the same place she had heard 

the news one year later, and felt that in that moment, “it all caught up on me.” She was living 
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back home with her mum and had re-enrolled in a postgraduate degree programme, which 

she described as being “intense,” at the time. 

A year after her friend died she felt that “everything had snowballed” and she 

“couldn’t get out of it that time.” She said that she felt as if “everything collapsed,” and she 

described turning up at individual meetings with her tutor “and I just kept breaking down in 

them.”  

Erica described feeling “completely numb, but kind of sad at the same time.” She 

remembered crying a lot, and feeling that she was not able to cope with the demands of 

school, and feeling as though she did not want to spend time with her friends. These 

difficulties led her to feel that she had “lost” herself. As she explained: 

Like it’s like you lose a part of yourself sort of thing, like you kind of like look 

in the mirror and it will be someone who kind of vaguely looks like you but 

there was just, it felt like I had lost all my personality. 

In addition to feeling “down” and “depressed,” she also began having panic attacks fairly 

regularly, particularly in the kitchen around food, which meant that she was not eating well. 

She made the decision to see a university counsellor, with her tutor’s encouragement. 

However, things continued to deteriorate and she began having several panic attacks a day. 

The counsellor suggested that she go on “some sort of drug to stop them,” so she booked 

herself in with her GP, who put her on both an antidepressant and an antianxiety drug 

immediately. She also decided to drop out of her course to “give myself a break” and she 

went to go to stay with her grandparents for a few weeks.   

Erica said that she had a panic attack about “having to go on antidepressants” the 

first time she took them. She said:  

It was just that kind of stigma in your mind that if you have to go on 

antidepressants then there must be something seriously wrong with you. And 
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there was something seriously wrong with me, like I was quite sick, but you 

don’t want to admit that. 

She also said that antidepressants made her think: 

You know, suddenly it was like this really real thing.  It wasn’t just me kind of 

being stupid or whatever, or being overly emotional, which I did sometimes, it 

was actually like this serious condition where I’m getting put on drugs for the 

next year of my life. 

She said that she suddenly thought of herself as a sick person, and said that that’s how she 

refers to it now, as “the time that I was sick” or “my brain was sick” and “the drugs were 

going to make my brain not sick.” Erica said that although she “wanted to take them because 

I wanted to get out of that place so badly,” it wasn’t until she felt that things began to 

improve that she thought to herself, “okay, these drugs are here to help me.” 

Erica said that she stayed on the antianxiety medication for only two weeks, due to 

negative side effects (particularly short term memory loss) but remained on antidepressants. 

She said that in the first three weeks of taking antidepressants, although she had stopped 

having panic attacks, “nothing happened” in terms of her mood, and that she “still felt like 

absolute crap” and was still crying a lot “for no reason.”  However, after a while, “it wasn’t 

like a dramatic change or anything, but I cried less.”   

As Erica described it, “and suddenly I was interested in making food again, like, 

almost inclined to say I could taste food again.”  She said that before, she would watch TV 

all day without paying attention, but she remembers beginning to pay attention again, “like 

you know suddenly I was engaged again.”  She also started to sleep less. As she described it, 

“I would at least get up. I think that’s what started happening, even in just the first couple of 

weeks of being on it…I’m not going to do anything, but I’m going to get out of bed, which 

was good.” She described this period in this way: 
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I would probably say they brought me back. Yeah, like there’s nothing else 

that really changed in my life, but once I started taking them, after a couple of 

weeks, things started to improve. 

After two months, she got to a point where she could move out of home, which she felt 

was an important step. Of this time she said, “I wasn’t like the little normal cheerful person 

that I normally am, but I was functioning. I wasn’t spontaneously crying for no reason. I was 

eating again.”   She was also diagnosed with a serious medical condition a few months later, 

and said that because she was on antidepressants “I didn’t completely freak out about it.” As 

she explains, “But yeah, because I was already, I don’t know, things were getting better I 

guess and it didn’t seem so bad.”   

Of her experience on antidepressants, she said, “I don’t think I ever would have, you 

know, done anything by myself” and that “I do feel like they helped me.”  She elaborated 

further by saying: 

I feel like I needed the medication. I don’t feel like talking about it would have 

helped. I was talking about it for several weeks and I just kept getting worse 

and worse. Yeah I don’t know if it’s the case for everyone, but for me, yeah, I 

felt like I really needed to be able to get out of that place. I don‘t know if I 

would have without them sort of thing. 

Erica also felt that counselling went deeper than she was comfortable with, and that it was 

difficult because she had disagreements with the counsellor, “Yeah, I guess I’ve got family 

history issues. My dad also died and my mum doesn’t talk about that and so my counsellor 

had decided that this whole thing was something to do with that. And I was just like, 

personally I didn’t feel like it was”.  Because of these differences, she eventually stopped 

seeing her counsellor.  

Things gradually continued to get better and better, as she described: 
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I remember talking to one of my work mates, I think about three months in and 

yeah ‘cause she made a comment that I was quite different to when I first 

started working there. You know, suddenly I was… I guess to them it just 

looked like I was really shy and I was coming out of my shell. I was like not 

really, I just... I wasn’t there before and now I’m coming back sort of thing.  

She started to draw again and make travel plans, which she hadn’t done in a long time. Of 

the desire to travel again, she said, “…you start recognising that little spark, but it just took 

so long for it to come back, to be yourself again.” 

Eventually she felt “good enough” to stop taking antidepressants. Her doctor had 

advised her that once she felt “back to normal” for 3 or 4 months, she could wean herself off 

them, which she did. Despite coming off them slowly, she experienced some withdrawal 

symptoms, including a significant increase in her hands shaking from a central tremor, which 

is usually manageable for her, and major headaches, and migraines (which lasted two 

straight weeks). She said, “But yeah I wouldn’t have traded kind of, not going on the drugs 

for the risk of those side effects. I think they helped me a lot more than those couple of weeks 

where I had shaky hands and a headache.” 

She said that she had realised last spring that she’d got through the whole winter 

without “getting glum,” which is unusual for her. She said, “I feel like I’m back to the old 

me, like me from several years ago sort of thing, like the person I kind of should be.” When 

she considered the possibility of becoming depressed or anxious again she said:  

I think I’m going to be able to recognise the signs and if I have to go back on 

the antidepressants for a while, which again my doctor said might happen. 

Like she kept warning me that if I stopped taking them too soon, then it would 

all happen again and I would have to go back on them. Yeah if that happened 
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again then I would be straight back, the doctor has been like okay, give it to 

me, make my brain better again.  

Erica sees herself as being genetically predisposed to mental illness, since “it’s definitely in 

my family on both sides.” She also said she had a few more issues than a normal child to 

deal with, which explains her “slight unhappiness” when she was younger, and that the 

suicide of her best friend and the stress of school “just tipped me over the edge and because 

there was already this, I feel like I was more susceptible to it happening because of all my 

family and then you know, it just took this catalyst.”  Overall, she said, “Like I feel like it 

probably would have happened at some stage, no matter what.”  She believes that her 

experiences have changed her in some way. As she said: 

I don’t know.  Like the way I feel now, just, like I mean obviously it has all 

shaped me as a person.  Yeah.  Like having gone from someone like I am now 

and then everything just completely changing and falling apart and then 

coming back. Yeah it’s like there is this little thing in the middle of my life.   

 

 In the “bringing back my old self” narrative, young women portray both depression 

and anxiety as illnesses that compromise their sense of self, particularly since these 

difficulties were felt to lead to a loss of their emotional selves. Erica said that when she was 

at her worst, she was “crying all the time…. For no reason” while Brenda, described herself 

as being “emotionally volatile.” A loss of self was also linked to the perceived failure  to live 

up to the academic and social demands associated with being a successful young woman, 

whether that was in the context of high school or university (Harris, 2004). Erica poetically 

described herself as being unrecognisable in the mirror, at this juncture in her life.  

 Brenda, a 23 year old health care professional living in Wellington, began her story 

much earlier than Erica’s, in the first years of high school, when she described first having 
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issues with depression, anxiety and anorexia. Brenda described the “real” her, as being 

someone who was socially confident, outgoing and capable; qualities that she suggested were 

lost when she became depressed. Brenda contrasted her socially confident “real” self to the 

self that she became when she was depressed and anxious as follows:  

I had always been fairly, I guess I would say I’m confident, which sort of 

sounds weird in contrast to all this sort of stuff, but somehow I think I’ve 

always been a reasonably confident person, like can go into a party and make 

small talk with people and chat, but I know when I’ve been unwell and not on 

any medication, I don’t know how to go and talk to someone, like what do you 

say, where do you begin?   

Both Erica and Brenda differentiated parts of their problematic and less socially 

desirable behaviours, for example, crying a lot, being socially reclusive, and not coping with 

school/university work, as an indication of their “illness” which were at odds with the “real” 

them, and had the effect of masking it. Both young women appeared to section of undesirable 

behaviours as being “depression” / illness, while more desirable parts of themselves were 

constructed as the “real” them. Occasionally, however, the line between the “real” them and 

their “illness” became blurred, since the “real self” was not consistently constructed as being 

problem free. Erica, for example, described herself as always being “kind of depressed” in 

winter, while Brenda, remembered being an “anxious kid.” Getting back to their old selves, 

then, was not perceived to be the complete elimination of all their undesirable traits, but 

rather, gaining a sense of control over them, to the point where they were manageable. Their 

old self, then, was not free completely of depression and anxiety, but had strengths that they 

had lost sight of around the period before they went on antidepressants.  

Brenda said that after a few years of being “really unwell” in high-school in which 

she felt unable to contain or control these undesirable elements of her “illness,” she chose to 
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incorporate being “unwell” into her sense of self, saying that it “sort of became that was who 

I was” and “what I built my identity around.” As she expanded further, “But at the time I 

didn’t have anything, I didn’t feel like I had anything. So yeah. But I did have being sad and 

tragic, so I was going to work with that..  

Arguably, Brenda started having problems when she was developing her sense of self, 

and asking the big existential question, “Who am I?” As it has been suggested, questions of 

selfhood may be particularly important to this generation of young women, in the absence of 

more traditional markers of adulthood (Illouz, 2008). Because Brenda felt overwhelmed by 

her distress, her answer to this question at the time was “I am sad and tragic.” Her attempts to 

hide her distress from others and pass as normal amongst her peers had failed, so she 

incorporated a concept of herself as damaged into her sense of self, that she was able to let go 

of her “sad and tragic” sense of self and get back to the “real her”, the self that she 

remembered from childhood when her life was not constrained by anxiety, depression and 

issues with food. 

Like Erica, Brenda initially began counselling before taking antidepressants, and it 

was on the advice of her counsellor that she sought antidepressants from her doctor.  She said 

that taking antidepressants was appealing because she thought it meant “I don’t really have to 

do anything for it, just take some pills.” Both Erica and Brenda described a long road to 

regaining a sense of wellbeing, however, rather than a quick fix, something that Brenda in 

particular was hoping for. Brenda said that she was disappointed to find that antidepressants 

did not make any difference at all until she began to “deal with everything,” particularly her 

issues with food. As she put it, “I absolutely wanted out of that, but I was starving myself and 

hadn’t really put two and two together that you couldn’t starve yourself and be happy.” She 

said that she was on antidepressants for several years before she was able to deal with her 
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food issues in counselling in a meaningful way, and it was not until then, that she felt that 

antidepressants began to have a positive effect on her. 

Erica, who felt quite differently about counselling, attributed her improvement mainly 

to antidepressants, since she didn’t feel she did anything else differently. In this way, she 

internalised a biological understanding of depression and selfhood and took on the idea that 

she was “sick” with an illness and needed medication. However, despite these claims, it 

appears that for Erica, getting her “old self” back involved reconsidering what was important 

to her, and gradually turning back to the things that interested her, such as travel and art 

(which she lost interest in when she became depressed) as much as it was about taking a pill. 

In the “bringing back my old self” narrative, therefore, the journey back to finding the person 

you were before you depression took hold of you does not happen quickly, and involves 

consideration of what it means to be depressed, and how that differs from the “real” you.  

 Both Erica and Brenda felt that antidepressants were instrumental in helping them to 

get back to their old selves, and felt that it took a long time. The similarities between the way 

Erica and Brenda view antidepressants is illustrated in this quote from Brenda: 

It was a lift, it was a lift. Yeah, sort of I know when I’ve been off them, like 

the air gets really heavy, like just can’t move ‘cause the air’s too heavy. So 

yeah just that I can move really and go and do things. 

Both see antidepressants as giving them a lift and as a tool that makes things easier, which 

meant that there was space for the ‘real’ them to emerge once again.  

For Brenda, like Erica, antidepressants were pivotal in helping her return to her 

concept of the “real her”. She was therefore able to let go of her “sad” and “tragic” identity. 

She said that while antidepressants had helped her to a certain extent from the time she began 

taking them, it was only after she dealt with her issues, that they helped her become 

genuinely happy, not just functional. As she explained:  
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Yeah, yeah things got properly good from there, which I think hadn’t been in a 

very really long time, but it was no, I’m actually properly happy and not just 

sort of doing things, and not just functioning.  I’m functioning happily.  

While both young women felt that antidepressants brought them back to their old selves, they 

also said that their experiences of difficulties were meaningful in some ways and shaped them 

as a person. Brenda had gone on to become a counsellor, and felt that her experiences helped 

her relate to her users. Erica also felt that her experiences also helped her to relate to other 

people who were experiencing difficulties, and to help her re-establish her values, and what 

was important to her.  

While Erica felt that she could stop taking antidepressants after she regained a sense 

of herself, Brenda felt that it was important for her to keep taking them for the same reason. 

She said, “I mean I love them. I would very happily not change them.” She also said, “I don’t 

question it too much really.  It works. I’m happy.  Why mess with that?”   

Brenda appeared to view her wellbeing as constantly under threat, and managed this 

threat with antidepressants, which was similar to young women whose stories felt the 

“emergence of a better self” narrative. Erica, however, felt that antidepressants kick started 

her journey back to herself, but are not needed to maintain her sense of self. She was, 

however, open to taking them once again should she feel that she needed to. 

The “bringing back my old self” narrative type shows that, for some young women,  

experiencing distress is seen as being a “loss of self,” while taking antidepressants is seen as 

helping them to return to their “old selves.” This narrative positions happiness as being 

“normal,” while the experience of depression and anxiety is seen as a kind of illness that 

undermines the “happy” self. Antidepressants are constructed as helping young women 

bypass their experiences of illness and get them back to how they thought about themselves 

at another period in their lives. These young women experience themselves as being ill, and 
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seek to demarcate parts of their behaviour that represents the “real” them, and parts which 

represent their “illness.” The “real” them, is more in line with the ideals of the “can do” girl 

(Harris, 2004), able to juggle multiple social and academic demands, and seen as having an 

attractive personality. Like the “new self” narrative, antidepressants are constructed as 

helping young women live up to the society’s expectations of young women.  

In some ways, seeing their “real” selves as under threat due to an illness, may be 

helpful to young women because it externalises their perceived failure to cope, and reduces 

personal responsibility (Lafrance, 2007). However, this narrative may not always completely 

fit with their experiences, since their “old self” may be an idealised construction of 

themselves.  

 

The “Partly Repaired Self” Narrative 
 

The “partly repaired self” describes a narrative type in which, after some initial 

hesitation, people come to accept that antidepressants have a positive role in their life, but 

only to the extent that they help give them a lift.  They believe that antidepressants enable 

them to deal with the “real cause” of their problems, which they understand primarily to be a 

product of environmental factors. The five young women whose stories were dominated by 

this narrative, Rebecca, Kate, Carla, Candice and Mary, constructed themselves as active 

agents in their own recovery, using antidepressants as a tool for self-transformation. They 

moved from a “depressed” and/or “sick” self, to a self that was “in recovery” or “recovered,” 

by using antidepressants as a tool to partly cover over their problems. Antidepressants are 

viewed as helping create the space they needed from their problems to do the hard work 

themselves, and look at things that they felt might make a more meaningful long term 

difference to their lives.  
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Rebecca’s Story 

Rebecca, a 23 year old student living in Auckland, began her story by explaining what 

she saw as being the factors that led her to become depressed. She said that she remembers 

having issues with “confidence” and “self-esteem” as far back as primary school.  She said 

she did not have many friends, describing herself as being “a bit weird,” “too sensitive” and 

“always trying to please people.” She also said that in an “eat or get eaten” environment, 

she thinks that other children saw a certain “weakness” in her, which is why she became a 

target of bullying. She also remembers her brothers and sisters ganging up on her. 

Things improved in high-school, however, and she made good friends and she said it 

felt like she was involved with “a real pastoral caring community.”  When it came to leave 

high school, she decided to go to university in a city far away from her hometown, but being 

away from her friends made her feel isolated and alone. She felt that university was a “huge 

place where like you are left to kind of fend for yourself basically.” Things were also not 

going well with her boyfriend, and soon after starting university, it became apparent that he 

was cheating on her. She said they broke up when she found out, which she felt triggered a 

depressive “breakdown.” She described feeling like a “shell of a person” at that time. She 

said that her sense of self-worth was low, she had body-image issues, alcohol issues, and 

thought about suicide a lot. She said she just “couldn’t cope with anything,” including her 

job and university.  

Rebecca said that this went on for about 6 months, until she felt that she had come to 

a point where she felt it was imperative that she do something to help herself. As she stated, 

“you’ve got sort of those two options, either like try to kill yourself or self-harm or really 

self-destruction, or trying to, not fix yourself but just make it easier I think.” The catalyst for 

change was that she needed to apply for compassionate consideration at university, as she 

was failing her papers.  
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When Rebecca decided to see a doctor about her problems, she suggested counselling 

and antidepressants for her. She described feeling a huge relief in that first appointment, 

“realising that there’s loads of other people out there who are going through the same stuff.” 

Rebecca felt that she had been given adequate information from her GP, and felt supported 

by the health professionals around her, and that the decision was in her hands. After 

weighing up the pros and cons, she decided to take antidepressants. At the beginning stages, 

she described seeing a counsellor every two days, and a doctor about her antidepressants 

once a week. 

Once she began taking antidepressants she said she “didn’t feel so anxious and 

down,” and that she was suddenly able to get a “better perspective on things because your 

mood isn’t taking over.” She gave the following example to illustrate this: 

Like previously you know like things that might seem quite major while you 

are really depressed just seemed so small and insignificant. Like if someone 

says a hurtful remark, when you are in that depressed state of mind it would 

just send you spiralling into an even lower mood and it takes a while to get 

yourself out of that. 

She also said that “my mood definitely changed and like your emotional sort of levels even 

out a lot more, like and stabilise, like you are not just going up and down all the time”  

While she felt that it was the best decision for her at the time, she also felt that there 

were limits to what antidepressants could do for her, and felt that it was a “band aid 

solution,” particularly because she felt that it was not able to tackle her self-confidence 

issues, or the reasons that she became depressed in the first place. As she puts it: 

I mean I think, yeah like I mean I would consider antidepressants a bit of a 

band aid, it doesn’t really solve it.  So I think you need the counselling or to 

see a psychiatrist or whatever as well so you can deal with those, well what is 
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making me depressed or you know finding methods of increasing self-esteem 

or awareness of things like that to help you in the long run. 

 From Rebecca’s perspective, she felt that counselling and psychotherapy were the things 

that would really help her. However, she felt that she couldn’t have done these without first 

being on antidepressants. As she puts it:  

I would say it’s definitely helped. Like if I wasn’t on antidepressants I don’t 

think I would be able to deal with my depression in a funny sort of way.  Like 

once you start taking antidepressants it allows you to deal with those issues or 

whatever might have triggered your depression in the first place. But in saying 

that, I mean that’s just so like, I wouldn’t say confusing but I mean for me I 

think it was to do with my low self-esteem and insecurities, but for others it 

might be other things or it might just be the way you are chemically wired or, I 

don’t know enough about that, the biological factors, whether it’s… yeah, 

yeah it definitely helped, yeah.  Yeah, and I would definitely recommend them 

to anybody who was going through depression. But I don’t know, everyone’s 

got their own sort of ways of coping. 

Rebecca said that she ran out of antidepressants last summer, and that she felt that she “sunk 

back” into a depression soon afterwards, although she didn’t feel as low as she had during 

her last depressive episode. She described feeling irritable, experiencing head-aches, and low 

mood. She also felt that the fact that she was not at university or working at the time, and that 

she was “upset about a boy” contributed to this. She decided to go back on antidepressants 

once again, and felt that things started to improve once again, which she also felt was 

because she started back at university, and now says that she is at “one of my best points.”  

She described having her life on track and being able to hold down study, two jobs, the gym 

and a social life, which she compares to times when she was not able to get out of bed. 



78 
 

 

Recently, Rebecca said that she had been thinking about going off antidepressants a 

lot. She said she was motivated because she wants to go overseas to teach English and she 

wonders if the program will accept her if she’s on antidepressants. She said “the main 

reason I am taking antidepressants now is because of a safeguard, a precaution. I don’t want 

to you know suffer in my last year in university and have another melt-down and everything 

falls to pieces.” She said that if she did choose to go off them, this would happen slowly, and 

she would consider going back to see a counsellor at the same time. She talks about putting 

as many steps in place as she can so if she went off them, “life could still go on as normal.” 

 

In the “partly repaired self” narrative, young women constructed themselves as having 

a high sense of agency over various stages of their antidepressants experience, from their 

decision to go on them to whether or not to continue with these drugs. Rebecca described 

feeling adequately informed by her GP and having realistic expectations about what 

antidepressants would do for her, which is typical of people whose stories fit this narrative. 

“Realistic” expectations about antidepressants were also apparently supported by young 

women’s doctors, who tended to frame antidepressants as being only being “part of the 

solution.” Both Mary and Kate remembered the doctor saying that antidepressants were not 

going to completely cure them, which they both said made sense to them at the time. As Kate 

stated:  

I remember the psychiatrist saying to me, is that these are not a fix, these are 

not going to make everything go away, it’s just going to help you feel a little 

bit better so that we can start working on how you can actually start getting 

better properly.   

Similarly, Mary, recalling a conversation with her GP, stated: 
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And [he] said like you know medication is only one part of it.  You take the 

medication, you lift yourself up, you can think a little bit better, you can clear 

your mind, you can get through your Uni stuff and then we can start looking at 

some other things and really solve whatever problem is going on for you.  

Mary said that she was willing to go on antidepressants because it “wasn’t going to be the 

only solution.” She said that “If I thought it was going to be the only solution I would have 

dug my heels in and not taken them.”  Rebecca also felt that being offered counselling in 

addition to antidepressants, influenced her decision to go on them.  

Young women, under this narrative type, largely felt that antidepressants lived up to 

their expectations, specifically in terms of being able to “lift” their mood.  Mary also felt that 

antidepressants helped her “think straight” and used the metaphor of helping her “see colour 

again,” but also said that “I don’t think it’s something that, for me anyway, could just be used 

on its own as a way to manage depression at all.” Candice felt that antidepressants gave her 

more “consistency of my emotions,” so she could take a step back from her problems and 

“get things done.”  

When young women whose stories largely fit this narrative type described how 

antidepressants affected their sense of self, they suggested that it provided them with a 

temporary repair. Antidepressants were constructed as being able to help them get into a 

better internal space so that they were able to work on the “real cause” of their depression, 

which they did not see as being biological. Antidepressants were portrayed as being a catalyst 

for change. This sentiment was echoed by all participants in this category, including Kate, 

who explained:  

For me they have been a way to kind of pick my mood up enough for me to 

start wanting to get better I think, because it can be quite difficult when you 

are really stuck I this really dark depressed place to even realise that you can 
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get better, and I think the antidepressants just helped lift my mood enough to 

start making that happen. 

Carla on the other hand, saw the “cause” of her depression as being largely situational and 

felt that antidepressants were able to help her to change the situation she was in:  

I think just giving you that initial boost to be able to have the confidence to 

change the situation that you are in.  So once you’ve done that once you are 

like yeah I can do that again, like I could move cities or I could change a job 

or get a new hobby and it’s going to be okay.  Cause I’ve done it before and it 

wasn’t that hard. 

For each participant, antidepressants were viewed to have a role in their recovery, but other 

things, such as counselling, were equally, if not more, important to their long term wellbeing.  

The idea that antidepressants were seen as a temporary repair, rather than a complete 

solution to their problems, has been found in other studies (Grime & Pollock, 2003; Knudsen 

et al., 2003), that have reported that antidepressant users employ metaphors such as “tool” 

and “crutch”(Knudsen et al., 2003) and “cushion” and “safety net” (Grime & Pollock, 2003) 

to describe the role of antidepressants in their lives. In the current study, Kate and Mary 

evoke the image of the “band-aid,” while Candice, described antidepressants as being a 

“crutch.” Research on the general population in New Zealand has found that people in this 

country tend to believe that the causes of mental health issues, including depression, are 

mainly psychosocial, rather than genetic/biological, and particularly favour explanations that 

point to negative life events (Read & Harré, 2001), which is consistent with international 

research (Lauber, Falcato, Nordt, & Rössler, 2003). Overall, mental health users are found to 

hold a wide range of beliefs about the causes of their distress (Kleinman, 1980).  

However, while young women whose accounts were largely consistent with this 

narrative type saw antidepressants as being only partly useful, some, including, Kate and 
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Mary, said that there was still a temptation to initially view antidepressants as a “quick fix.” 

Kate said that this was because doing the “real work” of dealing with your issues was hard 

and took a longer time. Kate described it like this: 

You just sort of, you just kind of want the medication to do everything for you 

because it can be really painful emotionally to go through therapy sometimes, 

or even if you don’t go and see a therapist, but to try and work through it 

yourself or something. Yeah, it’s emotionally distressing sometimes. 

She expanded on her previous thought by saying:  

So sometimes I think people, and I’ve done this myself, you just want the 

medication to do all the work for you, which in the end it doesn’t really help I 

don’t think anyway. It doesn’t really help you in the long run because you are 

still going to experience things that will potentially make you feel depressed 

again.   

While young women felt that it was tempting to expect antidepressants to fix them, they felt 

that ultimately, managing their depression was their personal responsibility. It was considered 

to be their job to do the “hard work” to get better. In this understanding they seemed to 

reproduce a neoliberal discourse, that suggests that emotional distress is a problem to be 

managed by an individual (Rose, 2003). 

Mary, hinting at the dangers of thinking of antidepressants as a quick fix, said, “It’s 

kind of like a band aid.  Like yep, you can patch it up for a little while, but it’s not going to 

work long term.” In this quote, the image of the “band aid” is used negatively to denote 

covering up a psychological wound, rather than “healing” it.  As Kate similarly concluded: 

If you don’t have a way of dealing with that kind of just the emotional and like 

the psychological effects of that then you just have to rely on the medication 

which doesn’t really fix it.  It just kind of blocks it out. 
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As it has been discussed, Rebecca felt that taking antidepressants was not going to help her 

with her “confidence” or “self-esteem,” therefore she felt that she needed to learn skills to 

cope with her emotion and “build self-esteem” in therapy. In her discussion of the role of 

antidepressants in her life, Candice said that she felt that medicine in general does not look at 

the root cause of people’s difficulties. As she said:  

This is just medicine in general… They take away the symptoms, not the 

actual root, 90% of the time.  Medicine is there to take away the symptoms 

that you have rather than anything else… Because we’ve already regressed 

into the thought that everything can be a quick fix, and it’s just our society 

these days… that’s why I was saying that counselling is something that should 

be available to us. 

Like other young women whose stories contained many elements of this type, Candice felt 

that it was important to look for other things, including counselling that would help her deal 

with her difficulties. Mary felt similarly about the role of cognitive behavioural therapy 

(CBT), and concluded that CBT “probably taught me more than anything I learned while I 

was taking the antidepressants.”  

 All participants in this category felt that their lives had markedly improved since they 

became depressed for the first time, which, as discussed, they attributed in part to 

antidepressants, but also to other things, including support from loved ones, therapy, and 

making lifestyle changes, such as joining a gym, changing jobs, moving cities and moving 

house. As Mary succinctly put it, “My life has changed so much.  It’s a lot better.  But as a 

result of a bunch of different things.”   

Each of them talked about other strategies they now use to “cope”, which includes 

exercise, “learning to talk more about my feelings” and “taking time out for myself.”  Kate 

and Mary both felt that therapy gave them “tools” to cope. While Kate found that CBT 
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“worked for me,” Mary found mindfulness most “helpful.” Kate felt that a combination of 

therapy and antidepressants was integral to her wellness. Talking about therapy, she said, 

But for me mainly like I said just the tools and having something that I can 

kind of work with. Like I don’t think that just talking about it alone would be 

enough for me in the end really. I need something that I can do something with 

to try and actively work with it and fix. 

Similarly, Candice said, “And the thing that I’ve learnt is that counselling and 

antidepressants, they are not exclusive. You really need both if you’re going to maximise the 

potential out of it.” Having other strategies in place, and having gone through the experience 

of depression before, appeared to make young women whose story fit this theme feel more 

resilient. As Kate put it, 

Like I am fully aware of the fact that I may get quite depressed again at some 

point in my life, and that is scary but it’s also okay because I know that I can 

get through it, I’ve done it before. Even if it gets really bad again I can manage 

it eventually. 

Two participants have since stopped taking antidepressants (Kate and Carla); another 

was in the process of slowly taking herself off them (Mary), while another two were thinking 

seriously about going off them (Rebecca and Candice). It appeared that for the most part, 

they felt that antidepressants had served their purpose of giving them the “initial boost,” and 

they felt that they were doing well enough to no longer need them. Mary and Kate both also 

said that they preferred to “cope on my own,” which implied a discomfort with being on 

antidepressants and the judgement that people should be able to manage their difficulties 

without taking antidepressants. Kate also said that “they didn’t feel like they were really 

doing much and I was okay generally.” 
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Rebecca said that she would be more likely to try other strategies, like another course 

of CBT, before using antidepressants again. Kate, said that although, “I wouldn’t ever rule it 

out completely, but I think I would have to be really, really bad to go back on antidepressants 

again, and I would probably try to take a different line or something to see.” Carla said that 

although she was no longer on antidepressants, “I would probably consider them again if I 

got to a point where I wasn’t able to cope with things through my other coping mechanisms.”  

In her case, she would only use antidepressants if she found her other coping strategies were 

no longer working. Overall, all participants in this category felt that antidepressants “have a 

place,” but that that place is limited. Kate concluded that despite her hesitations, “I know that 

medication can be helpful because it has helped me feel better.” 

In the “partly repaired self” narrative, young women appeared to hold onto a 

continuous sense of self from before they began using antidepressants. They saw the role of 

antidepressants as simply being able to help them bolster their own agency, when they 

needed it, so that they were motivated to do the things that they felt would be needed for their 

recovery. What this meant for these young women is that they were able to construct a 

narrative in which they felt empowered to be able to deal with their problems themselves, and 

ultimately, manage without antidepressants. At its core, this narrative is about these young 

women’s strong desire to have control over decisions about their recovery, and the belief that 

transformation can only come from better self-understanding, rather than a pill. However, 

while this narrative appears to be empowering young women in many ways, it also constructs 

young women as being responsible for managing their problems themselves. In this way, they 

appeared to buy into a discourse which puts the onus on the individual to “cope” and they 

made little reference to the circumstances which might have helped to produce their 

difficulties (Rose, 2003). 
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The “Loss of Self” Narrative 
 

The “loss of self” narrative describes stories in which people felt that while there were 

some positive benefits to taking antidepressants, these came at the cost of “losing” 

themselves, mainly because they felt “numb” and not in touch with their emotions.  Two 

participants, Helen and Kathryn, told stories that contained many elements of this narrative 

type. Their stories were about feeling that they had “lost” themselves after they began taking 

antidepressants, because they felt emotionally detached, numb, disinterested in others, and as 

if their selves were somehow changed. Both also felt that it wasn’t until they came off them, 

that they were fully able to be themselves once again.  

Kathryn’s Story 

Kathryn is a 25 year old New Zealand European student, who took antidepressants 

for six months. She said that she began taking antidepressants soon after coming back from 

travelling. She was in a foreign country when a natural disaster hit, which she described as 

being “awful” and “horrific.” She decided to travel on for a few more months, but began to 

have flashbacks and nightmares about what she had experienced and had trouble sleeping. 

She felt that she was able to cope to an extent overseas, but that a few days after she came 

back to New Zealand, she “freaked out” and had a panic attack. Her friend was with her at 

the time, and suggested that she go to see a doctor.  

Her family doctor prescribed her an antianxiety drug to take occasionally, but her 

anxiety continued to get worse, so her doctor recommended she go on an antidepressant. She 

did not feel that she had a choice over this decision, saying of her doctor, “she’s the sort of 

person, it’s just like you need to do this, so do it. I didn’t actually know anything about the 

medication.”  She said that she was hesitant to go on them, but reasoned that, “I went in with 

the idea that that’s what I guess my brain needed at the time.”  
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Kathryn said that when she began taking antidepressants she noticed a difference, 

and that she felt that they helped her cope with stress better and stopped having panic 

attacks. For example, she would be less stressed about arguments with her boyfriend, and she 

could “process my way through it.” She was still under a considerable amount of stress with 

university and her family, however, so her doctor decided that they should double her dose. 

She said that that is when she, “started realising that this was not the best thing for me.” 

Quite suddenly, she began to feel like “I just wasn’t me.” As she explained: 

Well especially when I was on the double dose basically I just wasn’t me. I’m 

quite like a loud person and I’m really positive and just a little bit impulsive I 

guess and a little bit crazy. By the time I got up to that kind of dosage I didn’t 

do anything like I’d just stare at the TV and not even be listening sort of 

thing… Yeah I didn’t really care, people talked to me; I didn’t care what they 

were saying. And so I did notice just little things in my personality just weren’t 

there like um obviously caring about my friends which is a big thing and um 

just little things like I noticed once I’d come off them like singing along to 

music, like I stopped doing that and stuff. I just didn’t really exist I guess. 

Kathryn described a pivotal moment that came when she went to the very top of a 

landmark building while on holiday. As she explained: 

Well I guess it all came to a front when I did the walk at “X building” 

[location hidden to preserve anonymity] and I’m absolutely terrified of heights 

and so a friend bought it for me, went and did it and just didn’t feel anything, 

like was walking around and everyone else was really excited or really scared 

and I was just kind of like this is really boring. What am I doing up here and 

that’s when I realised like I just had kind of become a bit numb to everything 

and just didn’t really care. 
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She also found that if she forgot the antidepressants, she would also worry that she 

wouldn’t cope, “If I missed it and then got to midday then in my head I’d be like I haven’t 

had my medication, I’m not going to cope so it was actually in the end making me more 

anxious in a different way.”  

Kathryn was also seeing a counsellor at the time, but said that it wasn’t particularly 

helpful as she couldn’t relate to this person. However, she said that once she had “more 

education’ about anxiety, that it all “fell into place” and she realised she’d been anxious 

growing up. She said that she always had an uneasy stomach and would clench her hands 

when people came to the house, or when she was supposed to go to a party.  She said that it 

was counselling that helped her to draw some links between what happened to her growing 

up and her anxiety and depression, such as her parent’s divorce, and being in an abusive 

relationship in her teen years.  

Kathryn said the whole period of being on the double dose, and feeling “not myself” 

lasted only three weeks, and she decided to come off them altogether without telling her 

doctor, as she was “too scared to tell her just because she is a terrifying lady,” instead 

reading information on Google from other people on antidepressants about how to come off 

them, tapering them down. She planned to do this slowly, but she went on holiday for a week 

and forgot them. She said that “mentally I was alright” and that it was actually helpful to be 

in a different environment, but that it was “horrific” physically. She experienced brain zaps, 

felt sick, was unable to sleep, had headaches and was “off food.”  

After the withdrawal symptoms subsided she felt that everything was “fine” and she 

did not experience the same level of anxiety as she did before taking antidepressants. “There 

was probably a little bit of anxiety then but yeah nothing major. Nothing major at all.”  Of 

the decision to go off them she said:  
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I’m happy I did it in the sense that it’s probably what I needed at the time um 

because I was not in a good space at all. Like I lost a lot of weight through 

just not being able to eat or anything. I just wasn’t a happy person which 

sucks, especially because I’m quite a naturally happy person, um so yeah. 

She said that these days: 

Um to be honest like now I probably feel better than I’ve felt in years. It pretty 

much as soon as I got the meds out of my system but then again I don’t know if 

that’s just a placebo like thing going on in my head. Um I guess I just feel 

more in control now that it’s up to me how I cope with things and all that 

rather than depending on like either medication or whatever. Yeah. There’s 

still times though that like if I get stressed I do get concerned that it’s going to 

flare up and that I’m going to have to do something. I guess medication 

doesn’t worry me so much, but yeah I just don’t personally want to do it 

again. 

Kathryn said that stopping drinking has made a difference to her, but that “like everything 

that you’re told to do like exercise more and eat healthy, and I haven’t. It’s been kind of the 

opposite.” She’s not sure why she has improved but said, “I’m just happy that it has 

happened to be honest. I have no friggin idea. I guess maybe it is down to the medication 

resetting, whatever it’s meant to do in your brain, I don’t know. Maybe I’m just deciding that 

it is and it’s working for me. I have no idea.” She said she’d consider taking them again if 

she felt she couldn’t cope, but that she’d also find a proper counsellor that specialised in 

anxiety.  

 

Like many people in this study, Kathryn was hesitant about taking antidepressants, 

and felt rushed into this decision by her GP. However, the biomedical explanation of 
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depression made sense to her, and she felt that it may have been something that her “brain 

needed.” Take antidepressants also meant taking on an illness identity, as someone that “had 

depression” and therefore chemically in need of medication. Helen, on the other hand, went 

to her GP seeking medication because she felt she “wasn’t coping on [her] own” and felt 

listened to by her GP. She’d been through a distressing period where she had begun to worry 

that she would “become psychotic” and “murder someone.” This was making her extremely 

anxious and depressed as she began to lose confidence and “trust in myself.”  

Both Kathryn and Helen felt that while the antidepressants alleviated their anxiety and 

depression to a certain degree, it also made them feel as if they had lost themselves. Helen 

said that she “never really felt fully myself and happy again the whole time that I was on the 

antidepressants” and that “I never quite felt like I could get really excited again, about 

things.” Like Kathryn, Helen felt that she had lost her emotions, which were central to her 

sense of self. She also said that she felt a “lack of being able to express myself as fully as I 

would have been able to in the past.”  Overall, then, she felt that her ability to express both 

her thoughts and her emotions was compromised because she was taking antidepressants. 

Helen also constructed feeling “flat” and “numb” as stopping her from being able to feel 

“normal again.” As she said, “…yeah like I say that flat feeling, but not quite that back to 

normal feeling.  Like they didn’t make me feel normal again kind of thing.”  

Kathryn also felt that antidepressants had changed who she was on a fundamental 

level, including changing what she saw as being the real her, including being “loud,” 

“impulsive” and a “little bit crazy,” her temperament, and the way she responded to the 

world. She also described herself as a “naturally happy person,” which appeared to be in 

contrast to how she saw herself when she took antidepressants. She said she lost interest in 

the things around her and in her relationships with friends, who were really important to her. 
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In both cases, the young women felt it was a Catch 22 situation, where antidepressants were 

helping them on one hand, and harming them on the other.  

As discussed in Chapter One, The experience of feeling “numb” or, as it is more 

commonly described in academic literature, emotional blunting, has been well documented in 

research (Bollini et al., 2006; Grime & Pollock, 2003; Price et al., 2009). Price et al. (2009) 

found that some participants felt that their selves had been changed in some way as a result of 

antidepressant use, and this made them feel that they “were not the person they used to be” or 

“different people” (pg. 214). They also found that emotional blunting led people to “not care” 

about things in their daily life, which meant that they tended to neglect their day-to-day 

responsibilities, which is consistent with the current research. Emotional blunting also led 

people to feel “emotionally detached” from others, which negatively affected their personal 

relationships. 

While Kathryn found the difference in the way that she felt on antidepressants to be 

so extreme that she felt that she did not “exist” at that time, Helen found this difference more 

subtle. She said that it was only in retrospect, once she had stopped taking antidepressants, 

that she realised that she had not been “fully myself and happy” when she was taking them. 

She explained it like this: 

Because I stopped them in August I think it was last year and when I went off 

them I suddenly felt like I had my emotions back kind of thing, like sort of 

like the ups but also the downs a little bit as well, which I was really happy 

with. I can remember I was watching one of my favourite TV programmes and 

somebody’s relationship broke up or something and I was bawling my eyes 

out and I was kind of happy that I was bawling my eyes out.  Because when I 

was on antidepressants that kind of thing didn’t happen. It was just like kind of 

flat.   
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Despite this, she described having difficulty untangling whether it was “depression” or the 

antidepressants that were making her feel different. As she puts it, “I don’t know.  I guess, 

yeah I just, cause it was hard to know if it was different because with the antidepressants or 

different because I was feeling depressed, if you know what I mean.”   

For Kathryn, not feeling like herself was so uncomfortable for her that she took 

herself off these drugs, without consulting her GP. Helen said that this feeling was also what 

led her to go off antidepressants, which she did slowly, weaning herself off them 8 months 

later. Grime and Pollock (2003) similarly found that the experience of emotional blunting 

was associated with people stopping taking antidepressants. Helen said that she noticed that 

she suddenly “got my emotions back.” While she looked at this as a positive thing, she also 

found that her anxious feeling back. As she described it: 

I’ve always had like a little bit, like I feel it right here, (which you cannot see 

the location of on the tape), but like right in my chest, and it’s always there a 

little bit but that wasn’t there at all so that was a good thing. And then as soon 

as I was off them it came back and I was like ‘oh damn it, I wish that was gone 

again’. 

While Helen felt that her anxiety returned when she stopped taking antidepressants, Kathryn, 

felt that her anxiety and depression never returned to the same degree, which she thought may 

have been because the antidepressants “re-booted” her system.  

Both Kathryn and Helen said that they were open to taking antidepressants in the 

future, should they feel that they need to. It appears that in both their final judgements, the 

cost of feeling as though they had lost themselves was worth the experience of feeling less 

anxious and depressed. Helen said:  

I haven’t closed the door on antidepressants, especially because I know that 

the anxiolytic part works for me. And I think that the anxiety leads to 
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depression for me as well sometimes. Well I’m pretty sure that it does. So I 

think I would, if I tried everything else and it still wasn’t enough, I would 

definitely try them again, but probably not Fluoxetine. Probably give 

something else a go.  

Helen thought that it might be possible, therefore, to avoid the unpleasant side effect of 

feeling “not myself” by trying a different medication instead.   

Overall, young women whose stories could be described as mainly fitting the “loss of 

self” narrative type felt that antidepressants had got them through a difficult time, but that it 

came at the cost of losing themselves. Their “real” selves, whom they perceived to have 

“lost” when they began taking antidepressants, were constructed as being outgoing and 

bubbly, and “naturally happy.” They also saw the real them as being someone who cared for 

their friends, and as being able to cope with social and academic demands. Similar to other 

young women in this study, this represented an idealised conception of themselves, which 

closely approximated the ideals of the “can do” girl (Harris, 2004).  

Young women described in this narrative type also constructed their emotional 

experiences as being central to who they were, and portrayed these emotions in a positive 

light, as being something that kept them interested in the world and made them feel alive. 

This was in contrast to how they felt about themselves when they were depressed and 

anxious, which was experienced as being an excess of emotion.  It was also in contrast to 

how they felt about themselves while they were on antidepressants, which was experienced as 

an eradication of emotion. In this way, young women did not define their authentic selves as 

needing to experience a large range of emotions, but rather, as only needing to experience 

mainly positive ones, in line with their idealised construction of themselves as “happy.” 

Surprisingly, despite the extreme discomfort associated with feeling nothing at all, young 



93 
 

 

women were still willing to take antidepressants in the future, hedging their bets that they 

may be able to avoid feeling distress by going on antidepressants again.  

 

The “Damaged Self” Narrative 
 

The “damaged self”  narrative type considers the stories of young women in this study 

who have had mainly negative experiences with antidepressants, due to their perceived 

inefficacy, debilitating side effects, and not feeling listened to by medical professionals. 

Antidepressants were seen as not only unable to help them, but felt to make them feel worse. 

They tended to internalise these experiences, which led them to see themselves as “different” 

or “unfixable.” These young women eventually rejected the promises of antidepressants to 

provide a quick fix solution for their problems, which led to new ways of understanding 

themselves, and a regaining of their sense of self over time. Three young women, Hannah, 

Anna and Sarah told stories that largely fit this narrative type.  

 

Hannah’s Story 

Hannah is a 24 year old New Zealand European, who had been on antidepressants 

for 5 years, but was no longer taking them at the time of the interview. She began her story by 

describing her first visit to the doctor’s office. She said that while she had been depressed for 

a number of years, she had become “quite suicidal” at that point. She described hoping that 

her doctor would sign a form that would give her access to free counselling, but instead, 

suggested that she take antidepressants. She said that although she had not considered taking 

them before, she began taking them on her doctor’s advice because she was desperate. Of the 

appointment she said: 

I can’t really recall the conversation, but she made me believe that I needed 

medication to change my body. That something was wrong with me, that I had 
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had, you know, these experiences of depression and low mood and anxiety 

going back a long time. So she made it out like I needed that to change.  And I 

believed her, because she’s a doctor and she’s telling me this medical crap 

about serotonin and hormones and blah, blah, blah. I believed her, so I was 

more than happy to take the medication.  Because you are desperate.  No one 

wants their life to be like that.  No one wants to be sick.  No one wants to feel 

that way and so you’ll do anything, and I did do anything.  I tried them all. 

Looking back on that time, she said, “Knowing what I know now I would have made 

different decisions, but yeah I was just unprepared and uneducated and believed that the 

doctor was right.”  She said, however, that things started to improve around this time, which 

she attributed to other changes she’d made in her life including beginning counselling, 

reconnecting with old friends, and beginning university.  She said that she actually had a 

really good summer that year and she felt that she was “cured” at this point. When it came 

time to get another prescription, she decided not to fill it.  

About a year and a half later, Hannah said that she began feeling depressed again, so 

she went to a GP who had been recommended by a friend.  She said that “that’s when the 

problems started with medication.” She said that she was “unable to tolerate” the 

medication she had previously taken, and suffered a serotonin reaction, where she couldn’t 

sleep at night, and felt like she was “high on drugs.” She described this reaction as follows:  

My eyes would, my pupils would dilate, look like I was high on drugs, like I 

was just clammy, you know the same, yeah my heart was crazy; I felt like I was 

having a heart attack.  I knew I wasn’t but it felt like I was having a heart 

attack and that same feeling of actually being outside of my body.  Because I 

am not in control and my body is doing all these weird things, I’m looking 
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weird, I’m acting weird, so that’s why I just felt like what is happening. And 

that continued to happen for all the different things I tried. 

Hannah came to realise that this was “not okay, that it was wrong and scary,” and so she 

continually revisited the doctor, who would “just adjust the dose” of her antidepressants, and 

give her sleeping pills to try and offset this reaction. She said that the doctor tried her on a 

number of other antidepressants with similar results, and eventually referred her to a mental 

health service. A number of psychiatrists continued to try her on different drugs, with the 

same thing happening.  She said she felt much worse during that period, than she did before 

taking antidepressants. As she explained: 

Like during that period when I was up and down trying all these things I was 

much, much worse. I couldn’t function, and not feeling in control of your body 

and feeling like why is this happening to me, why can’t I just be propped up 

with all this crap and start to be better, but it actually made things so much 

worse, so stressful.  I would have panic attacks at work, I couldn’t take care of 

myself, I just… it made things much worse.   

She was also frustrated by the care that she was receiving from psychiatrists, which 

she also felt was not helpful for her wellbeing. She explained:  

But when I was seeing the psychiatrist there was nothing regular about who I 

was seeing. I had no opportunity to get any kind of relationship because they 

have this weird system where they only stay for a certain amount of time. So 

that actually made it worse because you have one psychiatrist who would 

come with one philosophy, one understanding, then you meet another and you 

never see them again, then you meet another. And so that didn’t help, and so I, 

like I said to you, I literally have tried everything.  Like I have got a little list 

of all of them, just ‘cause I was curious one day.  I was like God I need to 
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know all these things I’ve taken, and literally everything, like I said different 

combinations together, different doses, everything.  

The above quote illustrates Hannah’s shock at the number of drugs she had been prescribed 

by psychiatrists collectively in this service, and shows that she appeared to feel that she had 

become lost in the system. When she changed address, she was placed in another mental 

health service. At that point, she was quite suicidal, so she began to be managed through the 

Crisis Team at the centre. She was finally placed with a regular psychiatrist, who continued 

to prescribe her antidepressants, but she said she liked his philosophy because he was also 

into natural options, like fish oil, and lifestyle changes.  

Hannah said that eventually, there were only two antidepressant drugs on the market 

that she hadn’t tried: one that meant she would have to change her diet completely, and 

another that could give her a rash (which she suspected it would as this is what happens to 

her when she takes penicillin). At that point, she decided to stop taking medication, which she 

did slowly, two years ago. 

In explaining why she continued to take medication despite nothing working she said: 

I was desperate for something to work. I was so desperate because I kept 

having these episodes and I’ve never had, I’m not bipolar in that I have highs, 

I was just always like, in the grey, like I would go low and then I would come 

back up to like a medium, no, not even a medium, just like tolerable, but I 

would never be high, and it was just flat all the time. So yeah I was really 

desperate for something to work.  And I had this idea like my brain chemicals, 

there’s something wrong, that’s why I need the medication, to change my 

brain chemistry.  That is what I believed. And I picked up things from doctors 

as well which probably lead me to believe that. But I just couldn’t tolerate 

anything. 
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Hannah said that a turning point came was when she went to a much smaller mental 

health unit, which offered daily individual and group therapy. She said of beginning therapy, 

“Because when I started going and doing that I had no hope, I had no idea what I was going 

to do, no idea what I was going to do.” Therapy, on the other hand, started to give her hope, 

and made her feel that things were going to be OK. She felt that it gave her the courage to 

stop taking antidepressants. As she explained, she was still anxious, depressed and having 

panic attacks, but that: 

I was happy to stop as well because I hated the problems that I was having, 

like it was really scary and it actually made things so much worse. Like during 

that period when I was up and down trying all these things I was much, much 

worse. I couldn’t function, and not feeling control of your body and feeling 

like why is this happening to me, why can’t I just be propped up with all this 

crap and start to be better, but it actually made things so much worse, so 

stressful.  I would have panic attacks at work, I couldn’t take care of myself, I 

just, it made things much worse. 

She said that now she would strongly discourage friends and family from taking 

antidepressants, and she found that it “really concerning the way that the world has changed 

and how much antidepressants are prescribed in an instant.”  

Hannah said she met a lot of people at the mental health unit who experienced similar 

problems, and described noticing changes in other people from drugs, like people looking 

“high” in group therapy, and a friend who she feels is underweight, and experienced a late 

puberty because of being on antidepressants at 14. She puts it even more strongly when she 

said: 

Yeah, but they are just so quick, so quick to write it out, it’s like nothing to 

them.  Like oh, here’s drugs. This is going to F up your system, change your 
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brain chemistry, change your body, you are going to maybe lose weight or 

gain weight or you are going to have this or that and it’s like there’s no 

alternative. 

Since then, she continues to see a psychiatrist occasionally so that she can continue to 

be under the mental health service, and sees a counsellor that she “really connects with”. 

She said that what helped her was finding a good therapist, learning coping skills, and 

meeting other people that were going through similar things.  She also said that she believed 

a lifestyle change is important for recovery. Of her situation now, she said, “I’m not cured or 

anything.  I will never be cured because I have like I guess like a weakness, like I can easily 

go back into that place, but now it’s different because I’ve got the tools and stuff to help me.” 

 

At the beginning of her story, Hannah positioned herself as someone who was young 

and naïve when she started taking antidepressants. She said that she had been convinced by 

her GP to take antidepressants, “believing” an explanation that antidepressants were effective 

in treating a chemical imbalance in the brain, partly because she was desperate to try anything 

and she was powerless in this situation. The description of feeling powerless, desperate for 

anything to work and being convinced to take these drugs by their GP was echoed in Anna 

and Sarah’s stories, and led each of them later to feel that, on some level, they had been 

cheated into taking them. 

Sarah described getting the impression that antidepressants were like antibiotics used 

to treat an illness, comparable to tonsillitis, and said that it was “huge realisation” to her to 

learn that recovery was slow. Anna felt that she put trust in her doctor’s explanation that 

antidepressants would be effective, saying that she was “just willing to try anything.” Like 

the other women whose story had elements of this narrative form, Anna felt upset with her 
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doctors, as she felt that they had instilled unrealistic expectations, and that she was not given 

enough information from her doctor to make an “informed decision.”   

Research suggests that antidepressants users commonly report feeling dissatisfied 

with their interactions with medical professionals when discussing the decision to go on 

antidepressants, because they feel that they are not given enough information about 

antidepressants, particularly in relation to possible side effects (Byng et al., 2007). People 

also report feeling “rushed” by their GPS, and feeling as though they are prescribed 

antidepressants “too quickly,” since this typically happened in their first appointment 

(Malpass et al., 2009). Davis-Berman and Pestello (2005) reported that the younger 

participants in their study were particularly likely to feel “overwhelmed, out of control and 

powerless” (p. 292) during medical appointments, and that they tend to feel “invisible” and 

“not listened to.” Indeed, the young age of the participants in this study may have made them 

particularly vulnerable to power imbalances often reported in doctor-patient interactions, 

which meant that they later felt that antidepressants were forced on them, rather than 

something that they chose to try.  

Like Hannah, both Sarah and Anna experienced both negative side effects, and felt 

that antidepressants were not adding anything positive to their lives. Antidepressants left 

Anna feeling as though she constantly “just wanted to go to sleep,” as well as giving her 

“blurred vision” and making her feel dizzy. She said that she felt like a “zombie” throughout 

the day, and would sleep for 11 or 12 hours a night.  

Antidepressants led Sarah to become uncharacteristically suicidal, something that she 

had never experienced before antidepressants. She explained that although “suicidal thoughts 

were quite present, the actual act, like so the intention was not there really.” After she began 

taking antidepressants,  however, she described her suicidal behaviour as being like “an 

instant reflex,” saying that there would be these “sudden switches” in her mood and 
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behaviour that were beyond her control, and would “take me by surprise.” She described, for 

example, an instance when she was cleaning the house and in “one fluid action” she tried to 

hang herself.  

Negative side effects led all the young women in this group to go back to their doctors 

to tell them about the problems they were having. In each case, they found that while their 

doctors acknowledged their difficulties, they wanted to try them on different medications, 

rather than take them off medication all together; something that all these young women said 

that they would have preferred (at least in hindsight). Sarah said that when she went to see a 

second doctor about her medication, the new doctor was “horrified” that Sarah had become 

suicidal following being prescribed that particular medication at that dose without a follow-

up appointment. However, this doctor still prescribed her another medication. In total, she 

estimated that she tried about 15 medications in a one and half year period, many of which 

gave her “weird reactions,” like electric shocks and insomnia. She said that when she was 

feeling most depressed:  

all the attention seemed to be going on if we just find the right medication, 

that’s all it will take, as opposed to at the same time you are not coping, you 

are not sleeping. None of that was being treated because it was just about the 

hunt for the medication, and sort of treating the nausea and things that came 

with the medication, not actually anything else. At no point was therapy or 

anything suggested.  I was never told, ‘hey make sure you get some exercise, 

things like that’. 

Like Hannah, Sarah appeared to feel that antidepressants were the only solution that she was 

being offered, which came at the expense of other things that she now believes would have 

helped her more. Sarah poignantly described the difference in opinion between what she and 

the health care professionals she was in contact with felt was best for her: 
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 and sort of shifting my own attention to the fact that the doctors might be 

thinking about medications, but my attention had to be actually that despite the 

medication, which often made it worse and exacerbated the mood swings and 

feeling worse or what have you that I still had to kind of deal with that every 

day anyway. 

In Sarah’s view, she had to learn to continue to find ways to feel better in spite of the 

medication that was supposedly there to help her. 

  In addition to negative side effects, the young women in this group felt stigmatised by 

their antidepressant use, which led them to feel that their sense of self was compromised in 

some way. Hannah spoke about losing “hope,” while Sarah said that being on antidepressants 

“made me feel unfixable.”  Anna said that they made her feel “different” and “not normal.” 

As she elaborated further:  

Yeah it just kind of made me feel like I wasn’t quite normal anymore like it 

just kind of made me feel like it was a point of difference. Yeah, it just made 

me feel like weird, like I wasn’t normal. I don’t know how to describe it other 

than that, but like just different, yeah.  

At another point she said: 

I felt like it kind of, it made me feel like different, it made me feel kind of like 

damaged almost… it just made me feel kind of like crazy almost, not crazy but 

like just different than other people so I didn’t really like the idea of taking 

them. 

For Anna, being on antidepressants led to a damaged sense of self, and compounded her 

feelings that she was different from other people.  Sarah felt stigmatised, but she also 

described other psychological implications that being on antidepressants had for her. As she 

explained: 
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 like once I had that label and was on medication, it almost gave me, not an 

excuse, but I kind of went into my head a bit more and I think other 

behaviours and I sort of could do what I wanted and other things started to 

occur, other sort of, and as people started giving me names of syndromes, well 

not syndromes but like my behaviours they will give little terms to and all 

these things and it was tendencies or this or that. And then because I had 

those, I had, I don’t even know what it was anymore, all these sort of 

behavioural tendencies, that was an excuse and stuff. Oh well I have these. It 

became larger than it was. My actual diagnosis just became this thing in itself 

and I was at one point almost collecting diagnoses. I thought it was actually 

quite funny. Every time I went to the doctor they would just tell me I had 

something else or I had this or I had that.   

Sarah appeared to have felt that receiving a mental illness diagnosis and then being put on 

medication meant that her initial problems began to take on a life of their own, and became 

bigger than they needed to be. In this quote, she implied that she internalised the stigma 

associated with the diagnosis and medications to an extent, which led her to go “into my head 

a bit more.” 

Sarah also described taking antidepressants as “a regime,” or “something to focus on” 

which meant she didn’t have to take responsibility for her own behaviour:  

I didn’t have to take responsibility for, if I was self-harming or something it 

was easier, it was almost like an out I was on medication; my mood’s altered, 

my behaviour is altered and not the fact that actually because underneath it 

was my own free will. I could sort of palm off some of the responsibility onto 

the medication. 
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For both Anna and Sarah, taking antidepressants made them feel stigmatised and added to 

their negative view of antidepressants.  

At some point, however, each of the young women in this group reached a point 

where they felt that they had had enough, and decided that they needed to come off 

antidepressants, thus asserting some control over what they had perceived to be a powerless 

situation for them. After staying on them for about a month, Anna decided to come off them, 

researching on Google how to best do this, rather than consulting with her doctor. She said:  

Yeah like I did persevere for a while and it was like, I felt like it was really 

kind of starting to take over my life a bit so I decided to go off it. Which was 

definitely the right decision at the time, yeah. 

 Her decision not to consult with her doctor may have also been related to negative 

experiences with them, where she felt “rushed” and “not listened to.” In this way, although 

she was able to gain a sense of agency over the process, her rejection of the doctor’s advice to 

keep taking them was covert, rather than overt. 

Sarah described her decision to come off medication as follows: 

No, I realised, like when I started, sort of after the year of going on and off 

medications and trying to keep track of different ones through the day or 

anything, I was just exhausted by it.  It was stress in itself worrying about it all 

and I was quite hazy all the time, because I was sort of coming off one thing 

and onto the other and I couldn’t really remember why I had come off one or 

onto the other and I didn’t know what was normal anymore. So the baseline 

for am I better or not wasn’t clear.  I didn’t know if I was improving or if it 

was making it worse because I couldn’t actually remember what it was like 

not being on medication. 
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She also said that she began seeing them as “the enemy.” Like others, she took herself off 

“cold turkey” without telling her doctors, but found that when she next saw them they were 

supportive of her decision.  

All young women in this group said that once they had rejected antidepressants as an 

option, they began to explore new ways of coping, which were extremely varied. While 

Hannah found her turning point came in therapy, Sarah said that what made a difference for 

her was concentrating on being “good to myself,” which meant eating well, which included 

eating more fish and Omega 3, sleeping and exercise, and felt that getting a job helped a lot. 

Anna said that things started improving when she broke up with her boyfriend, a relationship 

that she felt was adding to her stress at the time. For everyone included in this narrative, 

change happened slowly over time, but they all felt positively about their lives at the time of 

their interviews.  

All young women whose stories largely fit the “damaged self” narrative type said that 

they would not go on antidepressants again. Anna said that there are, “lots of side effects and 

yeah not really enough efficacy to make it worthwhile I think.” Sarah said that she does not 

“trust medication,” and believed “it makes things worse.”   

In the “damaged self” narrative type, young women felt that antidepressants 

undermined and destabilised their sense of self.  Taking antidepressants led to a damaged 

sense of self in multiple ways. It led young women, firstly, to feel like a “failure” when they 

believed that antidepressants were not having a positive benefit, which is likely to be related 

to neoliberal discourses which arguably decontextualises people’s distress and holds them 

personally responsible for managing an illness through medication. Secondly, taking 

antidepressants led them to feel as if they were “unable to cope,” which was related to their 

experience of side effects.  It also led young women to feel like a “sick person,” due to them 

internalising stigma associating with antidepressants and to feel “powerless,” due to negative 
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interactions with medical professionals. Interestingly, young women whose story fits this 

narrative type appeared to feel less able to resist the stigma associated with antidepressants in 

contrast to the other narrative types, which is likely to have been due to the fact that they did 

not see any positive benefit to taking them,  

Given that young women not only felt that antidepressants were not working for them, 

but they were actually making them feel both physically and psychologically worse off, it is 

unsurprising that these young women decided to stop taking antidepressants. This meant that 

they were able to resist the unwanted self associated with taking antidepressants, and act in a 

way that would protect their sense of self. This also meant a rejection of biomedical 

understandings of mental distress, and medical authority, which in turn, carved the way for 

them prioritising working on their emotional selves, through non-medical means. 

 

The “Powerless Self” Narrative 
 

The “powerless self” narrative type was represented in only one young women’s 

story, one whose experiences differed from other young women in the study due to the 

pervasive sense of powerlessness conveyed throughout her story. While Alida viewed 

antidepressants in similar ways to young women whose stories largely fit the “damaged self” 

narrative, seeing them as largely unhelpful and damaging due to side effects, she continued to 

take them, out of fear that she would not cope should she go off them. She also looked at 

depression as a life-long sentence, and viewed antidepressants as being important in 

managing it, which compounded her sense of herself as being trapped and powerless. Alida 

felt that she has been unable to exert agency about what might be best for her in general, 

feeling that her thoughts and opinions were not listened to within the mental health system, or 

by her parents, which also contributed to her sense of powerlessness.  
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Alida’s Story 

Alida, a 20 year old Chinese university student, had been on antidepressants since she 

hit a low-point before her 13th birthday and had been on them for 7 years since then. She 

believed what led herself to become depressed was being a “perfectionist” and feeling 

stressed about mounting pressures at school, such as the science fair and violin competitions. 

She said of that time, “yeah it makes sense now that I know about it [depression] but at the 

time I was just like nothing was bad, it wasn’t like I’d been abused or anything and so why 

was I like this when everybody else wasn’t.”  

Alida said that when she went to a mental health unit, she was put on antidepressants 

“straight away.” She remembered feeling that she did not have a say in the decision at the 

time, and that her parents and the health care professionals were discussing options without 

her involvement. As she put it:  

 Yeah they pretty much put me on antidepressants straight away and because I 

was 13 I didn’t really have much choice. It was like my parents in the meeting 

room with like somebody else like a psychologist or something and then yeah 

they just told me I was depressed and quite severely and that I need to go on 

antidepressants and there was only one which was safe for adolescents. 

Alida was also sceptical that antidepressants would work. As she explained: 

Basically yeah I just didn’t really have a choice and it seemed bizarre that a 

medicine could help my mood. Like they told me that basically it’s just a 

chemical imbalance and if you have medication it will help the imbalance and 

that will make you feel happy again basically.  

Despite these reservations, Alida started taking them immediately. She said she felt 

that they “didn’t really work,” which meant that “they kept increasing the dose” every six 

weeks or so. She commented that the reason perhaps antidepressants did not work for her 
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was because she did not buy into the biomedical explanation, so she did not experience a 

placebo effect. As she said, “Maybe that’s why it didn’t work right because I think it didn’t 

placebo, I don’t know.” 

The perception that antidepressants were not working also contributed to a feeling 

that Alida was  “unfixable”. She said, “I felt like something was wrong with me because why 

does it work on other people and not me. Am I just like the horriblest case that can’t be 

fixed?” 

Alida acknowledged, however, that when she was on antidepressants “I was 

functioning a bit better as in I could go to school and do my homework a lot better but mood 

wise I was still feeling down most of the time.” She also said that while she did not notice a 

difference “everyone around me did and they say sometimes it’s like yourself who’s the last 

one to notice.”  

Since Alida first went on antidepressants, she has had a lot of experience in the 

mental health system both in children/adolescent services and in adult care. She said that 

when she was younger, her parents were often in the meetings with her and the psychiatrist, 

and, “it was really hard for me to kind of talk about what was really happening when my 

parents were in the same room as me.” She said that she felt “guilty that I was like this and 

they had to worry about me” so she said that “I just ended up giving one word answers 

basically to the psychiatrist. I didn’t really want to say anything with my parents there.” She 

also said that “I wanted them to think I was doing better than I actually was.” She felt like 

she was “a huge burden” particularly when she was she had thoughts about killing herself. 

Alida said that when she was in these services, she’d see a new psychiatrist every six 

months or so. She remarked that she usually did not like meeting with them, particularly 

because she did not think they had enough time to understand what was going on with her in 

a 15 minute appointment. She said that the fact that they compared notes made her 
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uncomfortable because, “I don’t know what they were writing about and I’m thinking maybe 

they’re just writing that I’m a really difficult patient who is resistant towards medication.”  

Of the psychiatrists she saw, Alida said, “It was a gamble basically you either end up 

with a good one or a bad one and if you got a bad one basically I left appointments feeling a 

lot worse than I did going in.” She said of the  “bad psychiatrists”, “They just weren’t 

understanding and yeah they just kind of forced their own agenda and it seemed like the only 

thing they knew what to do was to increase meds.”  She said of the “good psychiatrists”, 

however, that:  

It just seemed like I could talk to them and trust them rather than it being like 

a battle between me and them and them trying to force what they wanted to do 

on me. And I guess the good ones, they kind of asked me whether I wanted my 

parents in the room as well and that was helpful. 

She also felt like “they’ve got my best interests at heart rather than them just wanting 

to put a quick fix in me.” Overall, she said “I like knowing what’s going on because this is 

my life and it seemed like they were running it.” She said that she felt that she had more “bad 

psychiatrists” than good ones. 

After a few years in child and adolescent care seeing different psychiatrists, Alida’s 

parents found her a private psychiatrist. She said this was because, “my parents weren’t that 

happy with the psychiatrist just upping meds, just kind of like a theme going through I guess, 

of them just upping meds and not having, not knowing anything else almost.”  She began 

seeing a psychologist around this time, and both the psychologist and psychiatrist worked 

closely together, which she found useful. She described feeling at that point “like I had a 

support base rather than an enemy,” and that it felt like “they were trying to fight this thing 

together rather than them doing it for me.”   
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Eventually, Alida’s psychiatrist moved to Australia, and because she was stable 

enough, she got referred to her GP, whom she saw every six months after that. Because she 

was feeling better, and she was having “a lot more neutral days than down days,” her GP 

suggested they could decrease her dose. As she puts it: 

I was like yay this is an indication that I’m actually getting better because at 

the start my, I don’t know, my picture of being recovered from depression is 

not being on antidepressants but still be able to function well, be happy, and 

so I thought decreasing meds was a sign that I was on that path. 

A couple of months later, however, she said depression had “crept up on her.” Of her 

depression and suicidal thoughts at that time she said:   

Yeah and then when it gets really bad then I get suicidal thoughts but I guess a 

lot of the time it becomes more of a reaction than something I really 

contemplate, when I feel down, because I’m used to having them when I’m 

down. It’s kind of like almost another option for me than I really contemplate 

it. When it’s really, really bad yeah I get really irritable with my parents and I 

just think of dying all the time basically. 

She continued to see her GP regularly, and “they” began to increase the dose of 

medication that she was taking once again until she was at the maximum dose for her age. 

However, things continued to deteriorate and so she was referred to adult mental health 

services again. She saw a “bad psychiatrist” there who put her on a tranquiliser in addition 

to antidepressants, although there was a “cool lady” in the crisis team.  

When Alida became more “stable” she began seeing a private psychiatrist, whom she 

was still seeing at the time of the interview. She said that her psychiatrist was surprised to 

find that she was on a tranquiliser, and also to find that she had been on the same 
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antidepressant for the previous 5/6 years without trying another one, so she started her on a 

new antidepressants.  

She said of this antidepressant, “And yeah it’s not that great, like um like I get side 

effects, temporary side effects from when I’m on it is like really, really bad muscle aches and 

headaches and stuff and also my resting heart rate is about 100 still and so exercise is really 

hard.” The last time Alida saw her was around a year ago, when she said the psychiatrist 

upped the dose of her antidepressants.  

Alida described depression as something that will be with her for the rest of her life. 

As she described it, “Yeah and [it] doesn’t feel like there’s a point because I don’t know what 

I’m doing because it feels like I’ll be depressed the whole of my life and so why am I trying 

too hard when it’s been so long and I’m still like this.”  She said of her current difficulties: 

 Yeah I guess nowadays it’s not just working with my depression it’s also how 

my identity has developed over like the past seven years and how my identity, I 

kind of can’t separate my identity with depression so if I’m better then who am 

I, because I’m not longer depressed. And so that’s really hard to kind of, I 

want to get better but I don’t know who I’ll be and I’ll have nothing left 

because this is all I’ve known for like my whole life basically and um and yeah 

part of me, when I think of recovering it’s almost like going back to live um 

from when I was 13 so it continuing the life I had then but it’s no longer like 

that because I’ve grown up. 

She described feeling “robbed” by her depression. She expanded on this thought by 

saying: 

Turning 20 was really hard because I realised that I’d been depressed for all 

my teenage years, yeah, and yeah like New Year, everything that kind of 

reminds me of ‘this is another year’ is really hard. I guess I must have to 
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accept that it’s kind of like a new normal, like being better isn’t going to be 

I’m going to be the person I was when I was 12 um, but yeah , I don’t know. 

She also described feeling as though her thoughts have slowed down, saying that she 

can’t think logically, that her memory has become really bad, and that she can’t concentrate. 

“I used to be quite a sharp thinker and didn’t really have trouble writing anything and like 

since like about two years ago I just have like writer’s block.” She’s unsure about whether 

it’s part of her depression or a side effect of antidepressants.  She remarks, “If it’s an effect 

of depression then it will go away if I’m feeling better but if it’s a side effect of medication 

that will mean it will be like this until I get off it or I have to change another one.” 

Overall, Alida looked at antidepressants in this way:  

I don’t feel like it helps when I’m on it but when it decreases then I’m 

substantially worse and then when I increase again it doesn’t work and we 

have to change. Yeah that would be it in a nutshell I think. 

 Alida’s story, described as the “powerless self” narrative type, conveys an 

overwhelming sense of helplessness throughout it. She described feeling powerless not only 

in terms of being able to manage her depression through medication or otherwise, viewing 

depression as an uncontrollable force in her life, but also powerless in terms of being able to 

make choices about her own care. 

Alida discussed on-going struggles with medical professionals, feeling that the power 

differential between her and the various psychiatrists with whom she was in contact with was 

particularly pronounced. She evoked the image of a “battle” to describe her interactions with 

“bad” psychiatrists, a battle that she implied she was unable to win. She had a clear idea 

about the service that she would like to receive, which would involve a more collaborative 

style, and being offered alternatives besides “upping the meds,” but this was not the treatment 

that she felt she usually received. Her young age when she began taking them and the fact 
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that she had strong suicidal thoughts at that time may have also served to legitimate medical 

professionals’ authority to act on her behalf, making it difficult for her to have agency in 

these situations. She believed firmly that the decision to be on antidepressants was made for 

her, by medical professionals and her parents rather than herself.  

  Alida continued to take antidepressants in spite of her continuing concerns about 

them, partially due to external pressures, but also because she felt that she still needed them 

in some way. She explained that while she did not feel antidepressants were working a lot of 

the time, she reasoned that they must being doing something since she got worse when she 

was not on them. While antidepressants helped to make her more “functional,” they were 

incapable of making her “happy.” Depression was constructed by Alida as being an 

uncontrollable force in her life, something that she felt may be with her for the rest of her life, 

and only be contained by a small degree through medication.  

 Over time, Alida came to view the failure of medication to live up to its promise of 

making her “happy” (Karp, 2006) as a personal failing, wondering if it meant that she was 

unfixable or whether it meant that there was something particularly “wrong” with her, rather 

than there being something “wrong” with the antidepressants she was taking or other possible 

explanations. While Alida described feeling hopeful for a period when she went off 

antidepressants for a brief period, this was offset by the fact that she felt that things started to 

get worse again. She was soon back on antidepressants at the maximum dosage for her age. 

This may have reaffirmed her sense of powerlessness, since she felt unable to manage her 

depression without antidepressants.  

Feeling powerless, rather than enabled through her experiences with antidepressants, 

arguably led her to lose trust in herself as the authority on her own wellness. For example, 

she commented that others noticed that she was doing “better,” when she had not noticed a 

difference herself, saying that she was “always the last to know.”  
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The long period that she was on antidepressants and the belief that she was still 

“depressed” also opened up other questions related to her sense of self. She eloquently 

explained that she felt that she had been depressed for so long that it had become her new 

“normal,” and that she was unsure who she would be if she were no longer depressed. She 

felt that it would be impossible to go back to the person she was before that, because that 

person was only 12 and had not yet developed a strong sense of self.  

Alida also wondered if the side effects of antidepressants were changing who she was 

as a person; an added downside to taking a drug she already had very ambivalent feelings 

about. She thought they may have been dulling her, transforming her from the “sharp thinker” 

that she believed that she was previously, into someone who had difficulty remembering 

things and concentrating, although she was not certain that these were not symptoms of 

depression.  

Alida was the only participant whose story fit the “powerless self” narrative type, 

although many participants expressed criticism and concern about being on antidepressants 

and had mixed feelings about taking them. Her story differed from both the “loss of self” and 

“damaged self” narrative types, due to her appraisal that she could not cope without 

antidepressants. This meant that she was unable to resist the compromised sense of self that 

emerged in response to taking antidepressants, and was therefore unable to reclaim her own 

agency. Instead, despite being somewhat critical of biomedical explanations of depression, 

she remained somewhat invested in antidepressants. She appeared to see the fact that 

antidepressants had not worked well for her as evidence that she would never recover, or 

manage her selfhood on her own.  Indeed, rather than blaming the antidepressants, she 

blamed herself for not being able to recover, which is consistent with the research of Fullagar 

and O’Brien (2013) on women and antidepressants. Arguably, this is due to both 

pathologising discourses on depression and antidepressants, and the gendered context of 
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women’s lives (Fullagar & O’Brien, 2013). For Alida, the failure to recover appeared to 

invoke guilt associated with being a “burden” on the family, and an interpretation that she 

had failed both in her role as daughter, and academically in her role as a student.  

 

Chapter Summary 
 

This chapter explored the way in which young women’s sense of self can be affected 

by taking antidepressants, taking as its focus the main plot, or overall message, of each young 

woman’s story. It revealed that all young women’s relationship with themselves changed in 

some way as a result of taking antidepressants. These narratives ranged from stories in which 

young women felt that  taking antidepressants led to a positive outcome, leading to a 

transformation to a “better self,” or a return to their “old self,” to stories about how they felt 

that taking antidepressants led to a more ambivalent or negative outcome. In the latter 

instances, taking antidepressants was associated with leading to a more problematic 

relationship with themselves, including that they “lost” themselves despite the fact that they 

are able to function better, or that they came to feel “powerless” in this process. Importantly, 

wider societal discourses, including discourses about young womanhood and mental health, 

shaped the types of stories that young women told about their experiences with 

antidepressants.  
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CHAPTER FOUR: THEMATIC ANALYSIS 
 

Thematic analysis is concerned with patterns of meaning across the narrative forms. 

For the current study, it is useful to conduct a thematic analysis, as it will provide a detailed 

account of young women’s thoughts and feelings, at different time points in their story. It 

focuses on what these narratives have in common, rather than what is different about them, 

and aims to build on the ideas previously presented in the narrative analysis.  

This chapter has three parts, “antidepressants and selfhood” which further explores 

the way that antidepressants might affect a young women’s sense of self, at an individual 

level, while “antidepressants and personal relationships,” and “antidepressants and 

professional relationships,” consider what impact taking antidepressants has on young 

women’s relational selves.   

 

Antidepressants and Selfhood 

This section further explores the role that antidepressants have on people’s sense of 

self, at an individual level, across the young women’s stories. It will begin by discussing the 

way that young women made sense of their difficulties before taking antidepressants. It will 

then consider whether visiting their GP for emotional distress and choosing to go on 

antidepressants changed how they viewed their problems and themselves. It will also explore 

the impact of being labelled with depression and other mental health difficulties on their 

sense of self and their sense of hope for recovery. Finally, it will consider the questions that 

young women have about the effect that taking antidepressants have on their sense of self.  

 

How Young Women Made Sense of Their Problems before Taking Antidepressants 

When young women first began experiencing difficulties, they looked at their lives 

and tried to make sense of what was happening to them. Their explanations for why they felt 
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they were having problems were complex and sometimes contradictory. They included the 

idea that their problems were just part of being a “normal” teenager, that they were in 

response to life events, and that they were related to their personality and/or their biology. 

Others still, said that they didn’t know why they began having difficulties.  For some young 

women in this study, they did not initially label their difficulties as “depression” or “anxiety,” 

or necessarily see them as being dysfunctional/pathological, until after they had reached a 

“crisis” point, which brought them into contact with their GP. This section will review in 

brief some of the ideas that young women drew on in order to help explain their difficulties 

before they began taking antidepressants. 

 

Is This Normal? 

The analysis suggests that when young women first began to experience difficulties, 

several of them asked themselves whether or not what they were experiencing was just part 

of being a “normal teenager.” As it will be shown, this is something that they each came to 

re-evaluate after they decided to take antidepressants. Johanna, for example, speaking of her 

anxiety about socialising with friends, said that, “I just thought, you know, it’s just normal 

worry about having people over and like having to look after them all and stuff, yeah.” 

Similarly, Kate said of her difficulties, “I think I just sort of saw it as just like being a 

teenager really and just being angsty and all that kind of stuff rather than this is like an issue, 

yeah.” In retrospect, she said that she felt that it was difficult for her to “figure out” that she 

was depressed because teenagers are “emotionally volatile anyway.”  Amy, however, saw her 

problems differently, but felt that her doctor was invested in the idea that she was “just being 

a teenager.” As she said of her doctor:  

She just thought, I was a teenager at that time, it was just teenage thoughts and 

emotions and there’s nothing really to it, so she kind of downplayed it, which 
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didn’t leave me in a good position because it’s just like wow, if it’s just 

nothing then why am I feeling this way and why am I feeling so hopeless 

when other people aren’t. 

Amy implied that her doctor failed her by not seeing her behaviour as being indicative 

of depression, which acted as a barrier for her to being given the help that she needed.  As it 

has been argued, Western culture views women’s teenage years as being an “emotionally 

volatile” time, where they struggle to “contain” emotion, or are viewed as having “too much” 

emotion (Erikson, 1968). This shows that some young women, and the medical professionals 

they were in contact with, drew on this normalised construction of young adulthood in order 

to make sense of their experience of distress.  

 

Is it My Personality? 
 
 Some young women in this study felt that the problems that they were experiencing 

were related to elements of their “personality.” Some used descriptors such as being 

“sensitive” and “different” to describe themselves as children, while another young woman 

commented that she had always had issues with “self-esteem and confidence.” Johanna, for 

example, remembered that she would “cry and cry” whenever her mother left the house, 

which she interpreted as evidence that there had always something wrong with her.  Two 

young women also commented that they felt that they had an “inner weakness” that they felt 

made them susceptible to depression.  

 

Is it My Chemistry? 
 
 Many young women drew on biological/ genetic explanations to some extent in order 

to explain their difficulties, particularly after they were given the label of depression or 

anxiety, and were offered antidepressants as a treatment option. Engaging with these ideas 
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was in fact crucial in their decision to take antidepressants, since it justified this course of 

action. Some young women, however, still remained critical of the extent to which biological 

explanations alone could account for their distress. Several young women felt that depression 

was caused by a mix of genetic and environmental factors. Kate, for example, said: 

Well I know that what you experience in the outside world and your life can 

affect your brain and the way it works and everything.  So even though, I 

guess what I’m trying to say is that I think depression can be both [genetic and 

environmental factors]. It can be a chemical imbalance but maybe that is in 

itself caused by the environment more so than just something that is happening 

in you.   

Rebecca, on the other hand said:  

I mean mainly because there are so many grey areas surrounding depression, 

whether it’s a chemical make-up in your brain or you know with serotonin 

levels or whatever, or if it’s environmental or social factors as well, or 

different you know, it’s not just like you know somebody getting sick and then 

getting better.  It’s sort of I don’t know, yeah.   

This quote demonstrates Rebecca’s uncertainty about the role that biological factors may or 

may not play in causing depression. Two young women, on the other hand, commented that 

they felt that there was a biological underpinning for their problems before contact with their 

GP and therefore sought out antidepressants to deal with this imbalance specifically from 

their doctor. 

 

It Must Be “Depression” 
 
 While some young women may have initially seen their problems as just “part of 

being a teenager,” or as just because of who they were, several of them felt that they reached 
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a turning point when they “realised” they “had depression,” or when they were finally able to 

“admit” it. A number of young women spoke about being “in denial” about being depressed.  

Kate said that, “I never really thought I was like depressed or anything. I never really sat 

there and thought oh I’m depressed. I’ve got something that is a problem really and it is 

affecting my life.” Therefore, when things started to get worse and they came into contact 

with their GP or mental health services, they re-evaluated their difficulties not as being 

everyday problems, but as a mental illness such as depression and anxiety that required 

medical intervention. The section below will further discuss how young women responded to 

being labelled by medical professional/s as having a mental illness.  

 

Responses to Being Labelled Depressed and Going on Antidepressants 

It Became “Real” 
 

When young women in this study first went to see their doctors or came into mental 

health services to talk about their difficulties, they responded in a number of different ways to 

being labelled as “depressed” and/or “anxious” and having antidepressants being presented as 

an option for them. Four respondents felt that it made their problems seem “more real,” and 

that it meant acknowledging that they had difficulties. Candice said that, “I felt like it was the 

end of the line, and I just had to acknowledge I had a real problem.” Mary echoed these 

sentiments, “Yeah, I had thought about it myself, so when she said it, it made it real, and I 

was kind of like, I don’t really want to admit to anything that I can’t conclusively prove 

myself.”  Johanna said that when she “realised” that the “depression” label applied to her “it 

really felt like being hit with something.” For these young women, being labelled with 

depression meant admitting that they had a “problem.”  

Helen and Sarah implied that being given the diagnosis of depression lent legitimacy 

to their experiences and demonstrated that their problems were “serious.” Helen said her 
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psychiatrist’s diagnosis made her feel like, “it’s not just like me making it up, it is actually as 

bad as I think it is kind of thing.” Sarah said that she, “was actually really worried that she 

would tell me that there was nothing wrong with me or something.  So, it was a relief to hear 

actually it was depression and it was these things.”  In this way, being given a label and 

taking antidepressants eliminated questions in these young women’s minds about whether or 

not what they were feeling was over and above the level of ordinary sadness, and gave their 

difficulties the legitimacy of a diagnosable illness. Several participants described feeling 

relieved when they were diagnosed with depression, reasoning that it was good to have a 

label for their problems, or, as Sarah put it, to know “what it was.” Being labelled with 

depression was also seen as a relief because it was fairly “common,” and made some young 

women feel that “there’s a reason why you feel that way,” as Rebecca put it. Lafrance (2007) 

similarly found that being diagnosed with depression made women feel relieved and 

validated.  

Brenda and Johanna reported that being labelled with depression also made them feel 

more hopeful about recovery. Brenda said the depression label made her realise, “this is an 

illness, this isn’t life, which was a huge relief, because it was something that there was the 

potential to get better from, rather than just that was going to be the next 50, 60, 70 years of 

my life.” Similarly, Johanna said that “realising you have depression” means that it “becomes 

more about, well for me it became more about like what can I do to fix it or to help myself or 

to get better, like once you know.” Johanna was relatively optimistic that antidepressants 

would be able to “fix” her depression when she first started taking them. In this way, young 

women in this study incorporated a new illness identity into their sense of themselves- As 

someone who was unwell with depression, and needed to take antidepressants. Overall a 

diagnosis of depression appeared to lend legitimacy to their experiences (Lafrance, 2007) 
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There Must Be Something Wrong with Me 
 

Despite some young women feeling relieved and more hopeful as a result of being 

labelled with depression and being offered antidepressants, this experience also led to 

negative changes in the way that they saw themselves. They used many words to describe 

how antidepressants made them feel, including “a failure,” “not coping,” “defeated,”, 

“damaged,” “crazy” and “not normal.”  As Candice explained further:  

I do remember that. I remember feeling like I’d lost a battle. I am a very 

individual person. I like independence to a certain point that I can handle it 

and it felt like, I felt defenceless and I felt like everything that I had been 

trying hadn’t been working, so I had to put my trust in something else. But I 

was really scared that, you just hear, you know, that you feel numb and you 

feel blah blah blah and I just felt like I was going to lose myself. 

The idea that people take antidepressants to treat an illness was not always viewed 

positively, since, as one participant put it, antidepressants were “something that a sick person 

has to take.” 

Several participants said that they felt that being on antidepressants made them feel 

that they could not “cope” on their own. Kate, for example, said that being on antidepressants 

made her feel “like I couldn’t manage my psychological issues myself without a pill.”  

The experience of feeling labelled both for being “depressed” and for taking 

antidepressants, has described as “double stigma” (Knudsen, Hansen, & Traulsen, 2002). 

This was described by a few young women in this study. Candice, who was a teenager when 

she was given antidepressants, said she was “too young” to be diagnosed with depression. 

However, she said that, “I just felt like being put on the antidepressant was like, being given 

my label, but frustratingly, without the label…” She appeared to feel that she was in a 

particularly vulnerable position, since she felt as though she had been labelled without being 
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granted the legitimacy of a “depression” label. She felt that her problems were seen to be 

“real” to the extent that she needed medical intervention, but also ambiguous since she did 

not have a name for them. 

 

Other People Will Think Badly of Me 
 

In reaction to perceived stigma, four participants mentioned that they chose not tell 

anyone that they were taking antidepressants. As Mary explained, “I just thought I can’t be 

bothered being judged for it.”  One young woman, Candice, said that being on 

antidepressants made her feel that she owed everyone she spoke to an explanation “like an 

AA introduction.” The perceived stigma of being on antidepressants, also led one women, 

Johanna to stop taking antidepressants altogether.  She said of her attitude at that time that 

she felt that, “I’m not okay until I’m not on drugs.” 

Feeling stigmatised as a result of taking antidepressants was a common experience for 

many people in this study. It led to them to feel “not normal” or “damaged” in some way, 

even in cases where they as if the antidepressants were working.  It could be argued that 

stigma meant that people took on conflicted identities, as both “better” and “unwell” at the 

same time, or may have further contributed to feeling “damaged” or “unfixable” (Garfield et 

al., 2003).  Stigma may have been felt particularly strongly by young women in this study, 

particularly those who started taking them in their teenage years, given that the opinions of 

their peers is likely to be highly important to them at that age (Milner, 2013).  Young women 

felt different not just because of their difficulties, but because they were taking a medication 

to treat these difficulties. In reaction to perceived stigma and in order to preserve their status, 

some young women chose not to tell anyone about it or to stop taking antidepressants 

altogether.  
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I Don’t Have to Take Responsibility 
 

Taking antidepressants might involve taking on an “illness identity”. Biomedical 

discourse arguably situates emotional distress as an “illness” and as something that is beyond 

the person’s control (Rose, 2003). In light of this, it is unsurprising that many young women 

in this study felt that taking antidepressants meant they were relieved of some of the 

responsibility for their issues. 

Alice said that the biomedical explanation of depression “meant that, it allowed me to 

justify to myself. I mean I don’t really know whether that whole biological model is true or 

not but it meant that I was able to justify it. And justify it I guess to mum and to others too, 

that it was a biological thing.”  There were several others that expressed this idea, including 

Kate, who said that “you can become really complacent about your recovery” and that “you 

kind of want the medication to do everything for you.” Similarly, Sarah said that she “could 

sort of palm off some of the responsibility onto the medication.” Brenda also remembered 

that she felt that, “I don’t really have to do anything for it [her depression], just take some 

pills.”  For some, then, biomedical discourse created a sense of helplessness, since people 

came to “rely” on a pill.  

 

I’m Stuck with Being Depressed 
 

Several people who felt depressed over a long period of time, and had felt that 

antidepressants had not addressed this problem, described integrating the “depressed” label 

into their conception of who they were. Sarah said that “it had almost become part of my 

personality, like something I used to identify myself, as I was this person with a mental 

illness.” As described in Chapter Three, Brenda said that in high school when she was “really 

unwell” that it “sort of became that was who I was.” Alida, on the other hand, verbalised that 

she felt she had “become” her depression and that she had no idea who she would be if she 
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was not depressed. Other young women talked about becoming “institutionalised” and said 

that it was possible to get stuck in the “sick role.” Hannah, speaking of other people that she 

knew who had become depressed described it like this: 

That’s just what happens to people. They get sick, they get depressed, they go 

to the doctor, they sign these forms, and then they just get left. And then when 

you are on the benefit you’ve got no job, you feel shit, you know, there’s 

nothing out there to help you, so that’s going to continue and then that’s what 

happens and some people, this is very judgemental, but some people end up 

kind of making a career out of it because they don’t have anything else, they 

don’t have the right support and they don’t have the right people helping them. 

And they get stuck and they get left there, and that’s not a way to live.   

For Hannah, being given antidepressants was the equivalent to being left to deal your 

problems on their own, particularly when doctors did not adequately follow up on them. She 

implied that people learn to identify as “sick” and feel hopeless as a result of this illness 

identity. In this way, stigma associated with being labelled with a mental illness and taking 

antidepressants negatively impacted their sense of self and perpetuated feelings of 

helplessness.  

 

I am Stuck Taking Antidepressants 
 

Young women who believed that antidepressants had made a positive difference to 

their lives, tended to voice fears that they could become “addicted” to them. Kate, for 

example, explained how she felt about being on antidepressants as follows, “I feel like, on 

one hand... I feel like I’m addicted to them, just because I haven’t been able to get off them, 

but at the same time I haven’t been given the chance to get off them.”  Similarly, Rebecca 

said that: 
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Even though I still take them, I still am, like whether I am reliant on them or 

whether they are addictive.  But it probably was the best decision at the time 

because once I started taking them, it just felt so much better.   

Wondering if they were “addicted” to antidepressants was a source of discomfort for 

some young women, even if they felt that things had improved as a result of taking them.  

 

Is it Me or The Medication?  
 

Young women in this study often questioned whether to attribute changes in their 

wellbeing to themselves, or to the antidepressants that they were taking, which is consistent 

with other research in this area (Karp, 2006). Some of the young women whose lives had 

improved after they began taking antidepressants, felt unsure whether it was antidepressants, 

or other factors, such as lifestyle changes, that had made a positive difference. As Mary 

explained: 

The time I took antidepressants was quite short-lived but so much happened in 

that time, so it’s quite hard to tease out kind of the true effects if you like of 

the antidepressants. 

Similarly, Brenda said: 

It’s hard to tell because it was also about the time that I went onto those that I 

started getting help for food related stuff.  So yeah things got way better on 

them.  But that’s hard to tell how much that is the medication and how much 

that was me.  

Brenda felt unable to decide the extent to which antidepressants contributed to her 

wellbeing in comparison to dealing with her issues with food through talk therapy and 

making behavioural changes. Young women in this study may have found it particularly 

challenging to attribute positive changes to medication because they are at a time in their 
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lives where lots of things are changing, for example, going to University and moving out of 

home for the first time.  

Young women not only had difficulty attributing positive change to antidepressants, 

but they also couldn’t decide whether negative experiences could best be attributed to 

antidepressants or to themselves and their difficulties. As discussed in Chapter Three, for 

example, Alida faced this problem when trying to understand the problems she was 

experiencing with her memory and concentration. Hannah remembered the time in her life 

when she went off antidepressants as being a difficult, but said that she did not recognise her 

experience as a response to withdrawal. Looking back on this experience, she said, “But I 

wouldn’t be surprised that I did experience it because I had tried every effing thing under the 

sun. I filled my body with crap, so I’m positive that I went through withdrawals but I just had 

no idea that’s what it was.”  Anna, on the other hand, said that it took her a “couple of 

months” to figure out that the emotional numbing she was experiencing was the result of 

taking antidepressants and not just “her.” 

Britten et al (2010) found that difficulties in attribution were compounded by the fact 

that people’s experience of depression changed while on the same treatment of medication, 

which was also found in the current study. Not feeling consistently less depressed while on 

medication led two young women in this study to question whether antidepressants had only 

a “placebo effect” on them. As Kate explained:  

There are down times that I have experienced where even upping the dosage 

of medication for a bit doesn’t seem to do anything. So that does make me 

think about it, if it’s a placebo effect, and if it is then okay that’s fine, but it 

would be really cool to help people experience those same changes without 

requiring medication. Even if the medication doesn’t actually have anything in 

it or do anything.  
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Kathryn also said she was unsure whether she felt better because the medication did 

something to her brain, or because she had “decided that it did and it’s working for me.”  

Not only were people confused about whether to attribute changes in their wellbeing 

to antidepressants or to something else, but they were also unclear about whether their 

emotional experience was being influenced by the antidepressants they were taking, or was in 

fact an expression of their “real” selves. As Candice put it, she wondered “Is what I’m feeling 

the drugs or is what I’m feeling me?”  People also wondered who they would be once they 

stopped taking antidepressants.  As Johanna explains, “I guess I really don’t know who I’d be 

if I came off them. Like, I don’t know where my natural space is at anymore. And I think that 

sort of frightens me.” Again, this shows that Johanna was unclear how the antidepressants 

were affecting her emotional self, and who she would be without antidepressants, which 

made her feel uneasy. Candice said that while questions of self and identity were a concern to 

her when she was younger, this had become less important to her over the years. She said: 

Over time I just stopped thinking about whether it was the drugs or whether it 

was me. After 6 years you’ve kind of got to give up on that question if it’s left 

unanswered… You’re just going to be like, well it’s not coming, so I’m going 

to stop trying…. The who am I question shifted to- Well actually I’m a young 

adult now, I kind of have to shift gears, and create something, and put my 

energy into creating who I am instead of waiting to find out who I am.  

This quote eloquently highlights the fact that some young women chose to begin taking 

antidepressants at a time traditionally associated with self-discovery, where they may be 

engaged in a process of identity construction (Silva, 2012). The desire for “continuous 

development, discovery and growth” as Hartmann & Swartz (2006, pg. 278) describe it, may 

be interpreted as being interrupted by a pill that is purported to change their emotional selves. 

The longer they are on this medication, the more confused they may be about the potential 
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influence that it may have on their sense of self. Candice, who moved from high school to a 

more independent phase of her life during the time that she was on antidepressants, 

eventually found that “who am I” questions became less important and that she was able to 

create a sense of self that incorporated the fact that she was on antidepressants.  

Overall, this section shows that taking antidepressants can lead to a revision in young 

women’s previous understandings of their sense of self and their difficulties. Some young 

women moved from the idea that they were “being a normal teenager” to the idea that they 

were “depressed”. This carried both the potential for positive experiences of validation and 

decreased sense of responsibility but also carried a range of stigmatised meanings associated 

with an illness identity. This section also highlighted the questions that some young women 

had about taking a drug purported to change their emotional selves.  

 

Antidepressants and Personal Relationships 
 

Depression is often constructed as something that affects our social selves. The 

Diagnostic and Statistical Manual for Mental Disorders IV (DSM IV) (American Psychiatric 

Association, 2000), for example, names “withdrawing from social activities” and “decreased 

interest and pleasure in most activities” as symptoms of depression. On the other hand, 

popular discourses about antidepressants,  offer a solution to this problem, constructing them 

as able to transform people into “more social” and “more confident” people (Kramer, 1993), 

not only capable of improving people’s inner selves but their social selves as well.  As it has 

been discussed in the previous chapter, while some young women in this study felt that 

antidepressants transformed them into more outgoing, social people, this was not the case for 

most participants. This thematic section will explore how being on antidepressants changed 

young women’s relationships with others for other reasons, producing both positive and 

negative effects on these relationships.  
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This section will focus on the stories participants tell about their relationships with 

other people, through their journey of taking antidepressants. Their accounts of other people 

in their lives varied, ranging from them being described as highly supportive and involved to 

being dismissive of their difficulties.  Young women talked about the role of friends, family 

and partners, at all junctures of their antidepressant journey, and often described them as 

being pivotal in helping their decision to go on antidepressants as well as decisions on 

whether to stay on them, or stop taking them.  

 

I Got More Support from Family and Friends 
 

Most young women in this study described feeling supported by friends and family 

members throughout their journey of taking antidepressants. It was often conversations with 

other people, particularly their mothers, which prompted young women to go and see their 

GPs about their difficulties. Many participants said that once other people had heard their 

story, they “insisted” that they go see their GP, and an appointment was made only one or 

two days later. Five young women said that their mothers came to the first appointment with 

them. Not only were mothers described as being insistent that  they try antidepressants, but 

other people close to them were too: Sarah’s best friend, for example, said, “you have to go 

and see a doctor” while Carla said that her boyfriend “pushed me into going.” Despite the 

language of being “pushed” into an appointment and/or others “insisting” that they go, young 

women framed these comments as being examples of them being supported and heard by 

their loved ones. In their opinion, friends, family members and in some case, partners 

recognised that their problems were quite serious and that action was required. Many of the 

young women in this study felt, in retrospect, that seeing a doctor about their difficulties was 

the right thing to do, even if they did not think so at the time.  



130 
 

 

It was only one participant, Alice, who implied that she felt uncomfortable with her 

mother’s involvement. She felt that she had a “poor relationship” with her mother in general, 

and that this was one reason why she developed eating problems and became depressed to 

begin with. In describing her mother’s reaction to her getting very thin, Alice said: 

Well just mum was like hysterical and absolutely terrified and she thought I was 

going to drop dead and just beside herself and crying and screaming and yelling 

you know and insisted that I had to go to the GP every week um and yeah she 

didn’t really give me a choice. I guess she couldn’t physically force me to go but 

yeah I did really just to keep her a bit calmer.  

Although she conceded that she was very “unwell,” she implied that her mother’s 

reaction was unhelpful to her, and that she only went to the GP to keep her happy rather than 

because of any internal motivation. 

Young women felt that close friends and family members support continued past the 

first appointment. Johanna’s mum took time off work, “just so that she was there with me,” 

which she said was “amazing.” Candice said that when she was particularly distressed, her 

parents would sleep on mattresses on the ground in her room.  Friends and family were 

instrumental in other decisions related to antidepressants, including weighing in on decisions 

to stop taking them or to begin taking them again. As Kate described it, her mum sensed that 

something was wrong and said to her “look you know, you might want to go back on them 

again just for a while to see if it helps pick up your mood so that you can start sort of working 

on what’s bothering you.” This advice was appreciated by Kate, who went back on 

antidepressants for a second time, soon afterwards. 

Sarah, who described herself as being “fiercely independent,” chose not to tell her 

parents that she had chosen to take antidepressants initially, reasoning that she “was going to 

deal with it” on her own. However, for a period she felt that things were continuing to get 
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worse, and she said that when she did finally tell her parents, she was very relieved to have 

their support. Sarah said that “after that my parents were like well, we are going to be 

involved now whether you like it or not.” And that “at that point I really wasn’t coping with 

anything very well, so the support was actually great to have at that point.”   Again, the 

strong language of “whether you like it or not” is constructed as being evidence that loved 

ones recognised that her problems were serious and that she needed help. While young 

women in this study were at an age where they may have been striving to become more 

independent from her parents, they appeared to feel that their ability to act independently was 

compromised in some way. It therefore appeared to be a comfort to them to know that friends 

and family were there when they needed them. 

These examples show that the input of others was important in people’s decision to 

seek help and go on antidepressants, and in the construction and maintenance of an “illness 

identity.” Generally, the people closest to the young women accepted that there was 

something was “wrong,” and that taking medication was a legitimate solution to this, which 

made them feel accepted and supported.  

 Stepnisky (2008) argued that when people take on an illness identity, they seek 

recognition of this identity from other people. If they are successful, they feel supported, and 

new forms of relationships can begin, where they are treated as being unwell, which is 

concordant with their own self-understanding. Others not accepting this identity leads people 

to feeling “frustrated” and “sad” (Stepnisky, 2008).  Similarly, those that do not attempt to 

tell others, because of perceived stigma associated with this identity, are likely to feel lost and 

alone, since their identity is not reflected by others.  In order to achieve this support, 

however, the participants needed to take on the illness identity with both its negative and 

positive connotations. 
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I Felt Supported by my Partner 
 
 As well as gaining support from their friends and family, some young women felt that 

their partners were also supportive and took their problems seriously. Carla felt that her 

boyfriend was instrumental in helping her get the help that she needed. As she described it, 

“’Cause he was really helpful, like you need to do something about this, something is not 

right.” Carla appeared to feel that her boyfriend recognised that she was depressed before she 

even did. She described that her decision to seek help through her GP a second time was 

heavily influenced by her boyfriend. As she described it: 

Yeah, definitely and that got to a point again when my boyfriend was like you 

need to go back to the doctor, you are not handling this at all. And he would 

take me up to the beach for a big walk, which was good. 

In this way, her boyfriend was seen to be able to help her get what she needed, offering both 

practical and emotional support. Brenda, described the practical support that she felt her 

boyfriend offered as follows, “Yeah, or just doing things like if I’ve had a bad day at work, 

I’ll talk to my partner about it on the way home and I will be like right, we’ll not talk about it 

once we get inside and just try and set up little routines or little things to cope with that.” 

Mary described her partner’s support as follows, “My boyfriend is a constant reminder. He’s 

like, don’t get so upset about something that is so small. There is just no point. And having 

somebody constantly remind you of that is very frustrating, but also very helpful.” These 

descriptions show that when young women felt supported by their partners, as with their 

friends and family, this was because they felt that their problems were taken seriously and 

that their partners recognised their “illness identity.” This meant that partners that were 

perceived to be supportive by young women also appeared to feel that taking medication was 

the best course of action for their problems.  
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My Partner Made Things Worse 
 
 While some young women felt supported by their partners, others described these 

relationships as unsupportive. Johanna felt that being with an “emotionally manipulative 

boyfriend,” who was “depressed himself,” was part of the reason she was depressed. She also 

felt that he was not in a position to provide her with the support that she needed. As she 

described it: 

Yeah, I guess also, I felt quite a lot of resentment towards my boyfriend for 

putting me in that place. I really didn’t feel a lot of self-responsibility for it.  I 

really, yeah, and I remember saying to him I really need you to support me 

now.  I’ve supported you for two years, I really need your support now. And 

he was good for a week, but then of course wasn’t capable of doing that. So I 

guess yeah I felt upset about that.   

Johanna appeared to feel resentful that when it was “her turn” to get support, her partner was 

not there for her, in a way that she had been towards him. Instead, she turned to her mother 

for support. Anna also described feeling like her boyfriend at the time “didn’t really get it” 

and that he “didn’t really want to hear about it after a while.”  She felt that this made her feel 

more alone, and misunderstood. Eventually, she made the decision to break up with him, 

which she felt was one reason that things began to improve for her. She instead connected 

with her family, her friends, and a counsellor, that she felt better understood what she was 

going through. 

 Both Kate and Rebecca described being cheated on by their boyfriends, and they felt 

that dissolution of these relationships was part of the reason why they eventually decided to 

try antidepressants. They both felt that these experiences made them feel bad about 

themselves, for example Rebecca described feeling like, “with [my ex-boyfriend] I never felt 

good about myself and I never felt happy and I never felt like I was somebody who anybody 
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would want to be with you know.” Overall, young women who felt unsupported in 

relationships constructed these relationships on negative terms, and described them as 

negatively impacting how they saw themselves.  These young women responded to this by 

turning to others for support, and eventually deciding to leave their partners.  

 

I Felt Misunderstood by Some of My Friends and Family 
 

Despite most young women feeling supported by their friends and family, real and 

perceived stigma associated with taking antidepressants led some participants to feel that they 

would not be accepted by family and friends, and that their choices would be judged. Carla 

worried that her mother would think that “that’s Carla and she’s depressed and she probably 

takes drugs and stuff, you know.”  She also felt that he mother wouldn’t understand her 

decision to be on antidepressants because “I grew up on a farm with a family that goes 

hunting all the time and I’m in another city and study fine arts so they don’t really get me so 

much.” She also felt that when she tried to speak to her mother about it, she would change the 

subject. As it has been discussed, fear of being judged led some participants to not tell anyone 

they were on them. Mary, said that she didn’t tell her parents because she didn’t think “they 

would see it the same way that I saw it.” 

 Several young women described negative reactions from family members about them 

being on antidepressants. Erica, for example said that her mum was “so opposed” to taking 

antidepressants and felt that they were “dulling” her. She reflected that she found this 

frustrating because she felt that she actually “had a little bit of life back” in her, compared 

with how she felt before taking them.  She said of her mother that “Yeah she just didn’t 

understand that I was sick and I needed them.” Kathryn said that her mother told her that 

when she first began taking antidepressants, she thought that “it was just like psycho mumbo 

jumbo and someone had just put the ideas in my head, because I presented as absolutely fine, 
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you wouldn’t have known anything was wrong. So she didn’t necessarily believe it.” In both 

these examples, the young woman felt that her mother did not accept her illness identity, 

which led them to feel misunderstood and unsupported by her.  

Some young women felt that they had others in their lives that “meant well” and 

wanted to help, but did not understand what they were going through. Erica talked about her 

grandmother trying to “cheer me up” by getting out travel books from the library for her, 

since this was something she was usually into. She said of people in general, that there can be 

a lot of “judgement,” and that people think “you can just cheer yourself up, but you can’t. 

You do need something beyond, even just a friendly face, you need something far beyond 

that to get out of it. ” Similarly, Sarah, said that when she was living in another country, she 

felt like her friends were trying to “fix her,” and would offer her advice, like “if you just get 

up and you put on your favourite t-shirt and you go out and you put a smile on your face and 

it will all be okay.” In these cases, friends and family were portrayed as not understanding 

how “serious” their difficulties were, and therefore were not fully accepting of their illness 

identity. In response this, young women would turn to friends and family members who they 

felt understood them better. This suggests that perceived stigma tended to close down some 

relationships with others, which meant that their relational self was compromised at times.  

 

I Found New Relationships with People that Understood Me 
 

Young women said that opening up about their experiences changed existing 

relationships in positive ways, and contributed to them forming new relationships. Erica, for 

example said of a work friend, “Yeah I had had a couple of breakdowns at work and so yeah 

she kind of needed to know what was happening, and once I had explained the whole 

situation, we became really good friends after that.” Alice formed a number of relationships 

with other girls in an eating disorder inpatient unit, which she said was what probably “what 
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saved my life.” For her, it was important to be around people who had gone through similar 

experiences, because they were able to support and encourage one another. Overall, she said 

that “I think it was the support from the other girls that helped more than anything.” This 

finding is consistent with research by Karp (2006), who reported that young people often 

sought out peers who they perceive to be like them and they evaluated as being likely to 

accept their illness identity.  

Being open about being on antidepressants changed the nature of existing 

relationships as well. Rebecca said that although she knew her friend had “serious” issues, 

they did not discuss it before she started having problems. She said, however, that “now you 

know if he is feeling really shit or whatever he can just call me and I’ll come and deal with 

him or whatever.” Similarly, Candice said that “me being on medication and my parents 

coming to understand what I was going through opened the door for a lot of my cousins who 

would come and talk to my parents about their own use of antidepressants, or depression 

because they couldn’t talk to their own parents.” Carla, on the other hand, said that she had 

learnt to communicate how she was feeling better with others. She said that: 

I started feeling down a bit then I will send out a mass email to like my close 

group of friends who would be like, I’ll just tell them and be like I’m feeling a 

bit down, can you help me out.  Instead of letting it get to like a really bad 

stage. 

Finally, talking about being on antidepressants, made some young women more aware 

of the fact that people around them were having similar experiences. Carla, for example 

found out that three of her cousins and her aunty were on antidepressants, while Alice said: 

So I never really realised like the extent of people that have issues with 

depression and stuff and the number of people that have been on 
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antidepressants.  Quite a few of my friends were going through similar things 

and I just had no idea.   

Overall, this section highlights the way that many young women came to identify as 

someone that was “depressed” or “anxious” and needed to take antidepressants. In most 

cases, they were able to gain recognition from others for this new identity, and were able to 

relate to others who they felt were “the same as them.” Indeed, young women appeared to 

have a strong desire to be understood and accepted by others, therefore they were likely to 

maintain relationships, or seek out other relationships where they felt their own self-

understanding was acknowledged. As it has been argued, people’s sense of self is produced 

and maintained within the context of relationships (Burr, 2015) therefore the quality of these 

relationships has a significant influence on how they see themselves. This may be particularly 

true of young women, who are at an age where the opinions of the people around them are 

seen as particularly important, and because they may be striving to meet the ideals of the “can 

do” girl. This section has shown that if young women do not feel that their identity has been 

acknowledged by others, they tend to feel misunderstood, and separate from other people and 

this, in turn, negatively impacts on how they see themselves. It is also possible that the people 

close to them may also be invested in the image of the “can do” girl, and may have seen 

depression as a barrier to this. Therefore, they may have been willing to invest their time and 

energy in helping these young women get their lives back on track (Harris, 2004), which in 

turn, made young women feel cared for and supported.   

 

Antidepressants and Professional Relationships 
 

Young women’s relationships with medical professionals have been described 

throughout the previous chapter, particularly in the “damaged self” and “powerless self” 

narrative types. As it has been discussed, some of the young women felt that power 
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imbalances in their doctor-patient relationships left them feeling angry, helpless and not 

listened to. Young women’s relationships with professionals had consequences for their sense 

of self, particularly in terms of their sense of agency. This section aims to shine a spotlight on 

these professional relationships by looking specifically at what young women say about them 

across their stories. It highlights factors that young women believe contribute to good 

relationships with health professionals, which enables them to feel empowered in choices 

related to their recovery and are related to a positive sense of self, compared with factors that 

contribute to relationships that are perceived to be negative. 

 

Do I Have a Say? 
 

Most of the young women in this study spoke about the quality of relationships with 

their GP. When young women described relationships with their GPs that they perceived to 

be good, they emphasised that their choice in treatment option was left up to them. Mary was 

one person who felt that she had enjoyed a positive relationship with her doctor. Speaking 

positively about her doctor, she said: 

She was like I’ll give you the script and I’ll leave it with you and it’s totally 

your choice whether you want to fill the script, not fill the script, take them, 

not take them, if you do take them start off really, really small amounts, like I 

think it was a quarter or a half tablet of [the antidepressant]. 

In this case, Mary appreciated being told that it was her choice whether or not to take them. 

She also described feeling that her doctor was “truthful” about side effects, so she knew what 

to expect and said that her doctor “talked to me about like what the overall plan was and I 

was like I’m not too sure, but she did initially say it wouldn’t stop with antidepressants, like 

that wasn’t the end goal.” Antidepressants, in this case, were not offered as being the only 
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solution and she was encouraged to engage in therapy and other lifestyle changes at the same 

time, which gave her a sense of agency and control.  

While some felt that it was completely their own choice whether to take 

antidepressants, this was a less common experience for young women in this study, who 

typically felt pressured to take them by their doctor. Amy, for example, said of her doctor: 

He was just pretty much like take them, don’t go home Google this, what it is 

or symptoms, just take them. ‘Cause he said a lot of people will go home and 

will Google the symptoms or Google the drugs and find out what they do to 

you and that and obviously half of the crap is incorrect. So he said just take 

them, I don’t care what anyone else says, just take them. He was very forceful 

but in a nice way, not mean, but you just need to take them at this point. 

Kathryn, similarly said “Well the thing with my doctor is she is my family doctor so I’ve 

been going since I was little but she’s the sort of person, it’s just like you need to do this, so 

do it. I didn’t actually know anything about the medication.”  Alice also said “I didn’t really 

get a choice over it. It was this is what you’re taking, do as you’re told type approach. It was 

no sort of informed decision making stuff.”  

In these cases, the doctor was portrayed as acting as though they knew “what was 

best” for these young women, and forcing their agenda onto them. It can be argued that 

young women’s age and relative inexperience with dealing with medical professionals meant 

that they were in a more vulnerable position than other people who seek antidepressants may 

be, and may have been more likely to feel pressured into taking this drug. For example, as 

described in Chapter Three, Hannah, who had a particularly negative experience with 

antidepressants, described herself as “unprepared and uneducated” when she first saw her 

doctor, and she that she “believed that the doctor was right.”  
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Kate spoke at length about her opinions about doctors prescribing antidepressants, and 

highlighted what factors led to a positive experience for her: 

I have known quite a few people who have been on antidepressants before and 

a couple of my family members as well, and just based on their experiences I 

guess and my own, even though I’ve got a really good GP and she’s not really 

like super do you want this medication now kind of thing. She wants to see if 

there are other options in what I might be interested in doing.  But yeah 

sometimes I think some people, or some GPs can just be kind of a little bit 

pushy on antidepressant medication. I mean it’s understandable for them 

because you know they’ve only got a certain amount of time and they can only 

do a certain amount for each patient, and it can be really difficult for some 

people to get extra help, to go and get therapy even though I found that, well 

Auckland’s got a pretty good mental health public system for going and 

getting therapy and stuff.  So my experiences have been positive, but I know 

that that’s not the case for everybody.  And it can be really difficult for people. 

Like other young women, Kate highlighted the difference between “good GPs,” including her 

own, who offered people the choice about whether or not to go on antidepressants, and 

presented as being only one of several options, in comparison to “bad GPs,” who were  

perceived as forcing medication on people. In this way, power differentials between GPs and 

young women meant that young women often felt that they were unable to assert themselves, 

and have their opinions heard within the context of this relationship. These power 

differentials were also reinforced by the fact that some young women had been with their 

same GP since they were children, and in some cases, may have led GPs to engage with 

young women in a paternalistic way.   
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They Don’t Give Me the Information and Time I Needed 
 

Young women spoke about not being given enough information by their GP to make 

an informed choice. Doctors were said to have “downplayed” side effects while also 

overstating the efficacy of antidepressants, which instilled unrealistic expectations, and led 

them to believe that they would no longer be depressed once they started taking them. Alida 

said: 

Also, I don’t know, I don’t think doctors should tell you it would work when 

the stats aren’t that good anyway so you have a high expectation and when 

you’re depressed and your expectation and your hope of getting well gets 

dashed, it just really is hard to deal with 

Young women believed that part of this issue was that GPs did not have enough time 

for them, given that many only saw their doctor for 15 minutes at a time. Being overworked 

also meant that doctors themselves may not be informed about the best treatment options for 

people either. Candice explained it like this:  

He doesn’t have time to read up on the new cutting edge medicines or research 

findings. He doesn’t necessarily know the subtleties that are needed to get to 

maximise your usage. I just feel like... It just makes you feel like a number. I 

think my experiences surrounding being prescribed and continuing to be 

prescribed them definitely affects my attitude towards having to take them. 

Similarly, Anna said she felt like “just another person on their list” and that “I felt like 

they weren’t like, they cared but they didn’t really remember who I was or like know who I 

was other than their notes.” Not having much time with their doctors, made them feel 

unimportant, and as though they were not being given the best treatment. 
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A lack of treatment alternatives besides antidepressants was also a common complaint 

for young women. Many said that they were not offered therapy, even though this was 

something that they were interested in. 

 

Doctors Presented Biomedical Explanations Uncritically 
 

Some young women felt sceptical about the information that they were given by their 

GP, and felt that they tended to present biomedical theories of depression uncritically.  

Candice explained her position this way: 

And if you’re telling me that I’m being given these pills because of a chemical 

imbalance, where is your evidence? Where did you get your MD from? What 

are you doing?... I almost feel like I was tricked into them. 

She felt “tricked” into taking them, since she felt that she was led to believe they worked to 

fix a chemical imbalance in the brain, despite a lack of evidence to support for this theory. 

Similarly, Anna said: 

 They don’t know how it works on the brain for, because I was on tricyclates 

um and they like don’t know the mechanisms in it. They don’t know why it 

would work so it’s like how would it work for nerves if they can’t work out 

how it works in the brain kind of um and yeah just what else was there. Just 

like lots of side effects and yeah not really enough efficacy to make it 

worthwhile I think.  

Young women who felt that biomedical theory was presented as fact by their GPs and 

other health professionals became understandably angry when they had more experience with 

antidepressants and became more critical of them in general.  
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I Think They Give Them Out Too Freely 
 

In speaking about GPs more generally, young women tended to believe that 

antidepressants were overprescribed, and that GPs were not always aware of the way that 

they affected people. Kathryn, said that she was not sure whether more people were 

depressed or anxious or GPs were just more willing to prescribe it. As she said: 

It’s weird though because it seems like more people these days have anxiety 

issues and depression but like I always wonder does it come down to the fact 

that doctors can diagnose it better you know now that there’s more 

information and stuff or is it just because it’s easy to label you with that and to 

give out medication or what it is. I don’t know. But I know quite a few people 

that have been on medication and say three out of my four best friends will 

have either depression or anxiety. I don’t know, it just seems really common 

these days. 

 Similarly, Kate said in an earlier quote that she felt that GPs overprescribed 

medication, which she attributed to external constraints, including time pressures and barriers 

associated with accessing therapy. 

 

Doctors Did Not Follow Up Adequately 
 

Some young women felt that once they had made the decision to take antidepressants, 

GPs did not follow-up with them, which made them feel that they had been left on their own. 

As Carla explained: 

I think I emailed them about renewing my prescription and no one ever 

emailed me back from the doctors and I just felt really sad about it.  But it’s 

just one of those things, like I said about taking things personally, and you are 

like oh they don’t care.   
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While Carla could later reason that the lack of follow up was just “one of those things,” at the 

time, it made her feel upset and possibly uncared for. Brenda also felt that she was not 

follow-up adequately by her GP. As she said:  

I kind of feel like with antidepressants it’s not monitored very well. I only 

have to see my doctor like once a year. You know? There’s no progress 

tracking on it at all. But in saying that I’m on 3 times the dosage that I was 

when I started.  

While these views should be balanced by the fact that a few young women, including 

Rebecca and Amy, felt their GPs were in more regular contact, this was the less common 

experience.   

 

I Gained Some Control in the Relationship with My Doctor 
 

Over time, many young women felt more able to assert themselves in GPs 

appointments, and began to feel more “in control” of their situation. Brenda said that she 

learnt to “communicate better” in appointments with her GP. She told this anecdote to 

illustrate how she had learnt to be assertive, and felt more in control of the process. 

I went to a doctor recently who was like, it was the first time I had seen this 

doctor, he was a new one, asked about family history, mentioned my grandma 

had bipolar and at the end of it he was like okay you have bipolar, I would like 

to prescribe you Lithium.  Ah, no thank you.  Oh it pisses me off, it really, 

really pisses me off.  But if that was 10 years ago, I would have gone with it.  

Yeah, so at the time I was just doing whatever the doctor thought was best 

really and just hoping that would work. 

Brenda, felt that she had had enough experience to be more critical of what GPs had to say, as 

opposed to taking their opinion at face value, due to their position as “expert.” As it has been 
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discussed in Chapter Three, however, some young women asserted control in a covert 

manner, for example, by choosing to stop taking antidepressants without the input of their 

GP.   

For young women taking antidepressants in New Zealand, their GP is usually the first 

point of contact for getting help with emotional difficulties, therefore they may have a large 

influence on how people come to understand themselves and their difficulties. This section 

highlighted the fact that young women often felt disempowered within these relationships, 

due to power differentials inherent within them. The lack of feeling listened to and 

understood, may have contributed to a negative impact on their sense of self. Young women, 

constructed themselves as being able to exercise more agency over time, but their actions 

tended to involved subversive acts of resistance rather than overt assertiveness.  
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CHAPTER FIVE: DISCUSSION AND CONCLUSION 
 

Young women today have grown up in an era where selfhood and emotional life are 

increasingly viewed through a biomedical lens at the expense of other ways of understanding 

(Rose, 2003). As it has been discussed, the rise of molecular science has produced new ways 

of understanding selfhood and emotional distress; for example the understanding of 

depression as being the result of a neurochemical imbalance. This, in turn legitimates the use 

of biomedical solutions such as antidepressants. This discourse locates emotional distress 

within the individual, rather than a wider context, including that of poverty, patriarchy and 

capitalism, and implies that it is an individual’s responsibility to survey, control and manage 

symptoms of an illness through medical services and pharmaceutical interventions. Young 

women experiencing emotional distress are arguably recast as “consumers”, morally obliged 

to exercise agency through the choices that they make in terms of their “mental health” 

(Fullagar & O’Brien, 2013).  

Within this context, antidepressants are objects that come loaded with a number of 

contradictory associations. They represent both a promise to restore and/or enhance selfhood, 

changing a self that had been compromised due to emotional distress, as well as a threat to 

selfhood, due to negative side effects, including suicidality and emotional numbing, and the 

inherent stigma associated with taking a medication for mental distress.  

This study explored how young women who take antidepressants, who have grown up 

in an era where emotional distress is increasingly medicalised, are able to make sense of their 

difficulties and construct their sense of self. Firstly, the narrative analysis looked specifically 

at young women’s stories holistically, and found that taking antidepressants affected young 

women’s sense of self in a variety of ways, which ranged from those which were construed 

by participants as positive to those seen by participants as very negative. Secondly, a thematic 

analysis considered similarities across all the stories, at different junctures of their 
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experience, starting from the circumstances leading up to their decision to take 

antidepressants, through to more current experiences of taking antidepressants or coming off 

them. This chapter will present a summary of the research findings and explore some 

theoretical and practical implications for young women who take antidepressants and for the 

health practitioners with whom they are in contact. It will begin by discussing some 

theoretical implications of the narrative analysis, before moving on to consider the thematic 

analysis.  Then, taking these findings together, it will discuss a number of clinical 

implications, specifically focusing on what is likely to enable young women who are 

diagnosed with a mental illness to construct more positive stories about themselves and their 

experiences and feel more empowered throughout their journey towards recovery. Finally, it 

will discuss the limitations of this study, and consider directions for future research in this 

area.  

 

Summary and Theoretical Implications 
 

In this study, a narrative analysis revealed a number of ways in which taking 

antidepressants seemed to change young women’s relationships with themselves and how 

they understood their difficulties. Narrative types, the “new self,” and the “bringing back my 

old self” narratives, suggested that antidepressants were felt by some participants to have led 

to positive changes in their sense of self, in that antidepressants were able to enhance and 

restore young women’s selfhood (Malpass et al., 2009).  The other four narrative types, 

suggested participants felt there were problems associated with taking antidepressants. This 

more negative representation of the role of antidepressants included young women, whose 

stories largely fit the “partly repaired self” narrative type, described a more ambivalent 

relationship with antidepressants, in that while they felt that taking antidepressants had led to 

some positive gains, there were limits to what antidepressants could do for them. They felt 



148 
 

 

that if they wanted to change their relationship with themselves in a meaningful way, for 

example, deal with issues such as self-confidence, they would need to explore other avenues. 

The “loss of self,” “damaged self,” and “powerless self” narrative types, showed the way that 

participants understood antidepressants to compromise their sense of self, which led to either 

to a resistance or rejection of biomedical selfhood, or an internal sense of powerlessness and 

failure. The following section will further discuss the theoretical implications of this research 

by expanding on these ideas, and considering the extent to which different narratives 

facilitate or impede a young women’s sense of self.  

 

“Positive” Stories about Antidepressants: Antidepressants and “Feeling Normal” 
 

An overarching theme that emerged from the positive stories that young women told 

about antidepressant use, reflected in the “new self” and the “returning to my old self” 

narratives, was that antidepressants allowed them to achieve a sense of normalcy, which they 

described as being “in control” of their emotions, being able to relate to their peers, and being 

able to achieve at high-school or university. Young women described themselves as being 

“emotionally volatile” and “out of control” before taking antidepressants, which they felt 

meant that they could not fit in with other teenagers and affected their school life. This 

conception of “normal” reflected gendered norms, summed up by Harris (2004)’s conception 

of the “can do” girl, a young woman who is a high achiever, confident and popular. In the 

“returning to my old self” narrative, antidepressants were portrayed as something that 

allowed young women to return to the “real” them, which they felt fit more comfortably 

within the norms of young womanhood, while in the “new self,” antidepressants assisted in 

them creating a new, socially desirable self, that they conceptualised as being very different 

from their old selves. Overall, young women in both narrative themes, believed that 
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antidepressants lived up to their promise of changing their sense of self for the better, and 

allowed them to negotiate the confusing landscape of young adulthood more easily.  

A perceived failure to live up to the ideals of successful young womanhood, due to 

their experience of emotional distress, was a considerable source of distress for young women 

throughout the study, leading them to feel isolated and alone. In the study conducted by 

Knudsen, Hansen, and Traulsen (2002) of young women’s experiences of taking 

antidepressants, the desire to be “normal” was found to be the most important thing for these 

participants, and motivated them to try these drugs. Several participants in the current study 

began antidepressants in high school, a time when arguably, the pressure to fit in is at its 

highest (Milner, 2013). It is also a time when young women as a group, feel a drop in their 

sense of self-worth, much more distinctly than men (Brown & Gilligan, 1993), and when they 

may first become aware of gendered beauty norms, and commonly experience anxiety about 

whether or not they “measure up” to them (Nylund & Ceske, 1997).  It is possible that for 

some young women, the pressures placed on them create a situation in which they feel that 

they are constantly falling short, which may motivate them to try antidepressants.  

While antidepressants were capable of making young women across the two positive 

narratives feel more “normal,” this may have also meant that some of them came to view 

their biology was abnormal and/or deficient, and as sabotaging their ability to feel and act 

like others. Some young women described themselves in terms of being “sick” or “really 

unwell” before taking antidepressants. Thinking that their biology was abnormal also led 

them to think of  less desirable elements of their emotional life and behaviour, “the illness”, 

while more desirable parts, represented the “real” them.  These young women also came to 

view their “abnormal” biology as a threat to selfhood that needed to be kept at bay through 

medication. This was not true of all young women who told positive stories about 

antidepressants, however, and there were those that were more critical of biological 
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explanations of mental illness and selfhood. Even those that strongly endorsed biomedical 

explanations also considered environmental factors that may have contributed to their 

difficulties. Interestingly, young women whose stories fit under the “new self” narrative 

theme, did not express discomfort with the idea that their new selves were “artificial,” which 

was in contrast to more other findings on people’s subjective experiences (Malpass et al., 

2009); nor did they feel particularly stigmatised. It can be theorised that young women may 

have chosen to disregard possible negative interpretations of taking a pill because the payoff 

of feeling “normal” and “happy” was so great.  

Finally, the strong desire to be seen by others as “normal” meant for some young 

women in this study that they were willing to take a pill indefinitely, and in the process, they 

began to fear that they would not be able to cope without them. For these young women, 

despite feeling more “in control” and enabled on the one hand, they may have also felt a loss 

of a sense of agency on the other, since being able to maintain a sense of “normalcy” and 

“wellness” was believed to be conditional on them continuing to take a pill. Others, however, 

felt that despite these fears that they would be unable to cope, they would go off them at 

some point and others still had made a decision to go off them once they had felt “normal” 

for a sustained period of time. Together, the “better self” and “return to my old self” 

narratives showed that, for some young women, taking antidepressants can lead to a more 

positive sense of self, particularly since it makes them feel more “normal.” As it has been 

argued, however, this can be seen as problematic if they feel invested in continuing to take 

medication indefinitely in order to maintain this sense of normalcy and may reinforce 

dominant discourses about what constitutes a “normal” young woman. 
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Ambivalent Stories about Antidepressants: Antidepressants and Their Limits 
 
 The overarching idea that was encapsulated in the “partly repaired self” theme was 

that, although antidepressants may have been capable of improving the women’s mood to an 

extent, they were unable to change their relationship with themselves in a meaningful way. 

This was because they were unable to help them with issues such as “confidence” or “self-

esteem” associated with a self that was damaged through their experience of depression 

and/or anxiety. While antidepressants were constructed as something that might act as a 

catalyst for change, the real self-work associated with that change was seen as being possible 

only through non-medical means, such as therapy, changing how they were in relationships 

with others, and lifestyle changes. In some cases, however, rather than increasing self-

understanding, some people felt that antidepressants may have been a barrier to it, since they 

could cut them off from their emotions. In this way, they felt that emotions were a valuable 

resource to draw on in order to change their relationship with themselves. 

 This narrative is arguably one that is empowering to young women since they 

constructed themselves as being in control, and having a high sense of agency in terms of 

making their own choice about whether to take and/or stay on them. This sense of 

empowerment may have been facilitated, in part, by more collaborative relationships with the 

professionals they were in contact with and feeling that that they had realistic expectations 

about the benefits and potential costs of medication. Young women, whose stories were 

largely consistent with the “partly repaired self” narrative type, also appeared to be able to 

integrate this experience into their story about themselves, without a sense that being on 

antidepressants was damaging in some way. This was in contrast to young women whose 

stories were portrayed in the “loss of self,” “damaged self” and “powerless self” narratives.  

They also did not appear to feel that they needed to stay on them to maintain a positive 

perception of themselves, which was the case for two young women in the “new self” 
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narrative.  In general, they felt that they could use antidepressants, as a “tool,” for a purpose, 

and once they had used them for this purpose, they were able to let it go. This was reflected 

by the fact that all participants were either no longer taking them, or were thinking seriously 

about going off them. However, while young women were able to feel empowered in their 

choices surrounding medication use, it is important to acknowledge their narratives seem to 

draw on the neoliberal discourses that construct these women as being solely responsible for 

managing their “illness.”  This may draw attention away from wider societal pressures that 

may their produce distress in the first place. 

 

Negative Stories about Antidepressants: Feeling Cheated or Feeling Helpless 
 

This study has shown that there are vastly different implications for young women 

amongst those that felt that medication had worked less than perfectly, or had not worked at 

all, to those who felt that antidepressants worked for them. The “damaged self” and “loss of 

self” narratives showed that the intrusion of unwanted side effects (which ranged from mild 

effects, including headaches and dizziness, to more debilitating side effects such as increased 

suicidality and serotonin reaction) and/or the perceived ineffectiveness of medication to make 

a meaningful difference in their lives, led to a reevaluation of antidepressants and the role that 

they had in their lives.  

Young women, whose stories were described in the “damaged self” narrative, 

described a process of gradual disenchantment with antidepressants, medical professionals 

and biomedical explanations of depression, which led to resistance to medication and 

choosing to explore other avenues for positive change. In the “loss of self” narrative, young 

women also felt disillusioned after experiencing a side effect of the drug, emotional numbing, 

that left them unrecognisable to themselves. They came to feel that it was preferable to face 

the possibility of returning to the situation they had been in before antidepressants, than to 
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continue to take them. For both themes, the failure of medication to provide a “quick fix” led 

young women to reject medication as an option, and reinstate the importance of working on 

their emotional selves, and engage in a process of self-learning. Like the young women 

whose story fit the “partly repaired self” narrative, they found a number of creative new ways 

of working on themselves and tackling their problems.  

The “powerless self” narrative was in contrast to the “damaged self” and “loss of self” 

narratives, because the only participant whose story encompassed this narrative interpreted 

the lack of efficacy of medication as being a personal failure, and as being evidence that she 

would never be able to recover or manage her difficulties and her selfhood. She continued to 

be invested in neurochemical understandings of selfhood and emotional distress to an extent, 

and to hold some hope that she might find the “right medication.” The fact that taking 

antidepressants led to a damaged sense of self also meant that she was unable to imagine 

other ways that she might recover, outside of taking medication. Her story is consistent with 

the research of Fullagar and O’Brien (2013) on women’s negative experiences with 

antidepressants. They theorised that women’s tendency to blame themselves rather than 

blame medication when they did not perceive that they had recovered from depression was 

due to the “normalisation of medication” and the “gendered context of women’s lives.” 

Specifically, they felt that their “failure to recover” was articulated in terms of women’s 

feelings of success or failure in gendered roles, including that of mothers, workers, and 

partners. While the younger age of participants meant that these roles may not be as relevant, 

particularly the role of mother since no women in this study had yet had children, the young 

woman whose story exemplified the “powerless self”” narrative, constructed her failure in 

terms of a failure to live up to gendered expectations that she succeed in her role as daughter 

and a student. In the “powerless self” narrative, the young woman did not feel she had any 
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choice in decisions related to her medication use, which contributed to her sense of failure, 

and affected her sense of hope of recovery. 

In contrast, young women whose stories largely fit the “loss of self” and “damaged 

self” narrative types, portrayed themselves as being able to exercise agency. This was in part 

because they felt that antidepressants had not been effective or worked how they envisioned 

they would, which in turn, acted as a catalyst for resisting this treatment. However, young 

women whose stories largely reflected these types tended to exercise agency in a subversive 

manner, which was likely due to the power imbalance inherent in the doctor-patient 

relationship. A recent study on young people’s counselling experiences in New Zealand 

found that participants similarly felt that they had that there were limits to the amount of 

power that they could exercise in their interactions with counselors and other adults. They  

also felt they were unable to overtly resist or challenge ideas that adults around them had 

about what they thought was best (Gibson & Cartwright, 2013). In the current study, feeling 

that their power was limited resulted in several young women deciding to take themselves off 

antidepressants without consulting their doctors and they either chose to tell them 

retrospectively, or to not go back to see them at all. This was typically because these young 

women had felt that the GP they were in contact with had not taken their complaints about 

side effects seriously, and that they continued to be invested in the idea that they use 

medication, when the young women themselves no longer were. Young women appeared to 

try to resist the “victim” position (Baker, 2010), which may be in part, because such as 

position has been rendered undesirable due to both neoliberal discourses that position 

“depressed” subjects as being responsible for their own recovery, and  gendered discourses 

that construct an ideal of successful young womanhood as being capable and in control. In 

reality, however, their status as young women meant that they may have limited opportunity 
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to exercise power over decisions related to their recovery, which led them to exercise agency 

in a covert manner. 

 Overall, narrative analysis highlighted the complex ways that taking antidepressants 

can affect a person’s sense of self, in terms of how they evaluate themselves, make sense of 

their experiences, as well as their sense of agency in the process. Some stories, including the 

“new self” and “back to my old self” narratives, can be seen as enabling young women to 

construct a self with which they feel more comfortable (albeit at a cost), while others, 

particularly the “damaged self,” “loss of self” and “powerless self” can be seen as more 

harmful, and can lead some young women to feel powerless and like a “failure.” It has shown 

the way that dominant discourse in society at large influence young women’s experiences of 

taking antidepressants, including gendered expectations about what it means to be a 

successful young women (Harris, 2004), as well as medical discourses that defines young 

women’s difficulties as pathological and to be managed at an individual level (Fullagar & 

O’Brien, 2013; Lafrance, 2007). These discourses work together to make the “victim” 

position highly undesirable, and mean that young women may tend to portray themselves as 

agents in their recovery, even when such agency is limited (Baker, 2010). Within those 

broader systems, young women’s experience with medical professionals and other people in 

their lives, and the actual effects, including side effects of the medication themselves 

influence the stories that young women tell.  

 

Thematic Analysis 

Thematic analysis was conducted in order to further understand patterns of meaning 

across young women’s stories. It was divided into three sections: “antidepressants and 

selfhood,” which further considered the impact that the process of being diagnosed and 

subsequently treated with antidepressants had on young women’s sense of self at an 
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individual level, while “antidepressants and personal relationships” and “antidepressants and 

professional relationships” looked at this experience had on young women’s sense of self at a 

relational level. The following section will discuss in brief some key findings and theoretical 

implications of this analysis.  

The first section, “antidepressants and selfhood,” found that while young women held 

a range of beliefs about the causes of their difficulties, including that their mood and 

behaviour was within the norms of “being a teenager,” taking antidepressants led to a 

redefinition of selfhood as being mediated through biochemistry to varying degrees for some 

young women in this study. Despite this, however, many of them also remained critical of 

biomedical explanations and the way that antidepressants were prescribed and felt uncertain 

whether to attribute positive differences in their mood and behaviour to antidepressants, or to 

other changes they had made in their lives.  

Young women discussed their reactions to being diagnosed with a mental illness, 

which ranged from shock to relief. Relief was typically associated with feeling as though they 

knew what the problem was. It seemed that some felt more optimistic about recovery as a 

result of the diagnosis and treatment options, while others felt that that this diagnosis lent 

legitimacy to their experiences, elevating their problems above everyday sadness. This is in 

line with Lafrance (2007)’s argument that antidepressants validated women’s pain, and 

legitimated their identities as being “sick” and in need of help. It can be argued that the young 

women in this study took on an illness identity to one extent or another after being diagnosed 

with a mental illness and being offered antidepressants as a treatment option (Karp, 1997). 

Not surprisingly, however, many young women discussed feeling stigmatised by this label 

and by antidepressants themselves, associating both with being “sick” and/or “damaged.”  

Despite some positive benefits, a few young women felt that antidepressants 

represented a double-edged sword.  Fears of dependence, “addiction,” and “not being able to 
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cope” without antidepressants, made them wary of them, which is consistent with other 

research in this area (Barr & Rose, 2008; Grime & Pollock, 2003; Piguet et al., 2007; 

Verbeek-Heida & Mathot, 2006). Several young women also felt that antidepressants could 

be disabling, as they took on an illness identity. Taking on a sick role in general, has been 

found to make people feel that they are excused from their responsibilities (Kirmayer, 1992). 

This, in turn, led some young women in this study to feel helpless when they felt that 

antidepressants were not doing their job adequately.  

When young women’s lives started to improve, it was found that there was vast 

uncertainty for some of them about whether to attribute these positive changes to 

antidepressants, or to something else that they had done, consistent with the findings of Karp 

(2006). Some also wondered if the supposed positive changes were just a “placebo effect.” 

Importantly, young women had questions about whether or not antidepressants had changed 

something fundamental about themselves, and if so, who they might be after they stopped 

taking antidepressants. Some young women felt that questions about whether their sense of 

self had been affected by antidepressants were even more difficult to answer since they felt 

that they began taking them at a time associated with self-exploration or developing a 

“therapeutic selfhood” (Silva, 2012), which is in line with the findings of Sharpe (2012).  

Overall, this theme highlighted the complex ways in which biomedical discourse of 

psychological distress affected young women’s sense of self.  

The second section, “antidepressants and personal relationships,” considered the 

impact that taking antidepressants had on young women’s relational selves. It found that the 

decision to take antidepressants had both positive and negative impact on their relationships 

with others, in that it created an opportunity to feel supported by others while stigma and 

differences in opinion about the cause of young women’s difficulties created a barrier to 

connecting with others. 
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Feeling supported by their family and friends was a strong theme across young 

women’s narratives, and for many young women, support meant that people accepted their 

illness identity, as someone “sick” who “needed medication,” and took their problems 

seriously. Stepnisky (2008)’s work argued that people who take antidepressants take on an 

illness identity, and in turn, seek recognition for this identity from the people around them. If 

they succeed, they feel that their identity is legitimated, that they are understood by others 

and their relationship is sustained as a result. Young women said that other people were often 

the ones that got them to the first appointment and gave their opinion about their wellness, 

and therefore, they were influential in their decision making process. Some young women felt 

that their experiences of being diagnosed with a mental illness and taking antidepressants 

changed their existing relationships in a positive way, as well as opening up the possibility of 

new relationships. A few felt that sharing their difficulties with others also made their 

relationships stronger, particularly since other people were more likely to be open with them, 

and that it made them aware more generally about other people’s difficulties. Conversely, 

feeling unsupported by people in their lives, was related to them not accepting their illness 

identity, or accepting antidepressants as a treatment option. Some young women also talked 

about feeling frustrated at not being taken seriously in their distress. Overall, illness identities 

appeared to be sustained in part by young women’s personal relationships with others.  

On a broader level, the acceptance of such an identity from others may also mean that 

family members and friends are motivated to provide assistance to these young women in 

order to get back on track towards their path of becoming a “successful young women” 

(Harris, 2004), which they partly deterred from when they became “ill.” In doing so, they 

may become part of a process of surveying and monitoring young women’s bodies and minds 

for signs of “illness” (Stoppard, 1998). Indeed, Harris argues, that on a societal level, when a 

young women who matches the “can do” stereotype falls into difficulties, all efforts go into 
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eliminating barriers that get in the way of achieving academic and employment success. This 

in turn, may make young women feel understood.  However, it may also potentially 

contribute to a sense that they are more able to live up to an idealised standard of young 

womanhood.  

Finally, the third section, “antidepressants and professional relationships,” considered 

the influence of young women’s professional relationships on their sense of self. It found that 

young women valued being given enough information to be able to make an informed choice 

about antidepressants, and feeling that this choice was left up to them. However, this was not 

how most young women felt about their experience, saying instead that GPs often forced 

their agenda and told them that they “had” to take antidepressants. This led them to feel their 

ability to exercise agency in this process was limited. Many young women felt that there was 

a lack of follow-up past the first appointment, and that when they did see their doctors again 

and expressed dissatisfaction about antidepressants, they weren’t listened to. Over time, 

however, young women with these more negative experiences found subversive ways to 

assert a sense of agency and control over the situation, for example, choosing to go off 

antidepressants without telling their GP. Some young women also appeared to become more 

critical of biomedical explanations over time, which may have been in part due to their 

experiences with their GPs and other mental health professionals, as well as experiences with 

antidepressants themselves. This is consistent with the findings reported by Karp (1993). As 

it has been discussed, while young women may have wanted to portray themselves as agents 

in this process, their ability to exercise such agency was often compromised due to their 

status as a young woman.  
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Clinical Implications 
 

This study highlights a number of things that are likely to make the experience of 

taking antidepressants a more positive one for young women. Firstly, medical professionals, 

such as GPs and Psychiatrists, need to be aware of the power differentials that exist between 

them and young woman who they come in contact with when having a conversation with 

them about medication. Young women may be considered unequal to medical professionals 

due to their age, lack of medical authority and expertise, and in some cases, their gender.  

Medical professionals should seek to work collaboratively with young women, and help them 

to make informed choices. Medical professionals should be guided by the principles of shared 

decision making, in which both parties are offered information- the medical provider offers 

evidence based treatment options, and the potential risks and benefits, and the user shares 

information about their experience about their difficulties, their personal preferences, 

concerns and risk tolerance and they come to a decision together (Elwyn et al., 2012). While 

the move towards a more patient-centred approach has gained currency over time, this study 

suggests that medical professionals still have a long way to go, particularly with young 

women.  

Feeling a lack of agency in the process of being prescribed antidepressants can have a 

negative impact on people’s sense of self. Young women may feel like a “failure,” and be 

more likely to define themselves negatively, in terms of being “mentally unwell” or “sick.” 

This study also showed that if users are not listened to, they may also exercise agency in a 

subversive manner, for example, choosing to go off antidepressants without letting their GP 

know. This shows that the power differentials inherent in the doctor-patient relationships 

have an effect on young women’s actions.  

Conversely, young women who reported that they had been given accurate 

information about antidepressants and felt the decision to go on antidepressants was their 
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own, appeared to feel a high degree of agency, which may have meant that taking 

antidepressants had less of a negative impact on their sense of self. The “partly repaired self” 

narrative highlighted this, since young women felt that their GP had instilled realistic 

expectations about antidepressants, which meant that they saw them as having limited use- as 

a tool to help give them a “boost” or a “lift,” rather than as something that they needed to take 

indefinitely to manage their sense of self. However, they may have felt that they carried 

responsibility to make themselves well without recognising the impact of the broader social 

context that produced their distress and the limits on their ability to exercise their agency 

(Gibson & Cartwright, 2013).   

Medical professionals, such as GPs, also need to be aware of the effect that 

antidepressants are likely to have on young women’s sense of self, and have conversations 

about it, rather than keeping their line of inquiry limited to the narrow focus of symptom 

reduction.  This study showed that antidepressants affected young women’s sense of self in 

varied ways, leading to some experiencing themselves as improved and for others, to a more 

compromised sense of self. Importantly, the perceived impact of antidepressants on young 

women’s sense of self, affects their decisions about whether or not to stay on antidepressants. 

For example, two of the three women in the “loss of self” narrative theme felt that even if 

antidepressants led to a reduction in their “depressive symptoms,” taking them was not 

deemed to be worth it, since it led to negative changes in the way that they experience 

themselves, which led them to stop taking them. This highlights that no longer feeling 

depressed may not always be the most important thing for young women. On the other hand, 

while the “better self” narrative highlighted the positive impact that antidepressants can have 

on a young women’s sense of self, this narrative reinforced dominant ideas about young 

womanhood which limit the possibilities for identity. It highlighted the danger that they 

might attribute all or most of their positive change to antidepressants, they may want to 



162 
 

 

continue to take them indefinitely in order to manage their sense of self or out of fear of 

relapse.  

Medical professionals also need to be aware that young women who choose to take 

antidepressants may be at a time in their lives when they are in the process of exploring who 

they are and what they want out of life. Indeed, theorists have argued that in this day and age, 

when traditional markers of adulthood, such as leaving home, establishing a career, and 

having children have been delayed or forgone, such questions take on even more importance 

(Hartmann & Swartz, 2006). In light of this, taking a drug purported to change selfhood at a 

fundamental level, may contribute to considerable confusion and difficulty in negotiating the 

process of establishing identity.  

Finally, medical professionals should also recognise the fact that antidepressants are 

inherently stigmatising, because they position distress as an individual medical problem, and 

no longer understandable within the context of their life experiences. Thematic analysis 

highlighted the effect of stigma on young women’s sense of self led to damaging ideas about 

themselves, such as that they were “sick” and “crazy” and could lead to feelings of 

helplessness. This may again create a situation in which young women may “feel better” on 

one level, whilst feeling worse on another. For this reason, practitioners should focus on 

helping young women develop narratives about themselves and their difficulties that are not 

one-dimensional and consider the contribution of life events and ongoing stressors to their 

wellbeing.  

 

Limitations of the Study 
 

There are several limitations that should be taken into account when considering the 

findings of this study. Firstly, this study used a small sample of self-selected participants. The 

majority of these young women were of New Zealand European descent and were enrolled in 
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University at the time of the interview, therefore, they are not representative of all young 

women who take antidepressants in New Zealand. They may also have been also been 

motivated to take part because they had “a story to tell,” meaning that they could have had 

particularly positive or particularly negative experiences with antidepressants and also had 

strong opinions about them, which may differ from potential participants that did not take 

part. Like other small scale qualitative research the findings are not intended to be 

statistically generalisable but may be of use in deepening our conceptual understanding of the 

issue for young women with similar backgrounds.  

Secondly, interviews were conducted with young women at a particular moment in 

time, which would have influenced the kinds of stories that they told. They were all relatively 

early on in their “antidepressant career” (Karp, 1993) and it is likely that the stories that they 

told about them are likely to change over time, as they accumulate more experiences with 

them. Those whose stories were more positive, such as the “emergence of new self” 

narratives, for example, may change over time towards a more critical appraisal of 

antidepressants. Despite being early on in their “antidepressant career,” participants varied in 

terms of how many years they had on antidepressants, whether they were still taking them, 

and if they were, which antidepressants they were taking and at what dose, as well as how 

much contact they had with mental health services (from none at all to extensive), severity of 

their problems and diagnosis, factors which would have had an impact on their stories.  

As it has been argued in Chapter Two, the value of any qualitative research rests on 

whether interpretations have been constructed clearly and how plausible they are.  This was 

enhanced in this research by including sufficient sections of young women’s words to support 

interpretations, and by making efforts to achieve “trustworthiness”, “dependability” and 

“transferability”. I recognise, however, that my interpretations are provisional and based on a 

particular reading of the data. In general, each part of the research process has been shaped by 
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me, in my role as researcher, including the interviews.  The interviews were shaped by my 

orienting questions at the beginning of the interview, as well as by clarifying questions, 

probing questions and minimal encouragers.  I endeavoured to allow participants to tell the 

story that they wanted to tell as much as I could, but it is likely that I would have given them 

subtle clues (for example, body language and tone of voice) about what I thought was 

relevant and interesting, which may have steered the interview in certain directions and shut 

down other avenues. My training as a clinical psychologist also meant that I felt compelled to 

fall into a therapeutic role at times in some of the interviews, particularly when they were 

being critical towards themselves or talking about very difficult times in their lives. I 

attempted to negotiate this balance by thanking them for talking about a difficult subject and 

highlighting more positive aspects of their story (for example, their resilience) at the end of 

their interview.  

Using an unstructured, narrative approach to interviews meant that there was no direct 

questioning from the researcher, which meant that participants might not think to touch upon 

areas that may have been highly relevant to the study, or they could choose to omit 

information, and this would not be addressed. An important example of this is the fact that no 

young women in this study talked about sexual side effects of taking antidepressants or their 

experiences in intimate relationships. This suggests that some young women may not have 

been comfortable to spontaneously bring this subject up (which is understandable, given that 

they were talking to a stranger for the first time), even though this had been an important part 

of this experience, and it was therefore not able to be considered in this study.  

 

Directions for Future Research 
 

Qualitative research plays an important role in helping people working in mental 

health, including general practitioners, clinicians and researchers better understand the 
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thoughts, feelings and experiences of people who take psychotropic medications such as 

antidepressants. Further qualitative studies are needed to build on the findings of existing 

research in this area and to broaden our understanding of the way that antidepressants effect 

people’s sense of self and understanding of their problems. 

The current research has focused on the experiences of young, largely New Zealand 

European, women in particular, however, gaining the perspectives of members of other 

demographic groups and across different cultures would shed light on the experiences of 

people in these groups whose experiences may be vastly different from those presented in the 

current study. Culture affects the meaning that people give to the experience of taking 

antidepressants (Ying, 1990) which is something that few researchers in this area have 

considered to date, therefore it would be useful to conduct research with ethnic minorities, 

such as Maori and Pacific Island youth in the New Zealand context. Longitudinal studies 

might provide insight about how antidepressant narratives change over time. Finally, my 

research suggests that it would be useful to consider the perspectives of family and friends 

who are close with young women who take antidepressants, as it might shed further light on 

the social contexts that they inhabit.  
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APPENDICES 
 
Appendix 1: Interview Guidelines  

 
Interview Guidelines 

Basic Demographic Data 
This will be collected at the start of the interview and will include the following questions 
and observations. 

• How old are you? 

• What cultural/ethnic group do you identify with? 

• Are you at school or university? What are you studying? 

• Are you working?  What work do you do? 

• How long ago did you begin taking antidepressants? Are you currently taking them? 

 
The body of the interview 
The interview will be conducted in the form of a conversation using prompts to assist 
participants to tell their own story in their own words.  The researcher may ask questions to 
facilitate the participants account but will not direct the course of the interview as in this 
methodology the structure needs to be decided by the participant him or herself. 
 
To start the interview participants may be asked questions such as: 

• Tell me about your experience with taking antidepressants? What has it been like? 

• How did it come about that you decided to begin taking antidepressants? 

• Tell me about the different times you have taken them? 

 
As the interview progresses participants may be asked questions such as: 

• What was the first thing you noticed about that experience? 

• What stood out for you as important about that experience? 

• What is it you remember most about the experience? 

• What did you feel about that experience? 

• How did you make sense of that experience? 

• What do you think was happening there? 

 
Participants may be prompted to elaborate their accounts as well as to provide 
examples 

• Can you tell me a bit more about that? 

• Can you tell me what happened in a bit more detail? 

• Can you give me an example of that? 
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Appendix 2: Participant Information Sheet 
 
 
DEPARTMENT OF PSYCHOLOGY   
Human Sciences Building 
Floor 6, 10 Symonds Street 
Telephone 64 9 373 7599 
Facsimile 64 9 373 7450 
Private Bag 92019 
Auckland, New Zealand 
 

Participant Information Sheet 
 
Project Title:   Young women talk about their experiences of taking antidepressants 
Researcher:  Celine Wills 
 
I am a student at the University of Auckland who is enrolled for a degree (Doctor of Clinical 
Psychology) in the Department of Psychology. As part of my training to become a 
Psychologist I am doing research to find out how young women experience taking 
antidepressants. My work is being supervised by Dr. Kerry Gibson 
 
People take antidepressants for a range of different reasons and they have very different 
experiences of taking them. Some people find them helpful while others do not. People also 
feel differently about taking them, and about the role that these drugs have in their lives. Not 
a lot is known about young women’s experiences of taking antidepressants and I hope that 
research will be valuable to other people who take antidepressants, to people who work in 
mental health, and to the general public. 
 
How can you help us? 
 
If you are a young woman (aged between 18-25) who has taken antidepressants, I would like 
to interview you. This will take around 1 to 2 hours. This can be done at a place and time that 
is convenient for you. The interview will be audio recorded, to make sure the details of what 
you have said are not forgotten. 
 
Your participation is completely voluntary. If you do consent to being interviewed, you can 
stop the interview at any time, no questions asked. You also have the right to withdraw from 
the study up to two weeks following the interview without given a reason. This can be done 
by contacting Dr. Kerry Gibson (address below), and she will arrange to have the audio 
recordings deleted. 
 
Will your involvement in the study be kept confidential? 
 
Everything that you talk about during the interview will remain confidential. This means that 
I will not tell anyone what we talked about in the interview.  The only exception to this is if I 
became worried about your safety (for example, if you said that you were planning to hurt 
yourself), then I would need to take steps to make sure you are safe. I will be using quotes 
from your interview but I will ensure that I write your story in a way that you cannot be 
identified by others.  
 
The audiorecordings of the interviews will be transcribed by the researcher, and one other 
person who is hired to do this. This person will not be given any identifiable information 
about you, and will will sign a form to say they agree to keep your information confidential. 



168 
 

 

 
Talking about your experiences 
 
It may be distressing to talk about your antidepressant use and your reasons for taking these. 
If you were to become distressed during the interview process, I would give you support 
during the interview. I will also have information on hand about counselling and support 
services that you could access if this were something that you needed. 
 
Storage of Information 
 
All information gathered in this study will be stored in a locked storage facility in the 
Department of Psychology at the University of Auckland. This data will be stored for ten 
years following the completion of the research. After this period all data will be destroyed 
under secure conditions (electronic data will be deleted and paper documents will be 
shredded) under the guidance of Dr Kerry Gibson.  
 
What will happen to the results? 
 
This research will be published as a doctoral thesis as part of the requirements of the Doctor 
of Clinical Psychology programme. It is the intention that the study will also be published in 
academic publications. The results of this research project will be available to you once the 
project is finished if you would like these. 
 
Thank you 
 
We would like to thank you very much for your time and help in making this study possible. 
If you are interested in taking part in the research or wish to know more about the research 
please contact me at the address below: 
 
Researcher 
Celine Wills 
Department of Psychology 
The University of Auckland 
Private Bag 92019, 
Auckland 
 
c.wills@auckland.ac.nz 
Tel: 021 166 1174 
 

Supervisor 
Dr Kerry Gibson 
Department of Psychology 
The University of Auckland  
Private Bag 92019, 
Auckland 
 
 
k.gibson@auckland.ac.nz 
Tel: 09 373 7599 ext. 88556 
 

Head of Psychology 
Department 
Professor Doug Elliffe 
Department of Psychology 
The University of Auckland 
Private Bag 92019, 
Auckland 
 
d.elliffe@auckland.ac.nz 
Tel: 09 3737 599 ext. 85262 
 

  
For any queries regarding ethical concerns please contact: The Chair, The University of 
Auckland Human Subjects Ethics Committee, The University of Auckland, Research Office 
– Office of the Vice Chancellor, Private Bag 92019, Auckland 1142.  
Tel. 09 373 7999 ex. 83711 
 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN SUBJECTS ETHICS 
COMMITTEE for 3 years from November 2012 to November 2015, Reference 2012/8681 
 
 

mailto:c.wills@auckland.ac.nz
mailto:k.gibson@auckland.ac.nz
mailto:d.elliffe@auckland.ac.nz


169 
 

 

Appendix 3: Participant Consent Form  
DEPARTMENT OF PSYCHOLOGY  
Human Sciences Building 
Floor 6, 10 Symonds Street 
Telephone 64 9 373 7599 
Facsimile 64 9 373 7450 
Private Bag 92019 
Auckland, New Zealand 
 

CONSENT FORM 
This form will be kept in a locket cabinet at the University of Auckland for 10 years 
 
Project Title:   Young women talk about their experiences of taking antidepressants 
Researcher:    Celine Wills  
 
I have read the Participant Information Sheet, and have been given an explanation of this 
nature of this research verbally, and why I have been selected. I have been given the 
opportunity to ask questions, and have had them answered to my satisfaction. 
 

• I agree to take part this study. 

• I understand that I will be interviewed for a period of up to 2 hours. 

• I understand that taking part in this study is voluntary and that I can withdraw myself 

and any information traceable to me, at any time for up to two weeks after the 

interview.  

• I understand that the interview will be recorded with a digital voice recorder. 

• I may choose to have the recorder turned off at any time 

• I wish/do not wish to receive the summary of findings. 

• I understand that a professional transcriber approved by the University of Auckland, 

who has signed a confidentiality agreement, will transcribe the recording. 

• I give permission for some quoted from my interview data to be quoted anonymously 

in publications arising from this study. 

• I understand that data will be kept for 10 years, after which it will be destroyed. 

• I would/would not like to receive a copy of the findings of the research when these are 

complete 

 
Thank you for your time. 
 
Name: ……………………….. 
 
Signed: …………………………  Date: ………………………. 
 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN SUBJECTS ETHICS 
COMMITTEE for 3 years from November 2012 to November 2015, Reference 2012/8681 
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Appendix 4: Transcriber Confidentiality Agreement 
 
 
 
DEPARTMENT OF PSYCHOLOGY   
Human Sciences Building 
Floor 6, 10 Symonds Street 
Telephone 64 9 373 7599 
Facsimile 64 9 373 7450 
Private Bag 92019 
Auckland, New Zealand 

 
 
 

Transcriber Confidentiality Agreement 
 
Project Title:    Young women talk about taking antidepressants 
Researcher:     Celine Wills  
 
Transcriber  
I agree to assist with interviewing and/or transcribing the audiotapes for the above research 
project. I understand that the information about participants and the interview data is 
confidential and must not be disclosed to, or discussed with, anyone other than the 
researchers.  
 
 
Name: ………………………… 
 

 

Signed: ……………………….. 
 

Date: …………………………. 
 

 
 
 
 
APPROVED BY THE UNIVERSITY OF AUCKLAND HUMAN SUBJECTS ETHICS 
COMMITTEE for 3 years from November 2012 to November 2015, Reference 2012/8681 
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