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Abstract 

Women are two times more likely to experience Major Depression, and to take antidepressants in 

comparison to men. Prescriptions for antidepressants have risen drastically over the past twenty years, 

and are now the most widely utilised treatment for depression in the western world.  The rise in 

antidepressant use has been linked to increases in long-term prescriptions. However, research has raised 

doubts about the effectiveness of antidepressants, alongside concerns regarding adverse side effects 

associated with these medications. There is little research undertaken regarding perceptions of agency in 

depression management while using antidepressants over the long term. This thesis study aimed to 

explore women’s views and experiences of long-term antidepressant use. In particular, it aimed to 

examine how long-term antidepressant use impacts on women’s sense of self and agency, and how 

women’s views and experiences of antidepressants change over time.  

Eighteen women, with a minimum of five years continuous use of antidepressant medication, were 

interviewed for this thesis study. These women participated in semi-structured interviews, which 

focussed on their experiences and views of antidepressant use from initial prescription through to current 

times. A thematic analysis of the data was conducted. 

The results of the thematic analysis indicated that the women’s views and experiences of long-term 

antidepressant use were influenced by a number of experiences. These included the experience of severe 

and debilitating depressive episodes; their exposure and internalisation of stigma regarding depression 

and antidepressants; and the degree to which they endorsed and practiced gendered social roles and 

norms. Alongside these experiences, women perceived that long-term antidepressant use was effective, 

but was also associated with on-going depressive symptoms and aversive side effects. Antidepressant use 

was associated with some increase in agency and functionality, and allowed the women to undertake 

other practices and activities which facilitated a sense of agency in depression management. Severe 

withdrawal effects following discontinuation were associated with a diminished sense of agency about 
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whether they could come off antidepressants, concerns about psychological dependence to 

antidepressants, and reinforced beliefs regarding biomedical aetiologies. Women came to feel that taking 

antidepressants was necessary, and ultimately resumed taking them. The women also noted that 

developing tailored self-care plans, a sense of self-acceptance and willingness to address cultural and 

gendered norms facilitated a sense of well-being, and that this process was aided through engagement 

with talking therapies.  

The findings of this study are discussed in relation to existing literature, considers the implications for 

clinical practice and recommendations for future research. This research offers an important 

perspective on the impact and experiences of taking antidepressants and managing depression over the 

long-term to the field of research on antidepressant use and depression.  
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Chapter One – Literature Review 

Introduction to This Study 

This thesis study is a qualitative investigation into women’s experiences and views of long-

term use of antidepressants. It examines the impact of antidepressants on women’s lives, their 

sense of self, and sense of agency, and considers how these experiences and views changed over 

time.  The World Health Organisation [WHO] department of mental health and substance abuse 

estimates that over 350 million people worldwide experience depression (Marcus, Yasamy, Van 

Ommeren, Chisholm, & Saxena, 2012) and that lifetime prevalence of depression has been 

estimated to be as high as 17% in some countries (Andrade et al., 2003). The New Zealand Mental 

Health Survey of 2015/2016 estimated that 15.6% of the total population were diagnosed with 

depression over their lifetime, and in women, the prevalence was much higher at 19.4% (Ministry 

of Health, 2017).  

Australian and New Zealand treatment guidelines recommend psychological treatment 

and/or antidepressants in the treatment of depression (Ellis, Hickie, & Smith, 2003; Ellis, Hickie, 

& Smith, 2004).  Although two forms of treatment are recommended, antidepressants are the 

most commonly used treatment for depression by a significant margin (Moret, Isaac, & Briley, 

2009; Whitaker, 2010). Within New Zealand, prescriptions for newer forms of antidepressants 

have risen 77.9% between 2007 and 2017 (PHARMAC, 2017). The Organisation for Economic 

Cooperation and Development [OECD] posits that the increases in antidepressant prescription 

can be accounted for, in part, by longer durations of treatment (OECD, 2013). There has been 

much debate regarding the efficacy of antidepressants in the research and in public forums such 

as social media (Cipriani et al., 2018b), and some concerns have been raised that antidepressant 

effectiveness is limited (Slattery, Hudson, & Nutt, 2004; Turner, Matthews, Linardatos, Tell, & 
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Rosenthal, 2008).  A New Zealand study by Cartwright, Gibson, Read, Dehar and Cowan (2016) 

noted that 30.7% of participants described experiencing moderate to severe depression 

symptoms while taking antidepressants long-term.  

This study aims to investigate women’s views and experiences with long-term 

antidepressant use, how their experiences and perceptions may have changed over time, and the 

perceived impacts on their lives, sense of self and agency. It will focus particularly on women’s 

perspectives on how antidepressants and other forms of treatment are related to the sense of 

self and agency in depression management. The views and experiences of those who take 

antidepressants over long periods of time are largely under-researched. The current literature 

reflects a large number of quantitative studies and randomised control trials largely focussing on 

the efficacy or side effects of antidepressants, and there is some qualitative research on the 

individual experience of antidepressant use. There is also growing interest in and research on 

long-term use, but none currently addresses women’s long-term use of antidepressants. This 

thesis, therefore, aims to contribute to an important perspective on a growing body of literature 

regarding long-term management of depression with antidepressants and alternative treatments.  

The first chapter of this thesis includes a summary of the relevant literature that has 

informed this study and the research aims and questions to be investigated. Chapter two presents 

the methodology used, and chapter three the results of the study. The final chapter presents the 

discussion of the results, and considers how women experience long-term antidepressant use 

over time and how these findings relate to the current literature and understanding of depression 

treatment. It also explores the wider psychological and social understandings of women’s 

experiences, including depression and the means by which women learn to respond effectively to 

depressive symptoms. The current chapter provides an overview of depression, including an 
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understanding of factors that may influence women’s greater propensity toward developing 

depression. It then explores treatment guidelines and recommendations, followed by brief 

summaries of commonly used treatments and their degree of known efficacy, with particular 

focus on antidepressants. Finally, research on patient experiences and perceptions of 

antidepressant treatment are explored, followed by the research aims and questions that guided 

this thesis study. 

Depression 

Depression is the most unpleasant thing I have ever experienced. . . It is that absence of 

being able to envisage that you will ever be cheerful again. The absence of hope. That very 

deadened feeling, which is so very different from feeling sad. Sad hurts but it's a healthy 

feeling. It is a necessary thing to feel. Depression is very different. 

 -J.K. Rowling 

Depressive disorders are identified today by the American Psychiatric Association’s [APA] 

Diagnostic and Statistical Manual of Mental Disorders (version 5) [DSM-5] as conditions that 

present with mood changes such as sadness, emptiness and irritability, alongside somatic and 

cognitive changes, which negatively impact on a person’s day to day functioning (American 

Psychiatric Association, 2013). Currently the DSM-5 differentiates eight separate depression 

diagnoses through giving consideration to the condition’s duration, timing and aetiology, with the 

most commonly known being Major Depressive Disorder [MDD] (American Psychiatric 

Association, 2013; Taylor & Fink, 2006). MDD is characterised by episodes of at least two weeks’ 

duration involving: depressed mood and feelings of sadness; emptiness and hopelessness; loss of 

interest; pessimism; negative beliefs about the self; decreased motivation; loss of energy; 

behavioural passivity; changes in sleep, appetite and sexual interest; diminished ability to think 
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and concentrate; and suicidal thoughts and impulses that significantly alter the individual’s 

capacity to function (DeRubeis, Siegle, & Hollon, 2008). A diagnosis can be made on a single 

episode of depression, although in many cases these episodes are recurring (American Psychiatric 

Association, 2013) and can become chronic (Marcus et al., 2012).  

Today, depression continues to impact many people globally. The World Health 

Organisation [WHO] Department of Mental Health and Substance Abuse recently estimated that 

over 350 million people worldwide experience depression (Marcus et al., 2012). In 2010, the 

Global Burden of Disease study found that Depressive disorders were the second leading cause 

of Years Lived with Disability [YLD] (Ferrari et al., 2013). More specifically, MDD was found to 

account for 8.2% of worldwide YLD (Ferrari et al., 2013; Vos et al., 2013). Women experience MDD 

at a rate of 1.5 to 3 times higher than that of men (American Psychiatric Association, 2013). Ferrari 

et al. (2013) reviewed the YLD’s of women and men between 1990 and 2010 and found that 

women are also more likely to have consistently more YLD as a result of MDD, when compared to 

men, and are twice as likely to take antidepressants when compared to men (Page et al., 2009).   

Chronic Depression or Persistent Depressive Disorder. Around 20% of those with a 

diagnosis of depression will develop a chronic or persistent form (Torpey & Klein, 2008).  Chronic 

depression (formerly Dysthymia) is diagnosed in the DSM- 5 as Persistent Depressive Disorder 

(PDD) (American Psychiatric Association, 2013). It is identifiable by the presence of a milder mood 

disturbance than MDD that persists for at least two years (American Psychiatric Association, 

2013). PDD can be preceded by, or co-occur alongside, MDD and MDE (American Psychiatric 

Association, 2013). PDD and dysthymia are considerably less studied than other depressive 

disorders (Gureje, 2011), although they have been associated with poor treatment responses and 
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slower rates of remission or improvement (Klein, Shankman, & Rose, 2006) and have been said to 

account for 1.4% of YLD worldwide (Ferrari et al., 2013; Vos et al., 2013).  

Reported prevalence estimates of dysthymia and PDD have large variations (Markkula et 

al., 2015). A systematic review of 147 studies from 30 countries found very little regional 

differences for dysthymia, with a pooled global 12 month prevalence estimated at 1.55% 

(Charlson, Ferrari, Flaxman, & Whiteford, 2013). Lifetime prevalence of PDD in the United States 

was estimated at 4.0% by Young, Klap, Shoai and Wells (2008), based on information gleaned from 

the Healthcare for Communities survey. Global reviews of prevalence estimates indicate that PDD 

and dysthymia are higher in women than in men (Charlson et al., 2013).  This research went on to 

estimate that, globally, there are 44 million male and 62 million female cases of dysthymia. In the 

following section, the prevalence of depression in both men and women is examined. 

Prevalence and incidence. The general prevalence of depression is argued by some to be 

on the rise (Hidaka, 2012), although many others state that it has been stable for some time 

(Dowrick & Frances, 2013; Moore et al., 2009). Recent epidemiological surveys conducted in 

general populations have found that the lifetime prevalence of depression is in the range of 10% 

to 15% (Lépine & Briley, 2011). Prevalence rates of MDD and depressive disorders vary between 

countries, and are difficult to compare due to differences in populations studied, response rates, 

methodology and diagnostic interview methods used. Andrade at al. (2003) attempted to 

overcome some of these concerns through using DSM III or DSM IV diagnostic criteria, and the 

consistent use of a formalised diagnostic interview. The findings from this study presented 

estimates of international depression rates using surveys conducted in 10 countries by the WHO 

International Consortium of Psychiatric Epidemiology. Lifetime and 12 month prevalence of Major 

Depressive Episodes (MDE) were estimated for the following countries, listed in order of the 
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highest lifetime prevalence to the lowest: United States (16.9%, 10%), Netherlands (15.7%, 5.9%), 

Brazil (12.6%, 5.8%), Germany (11.5%, 5.2%), Chile (9.0%, 5.6%), Canada (8.3%, 4.3%), Mexico 

(8.1%, 4.5%), Czech Republic (7.8%, 2.0%), Turkey (6.3%, 3.5%), and Japan (3.0%, 1.2%). The New 

Zealand Health Survey of 2015 to 2016 found depression is the most commonly diagnosed mental 

disorder in Aotearoa, with 15.4% of New Zealand’s adult population being given this diagnosis 

over their lifetime (Ministry of Health, 2017). For women, this prevalence was rated at 19.2% 

(Ministry of Health, 2017).  

Reports of ethnic or racial differences in depression prevalence have been inconsistent 

(Riolo, Nguyen, Greden, & King, 2005), and mixed results have been found in New Zealand. Some 

studies find that Māori are more likely to have had depression over the previous year and over 

their lifetime (Oakley-Brown, Wells, & Scott, 2006; Wells et al., 2006), while others find that New 

Zealand Europeans are more likely to have depression (Tapsell & Mellsop, 2007), or that there are 

no significant differences between Māori and non-Māori (Arroll, Goodyear-Smith, & Kerse, 2009). 

Comparisons between Asia, the United States and the Netherlands have consistently shown that 

lifetime depression rates are lower in eastern countries than in western countries (Chiu, 2004). 

However, measuring depression across cultures or ethnic groups is difficult, as there is huge 

variation in symptom presentation (Chang et al., 2008) and access to treatment (Bhugra & 

Mastrogianni, 2004).  

Depression is a common mental health issue, relative to other mental health diagnoses. 

Conflicting evidence makes it difficult to say whether depression rates are stable or are increasing. 

Considering this, it is interesting to note that rates of depression diagnosis and antidepressant 

prescription have increased considerably (Dowrick & Frances, 2013).  It is possible that as 

treatment and diagnostic criteria are developed, depression has become more visible to medical 
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professionals. Prevalence may be influenced by the many issues involving the changing processes 

around identifying and diagnosing depression and these must be given further consideration 

(Tannenbaum, Lexchin, Tamblyn, & Romans, 2009).   

Women and depression. Research reviewing women’s increased incidence, recurrence 

and duration of depression has been inconsistent (Essau, Lewinsohn, Seeley, & Sasagawa, 2010), 

with some findings indicating that women have significantly higher incidence and recurrence rates 

than men (Ernst & Angst, 1992a; Essau et al., 2010); and are more likely to have chronic 

depression (Kessler, 2003). However, other research has found no evidence for increased 

recurrence rates in women (Angst, Gamma, Sellaro, Lavori, & Zhang, 2003; Kessler, McGonagle, 

Swartz, Blazer, & Nelson, 1993). 

Gender differences in depression rates first begin to emerge between the ages of 10 to 

14 years and continue until women reach their mid-50s (Angold, Costello, & Worthman, 1998; 

Kessler et al., 1993). The female preponderance in depression rates has been well researched and 

has remained relatively consistent for over three decades, leading to a rich set of studies that 

have sought to understand its determinants (Kessler, 2003; Kuehner, 2003; Parker & Brotchie, 

2010). Research has yet to find a variable that accounts for the gender differences seen in 

depression (Nolen-Hoeksema, 2001) and further research is required (Kessler, 2003; Nolen-

Hoeksema & Girgus, 1994; Piccinelli & Wilkinson, 2000). The increased prevalence of depression 

in women is said to be influenced by many factors, including genetic, hormonal, chemical, 

environmental, psychological and social differences (Kuehner, 2003; Parker & Brotchie, 2010; U.S. 

Department of Health and Human Services, National Institute of Mental Health, 2015).  These can 

include increased vulnerability to stressful life events such as trauma, victimisation and sexual 

assault, as well as a greater stress response, which exacerbates lower levels of personal agency 
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(Nolen-Hoeksema, 2001). This section will briefly explore the biological aspects and further 

explore the psychosocial factors that may contribute to the gender disparity in experiences of 

depression.  

Biological influences on women’s depression. The roles of genetic, hormonal and 

biological processes in the development and recurrence of women’s depressive experiences has 

been hypothesised and researched for many years. These will be considered briefly below.  

Genetics. It has long been understood that there is an increased risk of developing 

depression if a direct family member has also had depression (Bierut et al., 1999; Sullivan, Neale, 

& Kendler, 2000). There is growing evidence for a higher genetic component in female depression 

than there is for male depression, with an estimate of between 40% and 44% for women and 21% 

to 31% for men (Bierut et al., 1999; Kendler, Gardner, Neale, & Prescott, 2001; Rusby, Tasker, & 

Cherkas, 2016).  Many of these studies acknowledged that genetics were not solely responsible 

for the development of depression, stressing the complexity of its aetiology and the 

environmental factors that play a significant part (Bierut et al., 1999; Rusby et al., 2016; Sullivan 

et al., 2000).  

Role of sex hormones. Differences in female depression onset during puberty, and 

women’s reported experiences of mood changes as a result of menstruation (Farage, Osborn, & 

MacLean, 2008), oral contraceptive use (Skovlund, Mørch, Kessing, & Lidegaard, 2016), pregnancy 

(Bennett, Einarson, Taddio, Koren, & Einarson, 2004), menopause (Vivian-Taylor & Hickey, 2014) 

and use of hormone replacement therapy (Toffol, Heikinheimo, & Partonen, 2015) have increased 

interest in the role of sex hormones (Kessler, 2003; Strickland, 1992). Systematic reviews linking 

hormonal processes to major depression have few consistent findings, with several failing to find 

evidence that depression is related to hormone related experiences (Conley & Rudolph, 2009; 
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Nolen-Hoeksema, 2001; Yonkers, Bradshaw, & Halbreich, 2000). Many researchers have 

conceded that increased hormone levels will not necessarily determine the development of 

depression but it may increase susceptibility to it alongside other factors (Lewis et al., 2015). 

Research into the hormonal influences on depression has yet to definitively establish the 

mechanism of action, indicating that further research is needed (Angold, Costello, Erkanli, & 

Worthman, 1999; Barth, Villringer, & Sacher, 2015; Blumenthal, 1994; McHenry, Carrier, Hull, & 

Kabbaj, 2014; Nolen-Hoeksema, 2001). 

Psychosocial influences on women’s depression. Women’s greater propensity to develop 

depression has long been linked to social or psychological factors (Blumenthal, 1994). These may 

include changes in gender roles as they become more apparent in adolescence (Nolen-Hoeksema, 

2001) and the way gender roles influence how symptoms are expressed and managed (Martin, 

Neighbors, & Griffith, 2013; Nolen-Hoeksema, 2001). Social factors such as degree of exposure to 

psychosocial stress and trauma associated with gender roles have also been implicated in female 

depression (Blumenthal, 1994; Kessler, 2003; Ross & Mirowsky, 1989).  

Some researchers have claimed that higher rates of female depression are not universal 

(Kessler, 2003) and describe how this phenomena has not been found in societies where female 

gender roles are highly valued, such as in Amish communities (Miller et al., 2007). Parker and 

Brotchie (2010) suggest that women in social groups with diverse traits experience more 

precipitating and perpetuating factors of depression, and that in socially congruent groups, 

gender specific social factors have less impact. This may imply that social and cultural factors play 

a role in women’s depression (Lewis et al., 2015).  In the following section, the ways social and 

psychological factors may contribute to women’s greater propensity to depression will be 

discussed.  
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Gender roles. During puberty, the effects of biology and environmental factors such as 

gender stereotyping, social roles and expectations begin to become more evident (Blumenthal, 

1994). Research has found that the way men and women socialise reinforce stereotypes regarding 

appropriate sex role behaviour (Strickland, 1992). As a result, women start to diverge from men 

in their career decisions, dating and relationship practices, levels of self-esteem (Blumenthal, 

1994; Maccoby & Jacklin, 1978), and body dissatisfaction (Clay, Vignoles, & Dittmar, 2005). 

Certain gender-based experiences shape the development of “self’ and, as a consequence, 

tendencies towards depression or anxiety (Parker & Brotchie, 2010). It has been posited that the 

cultural expectations about women’s roles may impact significantly on why women are more 

likely to develop depression than are men (Strickland, 1992). Traditional female gender roles have 

been associated with limitations due to a lack of choice, job inequality, primary responsibility for 

household chores and childcare, role overload and a tendency to be undervalued (Piccinelli & 

Wilkinson, 2000; Van de Velde, Bracke, & Levecque, 2010) and are characterised by lower social 

status and powerlessness (Collins, Chafetz, Blumberg, Coltrane, & Turner, 1993; Van de Velde et 

al., 2010). Although endorsement of traditional gender roles has been declining over the past two 

decades, housekeeping and care giving is still considered primarily as a woman’s responsibility 

(Lewis, Campbell, & Huerta, 2008; Van de Velde et al., 2010).  Endorsing traditional gender roles 

has been associated with greater psychological distress in both sexes, and depression prevalence 

in women decreases as gender roles become more egalitarian (Sweeting, Bhaskar, Benzeval, 

Popham, & Hunt, 2014).  

Gendered differences in depression expression and management. Depression prevalence 

may be impacted by gendered differences in symptom expression (American Psychiatric 

Association, 2013; Kessler, 2003; Martin et al., 2013). Gender socialisation is said to influence the 

way it is acceptable for men to express emotional pain and distress, with western ideals of 
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masculinity discouraging expression of traditional depressive symptoms such as crying and 

sadness (Martin et al., 2013). Men may express depression symptoms in ways that are not 

included in current diagnostic criteria (Diamond, 2005; Martin et al., 2013). It has been proposed 

that omitting these symptoms in diagnostic criteria may contribute to the disparity in depression 

prevalence and diagnosis between men and women (Rice, Fallon, Aucote, & Möller-Leimkühler, 

2013). Martin, Neighbors and Griffith (2013) found that once male oriented symptoms were 

included in diagnostic screening, depression was diagnosed more frequently in men and at equal 

rates to women. A longitudinal study of 156 participants by Wilhelm, Parker and Asghari (1997), 

used self-report measures to investigate experiences of depression and found women were likely 

to report more symptoms, and were more likely to report certain symptoms such as tearfulness, 

self-criticism, appetite changes and weight gain than men.  It has been suggested that these 

differences in symptomatology can be ameliorated by the way men and women manage or cope 

with depression (Nolen-Hoeksema, Larson, & Grayson, 1999).  

Gendered differences in coping strategies have been linked to maintaining depressive 

states in women (Li, DiGiuseppe, & Froh, 2006). Rumination theory argues that women are more 

likely to internalise problems through focussing on emotion (Garnefski, Teerds, Kraaij, Legerstee, 

& van den Kommer, 2004; Nolen-Hoeksema, 1987; Nolen-Hoeksema et al., 1999; Parker & 

Brotchie, 2010). This allows transient symptoms of distress to develop into clinically significant 

episodes of depression and can maintain depressive episodes (Li et al., 2006; Nolen-Hoeksema et 

al., 1999; Nolen-Hoeksema, 2000; Parker & Brotchie, 2010). However, the direction of causation 

is difficult to determine and these coping strategies may be an example of circular causation 

(Garnefski et al., 2004). It is unlikely that gender differences in symptom presentation or 

management account for the entirety of gender differences in prevalence ratings (Parker & 

Brotchie, 2010).  
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 Differential recall bias. There have been claims that women are more likely to self-report 

depression and are therefore over-represented in prevalence ratings (Kessler, 2003; Young, Fogg, 

Scheftner, Keller, & Fawcett, 1990). However, this is inconsistent with the available data showing 

that women are no more likely than men to be influenced by response bias (Gove & Geerken, 

1977; Kessler, 2003; Parker & Brotchie, 2010; Young et al., 1990). A review by Parker and Brotchie 

(2010) also found that women’s greater propensity toward depression still existed after 

accounting for any potential increased reporting and help seeking, and therefore this is unlikely 

to be a substantive explanation for women’s higher prevalence. Men have been shown to have a 

differential recall bias when reporting depression symptoms, and this may contribute to women 

being over represented in prevalence ratings of depression (Ernst & Angst, 1992; Kessler, 2003; 

Parker & Brotchie, 2010). In studies where this bias was controlled for, there appeared to be no 

difference between the genders in the rate of depression recurrence (Kessler et al., 1994). 

Exposure to increased stress and trauma. A further contributor to women’s greater 

propensity to developing depression may be their greater exposure and vulnerability to life 

stresses (Nolen-Hoeksema, 2001; Parker & Brotchie, 2010). In many societies women have less 

power and social standing than men, and are therefore more likely to experience chronic stressors 

(Nolen-Hoeksema, 2001; Strickland, 1992). There has been no one specific stressor that has been 

unequivocally connected to the depression onset (Lewis et al., 2015; Piccinelli & Wilkinson, 2000), 

however several social stressors, chronic strains or traumas, that women are more prone to, have 

been linked to depression (Blumenthal, 1994; Essau et al., 2010; Lewis et al., 2015; Nolen-

Hoeksema et al., 1999; Nolen-Hoeksema, 2001; Piccinelli & Wilkinson, 2000; Ross & Mirowsky, 

1989). Women experience more sexual abuse, poverty, discrimination (Blumenthal, 1994; Nolen-

Hoeksema, 2001; Strickland, 1992), higher rates of interpersonal stressors (Shih, Eberhart, 

Hammen, & Brennan, 2006; Strickland, 1992), stress in marriage (Blumenthal, 1994; Strickland, 
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1992) and are more likely to take on caretaking responsibilities on top of full time employment 

(Blumenthal, 1994; Nolen-Hoeksema, 2001). Women are under increasing pressure to be 

successful in multiple domains of their lives, including work, family life, and the community 

(Parker & Brotchie, 2010), as well as presenting themselves as attractive (Nolen-Hoeksema, 2001; 

Strickland, 1992). Women also experience sexual and physical abuse at much higher rates than 

men (Nolen-Hoeksema, 1990; Weiss, Longhurst, & Mazure, 1999), and having a history of sexual 

and physical assault has consistently been linked to developing depression later in life 

(Blumenthal, 1994; Kendler, Kuhn, & Prescott, 2004; Nolen-Hoeksema, 2001; Strickland, 1992). 

This has led some researchers to suspect that childhood sexual abuse could account for a 

significant proportion of the gender difference in depression prevalence (Blumenthal, 1994; 

Nolen-Hoeksema, 2001). The divergence in depression prevalence during adolescence could be 

linked to women’s greater vulnerability to sexual assault during this time of their lives (Cutler & 

Nolen-Hoeksema, 1991). A study by Kessler, (2000) found that after controlling for rape and 

sexual traumas, the gender difference in depression prevalence was halved. 

The underlying biological, social and psychological factors that may contribute to 

women’s greater propensity to depression continue to be researched and continue to remain 

relatively inconclusive. It is difficult to clearly distinguish how much of each factor contributes to 

the prevalence ratings, or whether social and psychological factors may influence relevant 

biological processes, or vice versa (Altemus, Sarvaiya, & Epperson, 2014; Curley, Jensen, 

Mashoodh, & Champagne, 2011). Several models have been developed to account for the ways 

biological, social and psychological factors influence the gender difference in depression 

prevalence, such as the stress-diathesis model (Abramson, Alloy, & Metalsky, 1988; Beck, 1967; 

Ingram, Miranda, & Segal, 1998) and the ABC model  (Hyde, Mezulis, & Abramson, 2008) of 

depression.  The first model suggests that biological factors may predispose women to greater 
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vulnerability to depression and that this is influenced by exposure to socio-cultural factors (Parker 

& Brotchie, 2010). Similarly, the ABC (affective, biological cognitive) model of depression of Hyde, 

Mezulis and Ambramson (2008) proposes that affective, biological and cognitive vulnerabilities 

interact with life stressors to render women more likely to become depressed (Essau et al., 2010). 

There is growing support for the accuracy of these models in predicting vulnerability to depression 

(Colodro-Conde et al., 2017); however, some researchers have critiqued these theories as needing 

further clarity on methods of definition and more evaluation of some of these concepts (Hammen, 

2005). The next section examines how endorsement of different aetiological models, as well as 

other factors, may influence the diagnosis and treatment of depression.  

Diagnosis of depression. This section will briefly examine common diagnostic issues and 

indicate how they may affect treatment. General Practitioners [GPs] are more likely than mental 

health professionals to be the first contact for the diagnosis and initial treatment of depression 

(Anthony et al., 2010; Harman, Veazie, & Lyness, 2006; Mitchell, Vaze, & Rao, 2009). Research 

from the United States has illustrated that between 1987 and 1997, there were significant 

reductions in the treatment of depression by psychologists and an 18.4% increase in the rates of 

treatment provided by GPs (Olfson et al., 2002). The gatekeeping role that GPs are increasingly 

having to play in depression diagnosis and treatment can potentially influence the methods of 

treatment used. For example, the  growing number of GPs treating depression has been 

attributed to an increased emphasis on pharmacologic treatments (Olfson et al., 2002) and a more 

biological perspective on the aetiology of depression (Remick, 2002). It follows that 

antidepressant therapy is the preferred method of treatment in primary care (Remick, 2002).   

There have been conflicting arguments that depression is either largely undetected and 

therefore undertreated, or that it is being over-diagnosed and treated by primary care providers. 
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Some researchers report that despite the growing awareness of depression and the development 

of efficacious treatment, it remains overwhelmingly undertreated in primary care settings 

(Hirschfeld et al., 1997; Olfson et al., 2002; Simon, Fleck, Lucas, Bushnell, & LIDO Group, 2004). 

This is likely to be the result of both patient and provider factors. In patients, it has been estimated 

that only 61.5% of people with depression will seek help (National Collaborating Centre for Mental 

Health (UK), 2010). Barriers to seeking help may include an inability to detect their own symptoms 

(Hirschfeld et al., 1997; Thompson, Hunt, & Issakidis, 2004), a tendency to underestimate the 

severity of the depression (Thompson et al., 2004), limitations in accessing adequate care 

(Hirschfeld et al., 1997), presenting with somatic symptoms and not emotional ones (Tylee & 

Gandhi, 2005), reservations about the cost and negative side effects of medication (Simon et al., 

2004), concerns about the expectation of experiencing stigma and discrimination (Barney, 

Griffiths, Jorm, & Christensen, 2006; Simon et al., 2004) and identifying as a racial/ethnic minority 

(Carragher, Adamson, Bunting, & McCann, 2010). Provider factors that influence under-diagnosis 

include insufficient knowledge about diagnosis and treatment of depression (Gallo et al., 2002; 

Krupinski & Tiller, 2001), time pressures during appointments (Pollock & Grime, 2002), a lack of 

understanding around the cultural and gender differences in symptom presentation (Kirmayer, 

2001), and a biological/medical focus and practice style that ignores psychosocial aspects (Carney 

et al., 1999; Cooper et al., 2000). In the bid to combat under-treatment and increase sensitivity 

to depression symptoms, there is a risk that rates of over-treatment will increase (Aragonès, Piñol, 

& Labad, 2006).  It is reported that over-diagnosis and treatment is more frequent than under-

diagnosis and treatment (Dowrick & Frances, 2013). Takayanagi et al. (2015) looked at data from 

137 antidepressant users involved in the Baltimore Epidemiologic Catchment Area study and 

found that 69% never met the criteria for MDD in their lifetimes.   
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Treatment of Depression 

The objective of depression treatment is to relieve symptoms and restore functionality, 

as well as preventing relapse in the long-term (National Collaborating Centre for Mental Health 

(UK), 2010). The heterogeneous nature of the symptoms and impact of depression means that 

effective treatment must be tailored to each individual (Ellis et al., 2003) and different methods 

of intervention will elicit diverse responses from client to client (Cuijpers, van Straten, 

Warmerdam, & Andersson, 2009). Effective treatment of depression is said to involve both 

pharmacological and psychotherapeutic intervention which integrates the biomedical, social and 

psychological aspects of depression (Schotte, Van Den Bossche, De Doncker, Claes & Cosyns, 

2006). 

There are a range of treatment options available to those who have depression, although 

antidepressants are the most commonly used treatment for depression currently (Moret et al., 

2009; Olfson et al., 2002; Whitaker, 2010). Psychotherapeutic interventions such as Cognitive 

Behaviour Therapy [CBT], Interpersonal Therapy [IPT], and Behavioural Activation treatments [BA] 

have been found to be efficacious in the treatment of depression (Craighead & Dunlop, 2014; 

Cuijpers et al., 2009).  Recovery from depression may also be supported by holistic and alternative 

therapies such as regular exercise (Nahas & Sheikh, 2011), management of sleep and diet 

(Lopresti, Hood, & Drummond, 2013) and increasing social connection and time spent in 

meaningful activities (Sarris, Adrienne, Coulson, Schweitzer, & Berk, 2014). Despite variations in 

their applications and method, treatment for depression is often described as being delivered in 

‘phases’ to treat, maintain and prevent further occurrences. As the language involved with 

treatment phases is used prolifically in research, a brief description of each phase and its intention 

will be examined.  
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Phases of treatment. The acute phase of treatment refers to the period between the start 

of treatment and the successful reduction of symptoms (Hollon, Thase, & Markowitz, 2002). 

Response is the term used to describe where effective treatment has reduced symptoms by at 

least 50% or to the point where the individual no longer meets the diagnostic criteria (Iniesta et 

al., 2016; Rush et al., 2006). Remission is a reduction of symptoms involving an absence of both 

sad mood and reduced interest for a minimum of three weeks, and no more than three of the 

remaining seven diagnostic features of an MDE is present (Rush et al., 2006). Relapse is where 

symptoms associated with the treated episode return prior to full recovery (Rush et al., 2006), 

and this relapse has been associated with the early termination of treatment (Hollon et al., 2002). 

Extending treatment beyond remission with the intent of preventing relapse is called continuation 

treatment (Geddes et al., 2003).  Recovery refers to the individual no longer experiencing 

symptoms of a MDE and follows four or more months of remission (Rush et al., 2006). 

Development of MDE following full recovery is referred to as recurrence (Rush et al., 2006). 

Continuing treatment following recovery is called maintenance treatment and is primarily to 

prevent recurrence. Some, particularly those with recurring and/or severe depression, remain in 

the maintenance phase of treatment indefinitely (Hirschfeld, 2001). 

Treatment guidelines. Several organisations invested in treatment outcomes have 

developed guidelines based on current empirical evidence or on clinical consensus (Hollon & 

Shelton, 2001). A brief overview of the guidelines for antidepressant and psychotherapeutic 

treatment from the APA and within New Zealand will be discussed in this section.  

The APA guidelines (American Psychiatric Association, 2010) recommends an initial in-

depth psychiatric assessment, liaison with other professionals and provision of education about 

the condition and the available treatments.  Before a treatment method is chosen, clinical 
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consideration must be given to symptom severity, comorbid disorders and stressors as well as 

patient preferences and their history of depression treatment (American Psychiatric Association, 

2010). The use of antidepressant medication is recommended as an initial treatment for all 

severities of depression and particularly for severe depression. Psychotherapy, and in particular 

CBT, IPT, PDT, and problem-solving therapy is suggested for the acute phase of mild to moderate 

depression. Combination treatment involving both pharmacologic and psychotherapeutic 

methods is also recommended by the APA for moderate to severe depression during the acute 

phase. If patients are given antidepressants in the acute phase, it is recommended that these are 

continued and monitored throughout the continuation phase for at least a period of 4-9 months. 

The APA guidelines also recommend that Psychotherapy and CBT is used throughout this phase 

to prevent relapse.  

The APA further stipulates that for those who have chronic or recurrent depression, or co-

occurring psychiatric diagnoses, the maintenance phase of treatment is required indefinitely. If 

treatment is discontinued, it is recommended that it is tapered slowly to prevent discontinuation 

effects. Individuals should be informed of the risk of relapse and monitored carefully over their 

discontinuation (American Psychiatric Association, 2010). Further guidelines from the USA 

recommend that SNRI are used following unsuccessful remission with SSRIs (Bauer et al., 2007). 

Australian and New Zealand [ANZ] clinical practice guidelines for depression treatment 

were formulated alongside the New Zealand Ministry of Health (Ellis et al., 2003; Ellis et al., 2004).  

They recommend similar preliminary procedures to the APA guidelines before starting treatment, 

such as the provision of education on positive lifestyle changes with consideration of conditions 

that influence depression. These guidelines differ from those of the APA by providing separate 

courses of action for different severities of depression. First, the primary intervention suggested 
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for mild depression is on-going monitoring by a health professional; second, brief courses of 

antidepressants and psychotherapeutic treatments are advised only for depressive episodes that 

continue for longer than eight weeks or increase in severity. Moderate depression should be 

treated with antidepressants or 8-12 sessions of CBT or IPT (Ellis et al., 2003; Ellis et al., 2004). 

The ANZ guidelines recommend that only those with severe depression should receive initial 

antidepressant treatment in the acute phase until symptoms reduce and only then to consider 

adding psychotherapy to the treatment plan. The length of antidepressant treatment is entirely 

dependent on the time taken to achieve a response. If an individual has recurrent depression or 

has not responded to the prescribed first line treatment, changing the medication dosage or type, 

or combining antidepressant use with psychotherapy is recommended (Ellis et al., 2003; Ellis et 

al., 2004). The maintenance phase is the only phase that the ANZ guidelines advise a timeframe 

for antidepressant treatment for 2 to 3 years.  

Antidepressants. With these guidelines in mind, this section will explore the history and 

development of antidepressants, and the mechanism of their action as they are currently 

understood. Evidence for and against the efficacy of antidepressants, and their commonly 

experienced side effects will also be examined. 

Development and mechanisms of antidepressants.  The first pharmacological treatment 

for depression was developed accidentally in the 1950s when iproniazid, a compound initially 

used to treat tuberculosis, was noted to improve the mood of depressed patients (Holtzheimer & 

Mayberg, 2011; Lopez-Munoz & Alamo, 2009; Nemeroff & Vale, 2005; Whitaker, 2010). Iproniazid 

slowed the breakdown of several monoamines: norepinephrine, serotonin and dopamine, and 

therefore they became known as a monoamine oxidase inhibitor [MAOI] (Lieberman, 2003). 

Concurrently imipramine was also found to have antidepressant effects (Lopez-Munoz & Alamo, 
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2009). Known as a tricyclic antidepressant [TCA], they were understood to block the re-uptake of 

norepinephrine and serotonin in the synapse (Lieberman, 2003). Understanding the mechanism 

of action of imipramine and iproniazid supported initial biological theories of depression aetiology 

(Lopez-Munoz & Alamo, 2009). This perspective led to the development of antidepressant 

medication that specifically targeted increasing serotonin levels and in the late 1980’s Selective 

Serotonin Reuptake Inhibitors [SSRI] and Selective Norepinephrine Reuptake Inhibitors [SNRI] 

were approved by the Food and Drug Association [FDA] for public use (Lieberman, 2003; Lopez-

Munoz & Alamo, 2009). SSRIs are now the most frequently prescribed antidepressant (Olfson & 

Marcus, 2009). The chemical imbalance theory of depression was widely used as the foundation 

of depression research (Andrews, Bharwani, Lee, Fox, & Thomson, 2015) in media campaigns 

(Lacasse & Leo, 2005; Leo & Lacasse, 2008), as well as being disseminated to those who use 

antidepressants as an aetiological explanation (Lacasse & Leo, 2015).  

Despite this, the specific role that monoamines have in depression has been widely 

contested and remains inconclusive today (Andrews et al., 2015; Blier, 2016). The hypothesis that 

low levels of serotonin cause depression or that simply increasing serotonin will improve 

symptoms has been critiqued as having limited scientific evidence to support it (Lacasse & Leo, 

2005; Normann et al., 2017; Read, Bentall, & Sanders, 2010).  Also the chemical imbalance theory 

has been critiqued as too simplistic by many researchers (Andrews et al., 2015; Baumeister, 

Hawkins, & Uzelac, 2003; Lacasse & Leo, 2005; Read et al., 2010; Sartorius et al., 2007). Recent 

theories involving neuronal plasticity and its role in supporting synaptic transmission have been 

implicated as being important in depression aetiology and understanding the effects of 

antidepressants (Harmer, Duman, & Cowen, 2017; Normann et al., 2017) leading to a move away 

from the monoamine hypotheses. Recent research has investigated the use of ketamine, 

frequently used for anaesthesia, because of the immediate and short-lived impact it has on 
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depression symptoms (Zanos & Gould, 2018).  Ketamine is thought to act in the short-term on 

glutamate receptors and increase neuronal plasticity (Duman, Aghajanian, Sanacora, & Krystal, 

2016; Zanos & Gould, 2018). Researchers have argued that this line of research has the potential 

to broaden aetiological understandings of depression, and that the mechanisms underlying 

depressive symptoms are more complex than originally thought and require further research 

(Duman et al., 2016; Zanos & Gould, 2018). 

Efficacy of antidepressants. Despite the large number of studies investigating the efficacy 

of antidepressants, some researchers argue that there is currently no conclusive evidence 

regarding their efficacy in treating depression (Moncrieff, 2002). A Cochrane review by Moncrieff, 

Wessley and Hardy (2004) concluded that although most reviews find antidepressants 

significantly better than a placebo, but between 22% and 73% of studies have failed to replicate 

this result. Here, the arguments on each side of the debate will be discussed. 

Randomised control trials [RCTs] are considered the gold standard of research on 

antidepressant efficacy (Penn & Tracy, 2012) and since their conception thousands of RCTs on 

antidepressant effectiveness have indicated that antidepressants are successful in treating 

depression (Hollon et al., 2002; Penn & Tracy, 2012). Benefits of antidepressants are reported as 

including decreased depressive symptoms (Baghai, Volz, & Möller, 2006; DeRubeis et al., 2008), 

increased attention to positive stimuli (Harmer, Shelley, Cowen, & Goodwin, 2004), improved 

work functioning (Lee et al., 2017) and improved motivation (Dubini, Bosc, & Polin, 1997). A 

recent meta-analysis by Cipriani et al. (2018a), of 116,477 participants across 522 RCTs, reviewed 

antidepressants used in the acute phase of depression treatment and found all antidepressants 

were more effective than a placebo, with modest effect sizes. The authors concluded that some 

antidepressants appeared more effective than others, with a response range between 42% and 
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53% (Cipriani et al., 2018a; Cipriani et al., 2018b). These results replicated an earlier meta-analysis 

of 66 RCTs and 15,161 participants in primary care from 2015, which indicated that 

antidepressants were significantly superior to placebos in the acute treatment of depression, and 

also found 53% of participants responded to antidepressants (Linde et al., 2015). The authors 

went on to say that effects were modest, given that 40% responded to a placebo (Linde et al., 

2015). Several researchers have concluded that antidepressants are effective in improving mood, 

but that their efficacy may be overstated (Gibbons, Hur, Brown, Davis, & Mann, 2012). In line with 

the treatment guidelines, it has been suggested that the degree a participant will benefit from 

antidepressants is dependent on the severity of their depressive symptoms. For example, a review 

of six RCTs and 718 participants by Fournier et al. (2010), found that those with greater severity 

of depression benefitted more than those with mild or moderate depression. On the other hand, 

a meta-analysis of 16 medication trials found that patients with severe depression were no more 

likely to improve while on antidepressants than those with less severe depression (Weitz et al., 

2015).  

There are a number of researchers who have raised concerns about antidepressant 

efficacy (Gøtzsche, Young, & Crace, 2015; Slattery et al., 2004; Turner et al., 2008) who note the 

lack of published reports that did not find any significant improvement from antidepressants (e.g.: 

Kirsch et al., 2008; Pigott, Leventhal, Alter, & Boren, 2010; Turner et al., 2008). Turner et al. (2008) 

found that the cumulative effect size of 74 published and unpublished FDA-registered studies was 

0.32 overall, and that only half of these studies had positive results. A meta-analysis by Gartlehner 

et al. (2011) of 234 studies found that 37% of people in acute treatment did not respond to 

antidepressants, and that 53% did not achieve remission.  
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It is informative to consider the reviews and meta-analyses of antidepressant studies from 

the Food and Drug Administration [FDA] in the United States (e.g.: Kirsch et al., 2008; Pigott et al., 

2010; Turner et al., 2008). Pigott et al. (2010) reviewed the STAR*D [Sequenced Treatment 

Alternatives to Relieve Depression] trial run by the FDA, the largest RCT of antidepressants to 

date. It involved 4041 outpatients diagnosed with MDD across the USA (Warden, Rush, Trivedi, 

Fava, & Wisniewski, 2007). Piggott et al. concluded that antidepressants were only minimally 

effective when compared to placebos (Pigott et al., 2010).  They further described that, of the 

patients who remitted in step one of the STAR*D trial, only 7.7% did not relapse and/or drop out 

of treatment after twelve months (Pigott et al., 2010). Furthermore, a meta-analysis by Kirsch et 

al. (2008) reported data collected from 35 RCTs on four widely prescribed SSRIs approved by the 

FDA between 1987 and 1999 and published versions of FDA trials between 1985 and 2007. These 

involved 5,133 participants. The authors stated that the efficacy of antidepressants could not be 

considered clinically significant according to criteria from the National Institute of Clinical 

Excellence [NICE]. These criteria stipulate that a drug–placebo difference of 3 points improvement 

on the Hamilton Rating Scale of Depression [HRSD], or a standardised mean difference of 0.50, 

can be considered clinically significant. However, the FDA data had a mean drug-placebo 

difference of 1.80, and a standard mean difference of 0.32. Kirsch et al. also reported that the 

only clinically significant changes were present in severe forms of depression, and concluded 

there was “little evidence to support the prescription of antidepressant treatment to any but the 

more severely depressed patients” (p.266). However, the Kirsch et al. meta-analysis has received 

criticism from many authors (Fountoulakis & Moller, 2011). Some argue that the NICE criterion of 

a 3-point change in the HRSD is entirely arbitrary and is not supported by empirical findings 

(McAllister-Williams, 2008; Möller, 2008). Fountoulakis and Möller (2011) re-analysed the data 

from the Kirsch et al. (2008) analysis and although they confirmed the majority of the results, they 
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discovered two primary differences: A) a recalculation of the HRSD differences found a 2.18 

overall difference instead of 1.80; and B) that the Kirsch et al. (2008) analysis failed to report the 

differences for venlafaxine and paroxetine had HRSD scores >3 (3.15 and 3.12 respectively), 

although the scores for fluoxetine and nefazodone remained low.  

Hence, there appear to be limitations to the efficacy of antidepressants, despite them 

being widely used and recommended. Gaining an accurate measure of the efficacy of 

antidepressants from RCT research is fraught with methodological difficulties, and due to the 

heterogeneous nature of depression and those who live with it, results are not generalizable to 

all populations (Zimmerman et al., 2015). Many RCTs indicate that some antidepressants may be 

effective in reducing depression, given optimum treatment conditions; however, some 

researchers have shown that antidepressants are ineffective for many people, and state that 

there are issues of recurrence of depression and managing adverse side effects (Gartlehner et al., 

2011; Holtzheimer & Mayberg, 2011), which will be discussed in the next section. 

Side effects of antidepressants. The chemical compounds used to treat depression can 

inadvertently influence other physiological and psychological outcomes that can cause distress 

and discontinuation of treatment in many antidepressant users. It has been estimated that 

between 16% and 22% of people prescribed antidepressants discontinue their use because of the 

negative impact of side effects (Anderson, 2000; Masand, 2003). It is likely that these rates are 

higher, as side effects are generally under-reported to medical professionals (Kikuchi, Uchida, 

Suzuki, Watanabe, & Kashima, 2011).  A study by Bull et al. (2002), which interviewed 401 

depressed patients and 137 prescribing clinicians on discontinuation concluded that physicians 

should expect at least half of the patients on SSRIs and antidepressants will experience adverse 

side effects. Commonly reported side effects include diarrhoea, dry mouth, insomnia, nausea, 
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addiction, sweating, tremors, impotence, dizziness, headaches, weight gain or loss and dyspepsia 

(Moret et al., 2009). 

Side effects not only encompass physiological symptoms but can also include psychosocial 

changes. Read, Cartwright and Gibson (2014) found that the emotional and interpersonal side 

effects of antidepressants are more pronounced than previously believed. These include feeling 

emotionally numb or unlike oneself, agitation, reduction in positive feelings, suicidality, caring 

less about others, feeling aggressive and sexual difficulties (Read, Cartwright, & Gibson, 2014). A 

recent study by Cartwright, Gibson, Read, Cowan and Dehar (2016), on the experiences of 180 

long-term antidepressant users in New Zealand found that common adverse effects were 

withdrawal effects, sexual problems, weight gain, feeling emotionally numb, and feeling addicted. 

Psychotherapy and other alternatives to antidepressants. Several psychotherapeutic 

treatments have been shown to be as efficacious as antidepressants in treating depression 

(Cuijpers, Andersson, Donker, & van Straten, 2011; Cuijpers et al., 2013; Gartlehner et al., 2011; 

Weitz et al., 2015) and are particularly effective in long-term treatments or severe and chronic 

depression (Baghai et al., 2012; Sartorius et al., 2007). In particular CBT, BA and IPT are included 

in American and ANZ guidelines for first-line treatment of depression (American Psychiatric 

Association, 2010; Ellis et al., 2004). In many instances, both psychotherapy and antidepressants 

are used concurrently or sequentially. A World Psychiatric Association report by Baghai et al. 

(2012) said: “the current gold standard in the treatment of depression includes 

pharmacotherapeutic and psychotherapeutic strategies together with social support” (p. 13). A 

meta-analysis of 52 studies and 3,623 participants found a combination of pharmacological and 

psychotherapeutic intervention in the treatment of MDD to be significantly more effective than 

either antidepressants or psychotherapy alone (Cuijpers et al., 2014). The effects of combined 
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treatment were also shown to remain significant at a one to two year follow up in this meta-

analysis (Cuijpers et al., 2014). However, others have found no benefit in combined treatments 

(de Mello, de Jesus Mari, Bacaltchuk, Verdeli, & Neugebauer, 2005). Recovery from depression 

may also be supported by holistic and alternative therapies such as regular exercise (Nahas & 

Sheikh, 2011), management of sleep and diet (Lopresti et al., 2013) and increasing social 

connection and time spent in meaningful activities (Sarris et al., 2014). The primary focus in this 

section will be on the psychotherapies recommended by regulatory bodies. 

Cognitive Behavioural Therapy. Modern CBT was developed from a combination of 

Behaviour Therapy, developed by Wolpe and colleagues in the 1960s, and by Aaron Beck’s 

Cognitive Therapy of the 1970s (DeRubeis et al., 2008; Westbrook, Kennerley, & Kirk, 2011). It 

involves using strategies to challenge cognitions and behaviours associated with causing and 

maintaining depression (Westbrook et al., 2011).  CBT’s general efficacy has been widely studied 

and shown to have significant positive results when used to treat depression (Baghai et al., 2012; 

Cuijpers et al., 2009; Sartorius et al., 2007). Cuijpers et al. (2013) collated data from 115 global 

studies and concluded that CBT was efficacious in treating depression compared with control 

groups, with an effect size of 0.53. The research around CBT’s long-term outcomes, when 

compared to pharmacotherapy, is particularly interesting. Some studies suggest that CBT has an 

enduring protective effect after treatment has ended that antidepressant therapy does not (e.g.: 

Craighead & Dunlop, 2014; Hollon et al., 2005). An RCT of 104 patients conducted in the United 

States found that following discontinuation, those who received CBT were significantly less likely 

to relapse than those who were withdrawn from antidepressants, and they were no more likely 

to relapse than those who continued to take medication (Hollon et al., 2005). At a one year follow 

up, those who had received CBT were also less likely to have had an experience of recurrence 

than those who had taken antidepressants. The authors suggested that the problem-solving and 
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active participation involved in the CBT provided skills and resources for the participants to use 

to resolve potential problems once the treatment had ended (Hollon et al., 2005). In a meta-

analysis of 28 studies with 1880 adults, Vittengl, Clark, Dunn and Jarred (2007) found that acute 

phase CBT reduced relapse and recurrence significantly, compared with pharmacotherapy. 

Behavioural Activation Therapy. BA is a relatively simple to use technique derived from 

a component of CBT (Hopko, Lejuez, Ruggiero, & Eifert, 2003). BA employs the basic principles of 

operant conditioning (Ekers et al., 2014). There are several forms of BA, which move beyond 

simple activity scheduling to educate on making behavioural changes, to assess and evaluate 

progress, and to develop awareness of mood states and thoughts that may influence motivation 

(Hopko et al., 2003). BA has been found to be efficacious in RCTs (Veale, 2008). A meta-analysis 

of twenty-six RCTs involving 1524 subjects compared BA to control groups and to antidepressants 

and found BA to be clinically effective in treating depression (Ekers et al., 2014). BA was found to 

be superior to control groups and to have a small but significant superiority to antidepressant 

treatment in the short term (Ekers et al., 2014). However, the authors did state that many of the 

studies involved were of short duration and had small numbers of participants. This may, in part, 

be due to BA being a relatively new area of treatment that requires further study. These 

preliminary investigations indicate that BA is a clinically efficacious treatment for depression 

(Ekers et al., 2014). 

Interpersonal Psychotherapy. IPT is a time limited outpatient treatment for MDD, which 

was developed in the 1970’s by Klerman, Weissman and Rounsaville (Klerman & Weissman, 

1994). IPT ameliorates the symptom formation and social dysfunction of depression through 

dealing with the current social context of interpersonal relationships in the clients’ life (de Mello 

et al., 2005). A meta-analysis by Cuijpers et al. (2011) of 38 studies and 4,356 participants reported 
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that a moderate to large effect size of 0.63 was found when comparing IPT to control groups and 

placebos. Combination treatments with IPT and antidepressants were found to be more 

efficacious than antidepressants alone, although the effect size was small and only reached 

significance when considering HRSD scores as an outcome measure (Cuijpers et al., 2011). 

Further, IPT was found to be no more effective in treating depression than CBT in the acute stages. 

Like CBT, maintenance treatment using IPT and antidepressants significantly reduced the relapse 

rate compared to pharmacotherapy alone (Cuijpers et al., 2011). It can therefore be said that IPT 

may be comparable in efficacy to pharmacological intervention and other psychotherapeutic 

interventions, and best results are seen when combinations of medication and IPT are used.  

Psychodynamic Psychotherapy. Short term psychodynamic therapy [PDT] is one of the 

oldest psychotherapeutic treatments for depression; however, its efficacy has not been studied 

as widely as other psychotherapeutic interventions (Driessen et al., 2015). PDT serves as an 

overarching concept that encompasses treatments that share the common feature of being 

rooted in psychoanalytic theories (Driessen et al., 2015; Leichsenring & Schauenburg, 2014). This 

approach develops insight into the historical and current maladaptive perceptions, 

interpretations and interpersonal relationships that maintain their depression (Driessen et al., 

2015; Huber, Henrich, Clarkin, & Klug, 2013; Leichsenring & Schauenburg, 2014). A recent meta-

analysis of 54 studies with 3,946 adult participants (within clinical settings) who met criteria for 

MDD found that individual PDT was more efficacious in treating depression than were the control 

conditions, and that there were no differences between outcomes for individual PDT and other 

psychotherapies (Driessen et al., 2015).  

Other psychotherapeutic interventions have been shown through meta-analyses of RCTs 

to be efficacious in treating many forms of depression (Cuijpers et al., 2014; Weitz et al., 2015). 



WOMEN’S EXPERIENCES OF LONG-TERM ANTIDEPRESSANT USE 29 

 
CBT, BA, IPT and PDT have all been found to significantly reduce depression symptoms. There is 

also evidence that these psychotherapeutic interventions have the benefit of reducing relapse in 

the long-term compared to completed pharmacological interventions. However, it is important 

to remain aware that these studies have also been subject to overestimation and inflation as a 

result of publication bias, low participant numbers and the low quality of many of the studies in 

this area (Driessen et al., 2015). Despite this, a recent meta-analysis found that after accounting 

for publication bias, psychotherapeutic treatments are more efficacious in improving quality of 

life than pharmacotherapy alone (Kamenov, Twomey, Cabello, Prina, & Ayuso-Mateos, 2017). 

Barth et al. (2016), also found positive results for the efficacy of psychotherapeutic interventions 

for depression, after performing a network meta-analysis which attempted to account for some 

of the aforementioned methodological difficulties. In the next section, the frequency and 

prevalence of how these interventions are used in primary care and inpatient settings will be 

examined.  

Rates and prevalence of depression treatments. Rates of antidepressant prescription 

have increased dramatically over the past two decades (Middleton, Gunnell, Whitley, Dorling, & 

Frankel, 2001; Moore et al., 2009). However, antidepressants are also used to treat a number of 

other mental health conditions such as anxiety disorders (Harman, Edlund, & Fortney, 2009), 

eating disorders (Flament, Bissada, & Spettigue, 2012), chronic pain (Barkin & Fawcett, 2000) and 

stroke recovery (Mead et al., 2013). Therefore, looking at the number of antidepressant 

prescriptions alone may not provide an accurate representation of how many people are using 

them to treat depression.  

Antidepressant prescriptions in New Zealand rose by 77.9% between 2007 and 2017 

(PHARMAC, 2017), which is consistent within international research. Olfson et al. (2002) reviewed 
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treatments provided for depression in the USA and found that the number of those treated for 

depression with an antidepressant agent rose from 44.6% in 1987 to 79.4% in 1997. At the same 

time there was a decrease in depressed individuals being treated with psychotherapy, with 71% 

in 1987 down to 60% in 1997. Treatment with psychotherapy continued to decline from 54% in 

1998 to 43% in 2007 (Marcus & Olfson, 2010). It is unclear whether the declining rate of 

psychotherapeutic treatment indicates client preferences or that it is due to practical barriers 

such as financial/time constraints (Marcus & Olfson, 2010; Mohr et al., 2006) or an inability for 

GPs to source adequate psychotherapy referrals (Cunningham, 2009). It is important to consider 

patient preferences in treating their depression but also to incorporate what may influence those 

preferences, such as causal beliefs, understandings or knowledge of how the treatments work 

and the impacts of the treatments on the life of the individual. These are examined in the next 

section. 

Preference for depression treatment. There has been growing interest in client 

preference in depression treatment (van Schaik et al., 2004). Mental health care has seen a 

movement toward ‘patient centred care’ which is aligned with individual service users wants, 

needs and preferences in treatment (Cooper-Patrick et al., 1997; Elberse, Caron-Flinterman, & 

Broerse, 2011; Laine & Davidoff, 1996). Having individual preferences factored into treatment 

plans has been found to contribute to improved treatment outcomes (Lin et al., 2005) and better 

treatment adherence (Elberse et al., 2011; van Schaik et al., 2004). 

There are a number of large-scale studies regarding patient preferences for depression 

treatment which conclude that the majority of patients prefer counselling and psychotherapy 

over antidepressant treatment (e.g.: Dwight-Johnson, Sherbourne, Liao, & Wells, 2000; Prins, 

Verhaak, Bensing, & van der Meer, 2008; van Schaik et al., 2004) For example, a review of 34 
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studies involving 68,612 participants investigated treatment preferences for all psychiatric 

disorders. For those receiving treatment for depression, 70% preferred psychological therapy 

(McHugh, Whitton, Peckham, Welge, & Otto, 2013).  Other studies, however, have not found this 

same preference for psychotherapy. Lin et al. (2005) reported that of the 335 participants, the 

majority (61%) preferred to receive both antidepressants and psychotherapy, 24% preferred 

psychotherapy and 15% indicated a preference for antidepressant medication.  

There are many factors which may influence treatment preference for depression. Those 

who preferred psychotherapy over antidepressant medication are more likely to be female 

(Dwight-Johnson et al., 2000; McHugh et al., 2013; van Schaik et al., 2004), younger (McHugh et 

al., 2013), have greater knowledge or experience with counselling or psychotherapy (Dwight-

Johnson et al., 2000; van Schaik et al., 2004), have paid sick leave (Dwight-Johnson et al., 2000), 

be of African American descent (Dwight-Johnson et al., 2000) or non-Caucasian (Lin et al., 2005), 

be highly educated (van Schaik et al., 2004), live within the city (van Schaik et al., 2004) and/or 

had no recent antidepressant treatment (Dwight-Johnson et al., 2000). A preference for 

psychotherapy was accompanied by concerns that antidepressants were addictive or would cause 

adverse side effects (van Schaik et al., 2004). 

Those who preferred antidepressants were more likely to already have some personal 

experience taking a medication for mental illness (van Schaik et al., 2004) or were currently taking 

antidepressants (Lin et al., 2005). Demographic variables of this group were that they tended to 

be older (Lin et al., 2005; van Schaik et al., 2004), married (Lin et al., 2005; van Schaik et al., 2004), 

living outside the city (van Schaik et al., 2004), Caucasian (Lin et al., 2005) and to have completed 

high school (Lin et al., 2005). Those choosing antidepressants over psychotherapy were also more 

likely to have a greater disease burden (Lin et al., 2005) or more severe depression (Bedi et al., 
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2000). Interestingly, they also stated they had no paid time off work (Dwight-Johnson et al., 2000), 

leading the researchers to speculate whether the time needed to complete therapy was a 

significant barrier to selecting it as a preference. 

Causal Beliefs  

Research investigating patient beliefs on the causes of depression have found that a wide 

variety of etiological concepts are endorsed (Khalsa, McCarthy, Sharpless, Barrett, & Barber, 

2011). These have often been categorised into psychosocial or biogenetic causes. The etiological 

beliefs held by those with depression have been shown to influence their help seeking (Goldstein 

& Rosselli, 2003), treatment choices (Meyer & Garcia-Roberts, 2007) and beliefs about the 

efficacy of the treatment (Deacon & Baird, 2009; Phelan, Yang, & Cruz-Rojas, 2006).  

The majority of studies reported that psychosocial causes are more frequently endorsed 

than biomedical causes by those who have a diagnosis of depression (Goldstein & Rosselli, 2003; 

Meyer & Garcia-Roberts, 2007; Prins et al., 2008; Read, Cartwright, Gibson, Shiels, & Magliano, 

2015; Tully, Parker, Wilhelm, & Malhi, 2006), although an increasing number of people are now 

endorsing biomedical causes for depression (Jorm, Christensen, & Griffiths, 2005; Schomerus et 

al., 2012). Research has shown that people will seek interventions that they believe address the 

underlying causes of their depression (Meyer & Garcia-Roberts, 2007). Treatment for depression 

is said to be more effective when health professionals, consumers and their families share a 

collaborative understanding of the underlying aetiology and rationale for treatment (Margison et 

al., 2000).  A recent study by Klein et al. (2017) of 289 people on maintenance antidepressant 

treatment found that the majority continued to endorse psychosocial causes. Over time, those 

who had recurring episodes of depression came to shift their aetiological beliefs from 

psychosocial or external factors to favouring internal or biological factors, which the authors 
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suggested was a result of difficulty conceptualising on-going depression on psychosocial terms. 

Leykin, DeRubeius, Shelton and Amsterdam (2007) also found that successful treatment with 

either CBT or antidepressants did not reinforce users’ aetiological beliefs, but instead diminished 

beliefs in alternative causes.  Causal beliefs have also been shown to influence perceptions of the 

efficacy of depression treatment, and matching causal beliefs with corresponding interventions 

has been linked to greater patient optimism in intervention efficacy (Deacon & Baird, 2009).  

Experiences of taking antidepressants 

Large scale clinical trials are not informative about individuals’ experiences of 

antidepressants (Anderson & Roy, 2013). Therefore qualitative research into patient experiences 

of antidepressant use is important for understanding the nuanced experiences of antidepressant 

users. While much of the quantitative research indicates that men and women find 

antidepressants relieve depressive symptoms (Anderson & Roy, 2013; Sandell, 2016; Teal, 2009), 

most participants do not consider antidepressants a ‘fix’ (Anderson & Roy, 2013; Garfield, Smith, 

& Francis, 2003; Knudsen, Hansen, Traulsen, & Eskildsen, 2002). Antidepressants are seen by 

many depressed individuals across studies as a means to return to a place where they can function 

and begin to work on their problems (Gibson, Cartwright and Read, 2016; Knudsen et al., 2002; 

Sandell, 2016; Sirey et al., 2001).  

A meta-ethnography of 11 studies of the experiences of antidepressant use found that 

seeking help was often motivated by a sense of duty to return to normal functioning (Malpass et 

al., 2009). Lafrance (2007) found in her discursive analysis of semi-structured interviews with eight 

women in Canada that taking medication for depression was perceived as a way to legitimize their 

experiences. On the other hand, this study also found that medicalised views of depression was 

perceived as making  depression less legitimate than physical illness, which contributed to these 
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women having difficulty conceptualising biomedical aetiological theories with their own 

subjective experiences (Lafrance, 2007). Further, a qualitative study with 80 Australian women 

found that participants felt that antidepressants facilitated behaviour that was deemed more 

socially acceptable (Fullagar, 2009), and this was supported in recent research by Gibson, 

Cartwright and Read (2016), who found that antidepressants facilitated ‘normal’ functioning.  This 

is congruent with an earlier qualitative study with 12 women participants which found that 

women believed that antidepressants helped them to ‘keep up appearances’ (Knudsen et al., 

p.933) of being a contributing member of society, a major concern of theirs.  Taking 

antidepressants can also be experienced as stigmatising, a sign that the person has failed to cope 

and that s/he is taking an ‘easy option’ (Anderson, Kirkpatrick, Ridge, Kokanovic, & Tanner, 2015; 

Knudsen, Hansen, & Eskildsen, 2003; Knudsen, Hansen, & Traulsen, 2002; Malpass et al., 2009). A 

qualitative interview study of 108 men and women found that many were significantly impacted 

by stigma, and believed that antidepressants have extreme adverse effects and a propensity 

toward dependency (Anderson et al., 2015).  Ridge et al. (2015) conducted analysis on 107 

narrative interviews with antidepressant users’, and noted that antidepressant experiences were 

viewed through a social and moral lens. Participants felt antidepressants had “bad publicity”, 

were seen by users as shameful and were compared to illicit substances (Ridge et al., 2015). 

Read, Cartwright and Gibson (2014) found that while taking antidepressants, 10.5% of 

1829 New Zealand participants said they still experienced depression they would deem as 

‘severe’, 23.1% as ‘moderate’, 45.2% as ‘mild’, and only 21.2% said they no longer experienced 

depressive symptoms.  Read, Cartwright, Gibson, Cowan and Dehar’s (2016) study of patient 

experiences found that participants reported that antidepressants generally improved 

participants’ depression symptoms. Despite this, 30.7% continued to experience moderate to 

severe depression whilst taking them, and over half of the participants described adverse side 
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effects such as withdrawal effects, sexual difficulties, weight gain, and feeling emotionally numb. 

Many studies which investigate the experience of taking antidepressants have focussed on the 

impact of the negative side effects. From a patient’s perspective, the positive experiences of 

taking antidepressants were defined by a lack of negative side effects (Cooper et al., 2000; Read 

et al., 2014). Common complaints while taking antidepressant medication was the length of time 

it took to work, making patients feel drugged, and reducing alertness (Cooper et al., 2000; 

Knudsen et al., 2003; Prins et al., 2008). Patients also expressed concern about sexual 

dysfunctions they experienced and attributed it to their antidepressant use (Anderson & Roy, 

2013) which was reported to have a significant impact on relationships and levels of confidence. 

The experience of psychological side effects are described in several studies as being a cause for 

users to try to come off antidepressants (e.g.: Grime & Pollock, 2004; Haslam, Brown, Atkinson, 

& Haslam, 2004; Holt, 2007; Malpass et al., 2009). However, a qualitative study of 52 people by 

Bollini, Tibaldi, Testa and Munizza (2004) found that experiencing a relapse of symptoms after 

stopping medication was related to increased fears of dependency, and a reluctance to stop 

taking medication in future. In previous research, users describe ambivalence about whether they 

needed medication or not, and also report that they felt they could not come off them (Anderson 

& Roy, 2013; Fullagar, 2009). 

Researchers have reported that patients feel that antidepressants are a tool to support 

them back to a normal life (Anderson & Roy, 2013; Knudsen et al., 2003) but that they also 

contributed to them feeling abnormal or not themselves (Garfield et al., 2003; Knudsen et al., 

2003). A qualitative interview study with 12 women using SSRIs found that depression and mental 

distress led to a loss of their sense of self, and a recovery of self once the antidepressants were 

effective (Knudsen et al. (2002). The participants described a process of redefining their 

conceptions of themselves as having emotional problems due to a biologically based illness. 
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However, antidepressant use was also seen as distancing them from “normal” people, and 

adversely affected how some women saw themselves (Knudsen et al., 2002). One author 

suggested that taking psychiatric drugs influences a sense of self through their influence on 

feelings, mood, and consciousness; an important aspect of how people define themselves (Karp, 

2006). In line with this, several studies have found that participants missed their pre-medication 

selves, and that experiencing heightened emotion was considered to be an important aspect of 

how they defined themselves (e.g.: Karp, 2006; Sandell, 2016). 

Karp (1993) conducted in-depth interviews and examined changes in experiences and 

perceptions of antidepressant use over time, including the influence of these experiences on 

personal identity. Karp conducted 20 in-depth interviews with men and women, and proposed 

that the experiences associated with antidepressant use developed over four stages: resistance, 

trial commitment, conversion, and disenchantment.  Resistance entailed an initial aversion to 

medicating, concerns about long-term effects, and concerns that taking medication would require 

a re-definition of themselves. Trial commitment consisted of a growing acceptance of a 

medicalised view of depression, and an understanding of the self as ‘biochemically sick’ (p.348). 

Once these concepts had been internalised, participants committed to finding the right dosage or 

type of antidepressant, and once this was achieved participants were “converted” (p.350). The 

final stage involved a process of disenchantment, whereby the participants expressed a growing 

ambivalence regarding the efficacy and need for antidepressant medication. In the next section, 

long-term use is defined and the impact of long-term use on individual experiences is examined. 

Long-Term Antidepressant Use 

Increases in long-term antidepressant use. There is no agreement on what constitutes 

long-term antidepressant use (Cartwright et al., 2016). Several authors have identified long-term 
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antidepressant use as continued treatment for more than 12 months (Hirschfeld, 2001; Meijer et 

al., 2004). Others identify long-term as at least 18 months, (El-Mallakh & Briscoe, 2012), or as ten 

years or more of continued use (Hughes & Cohen, 2009). For the purpose of the current study, 

long-term use has been defined as continuously taking antidepressants for five years or more. 

This period goes beyond the 36 month period of the ‘maintenance phase’ of antidepressant 

treatment recommended by the ANZ guidelines (Ellis et al., 2004; Miczo, 2003).  

It is widely known that antidepressant use has increased dramatically over time; however, 

it is lesser known that much of the increase in the prescribing of antidepressants can be accounted 

for by the increase in long-term treatment (Meijer et al., 2004; Mojtabai & Olfson, 2014; Reid & 

Barbui, 2010). Reid and Barbui (2010) reviewed the UK general practice database between 1993 

and 2005 and found that 48% of the prescriptions for antidepressants were for those who had 

been taking them for over two years. Mojtabai and Olfson (2014) examined data from 6 waves of 

the National Health and Nutrition Examination Survey between 1999 and 2010 and found that 

increases in long-term antidepressant use fully explained increasing rates of antidepressant use 

over this period. On the other hand, Cruickshank et al.’s (2008) study of 92 general practice 

patients found that 57.6% of those who had received long-term antidepressant prescriptions for 

the treatment of depression failed to meet the criteria of a formal psychiatric diagnosis that would 

support long-term antidepressant use. However, Ambresin et al. (2015), found that long-term 

antidepressant users were more likely to meet formal psychiatric criteria for depression or to 

report recurrent depression. Considering long-term antidepressant use is increasing, it is 

important to review the research regarding the long-term outcomes and impacts of such use.  

Long-term outcomes and tolerance. The purpose of maintenance treatment with 

antidepressants is to prevent relapse or recurrence of depressive episodes, and it is commonly 
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recommended for those who have recurring depression (Hirschfeld, 2001). Furukawa, Cipriani, 

Barbui and Geddes (2007)  found in a systematic review of 31 RCTs that, for those patients who 

remitted in acute treatment, continuing antidepressant treatment more than halved the relapse 

rate compared to a placebo. El-Mallakh and Briscoe (2012) reviewed 18 long-term outcome 

studies and found that antidepressant continuation is superior to switching to a placebo in 

preventing relapse or recurrence of depression. The authors reported that this finding required 

an enriched design, whereby participants had already responded to the antidepressant being 

investigated. However there were no differences between antidepressant treatment and a 

placebo in the non-enriched outcome studies (El-Mallakh & Briscoe, 2012).   

Despite recommendations that antidepressants be taken continuously in order to prevent 

relapse, sustained treatment with SSRI and SNRI has been shown to have a recurrence rate of 

between 10% and 30% while participants are taking them (Geddes et al., 2003; Hirschfeld, 2001). 

A review of 14 naturalistic studies with 3901 participants by Hughes and Cohen (2009) found that 

the outcomes following long-term antidepressant treatment for depression were generally poor. 

Recurrence rates were much higher in this review, with between 40% and 85% of participants 

experiencing a recurrence of their depression while taking antidepressants. A mixed-methods 

study by Cartwright, Gibson, Read, Cowan and Dehar (2016), used data from 180 patients who 

used antidepressants long-term (between 3 and 15 years). Results from this study found that the 

majority of participants described their depression as having reduced as a result of antidepressant 

use, although only 19.6% reported they no longer experienced any symptoms. The remainder 

continued to experience depression, of which 8.9% was severe, 21.8% was moderate, and 49.7% 

was mild. Recent analysis of 789 participants in a 10 year Australian cohort study found that 65% 

of long-term antidepressant users continued to experience symptoms and disability despite 

receiving antidepressant treatment and high levels of care from general practitioners (Ambresin 
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et al., 2015). Findings such as these have led some researchers to suspect that patients can 

develop a tolerance to antidepressants over time (Ambresin et al., 2015; El-Mallakh, Gao, & 

Roberts, 2011; Jackson, 2008; Katz, 2011; Taylor & Fink, 2006). It has also been suggested that 

long-term use of antidepressants may increase biochemical vulnerability to depression in some 

cases (Carlson et al., 2007; Harvey, Silkey, Kornstein, & Clary, 2007), and there is growing evidence 

that there is a pharmacodynamic process at work with changes in sensitivity to the drug after 6-

9 months of continued use (Fava & Offidani, 2011). Some trials have found that up to 72% of 

participants who experience loss of clinical effect respond well to increases in antidepressant 

dosages (Schmidt et al., 2002). However, other research has shown that despite doubling the 

antidepressant dose, 38% (Fava et al., 2006a) to 54.9% (Franchini et al., 2000) of participants still 

experience a loss of clinical effect and a return of depressive symptoms. The authors concluded 

that switching from an SSRI to a new form of antidepressant had a 50% chance of response. It was 

also found that the number of previous treatments with antidepressants was negatively 

correlated with treatment outcome (Ruhé, Huyser, Swinkels, & Schene, 2006). 

Discontinuation.  Discontinuation effects or withdrawal symptoms can develop as quickly 

as several hours after sudden antidepressant cessation (Moret et al., 2009). Discontinuation 

effects have been described with all types of antidepressants (Haddad, 2001), although the 

severity and onset of discontinuation effects will vary between drugs (Michelson et al., 2000). The 

effects of discontinuation can include dizziness, vertigo, nausea, fatigue, headache, electric-shock 

like sensations and possibly aggressive and impulsive behaviour (Reid & Barbui, 2010), as well as 

sweating, trembling or tremors, insomnia, mouth movements and gastrointestinal symptoms 

(Rosenbaum, Fava, Hoog, Ascroft, & Krebs, 1998). Withdrawal effects have also been associated 

with recurrence of depression (Fava, 2002). In particular, discontinuation has been found to 

induce hypomania or mania (Andrade, 2004; Fava & Mangelli, 2003). However, psychiatrists have 
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not generally included depressive symptoms as part of the discontinuation effects (El-Mallakh & 

Briscoe, 2012). El-Mallakh and Briscoe (2012) conducted a literature review of 18 long-term 

outcome studies and point out that “there is no a priori reason to believe that a depressive 

syndrome cannot be a product of withdrawal from the same antidepressant used to treat the 

depression” (p.105). It is difficult to determine whether a return of the depressive symptoms 

following discontinuation is a recurrence of the original depression experienced, and therefore 

show that the antidepressant was working, or whether it is a result of withdrawing from 

antidepressant medication which influences the neurotransmitters thought to be involved with 

depression.  

There is some evidence from a review of 27 studies on discontinuation by Viguera, 

Baldessarini and Friedberg (1998) that longer durations of antidepressant treatment do not have 

a protective impact once the antidepressant is discontinued (Viguera et al., 1998). A recent review 

of 45 RCTs found that cessation of antidepressants before remission is linked to greater relapse 

risks than cessation following longer durations of treatment (Baldessarini, Lau, Sim, Sum, & Sim, 

2015). On the other hand, El-Mallakh and Briscoe (2012) reviewed 18 long-term RCTs and found 

that longer durations of antidepressant use increased the risk of experiencing depression soon 

after discontinuation. El-Mallakh and Briscoe (2012) posited long-term use of antidepressants 

may create dependence, which results in the reappearance of depressive symptoms when 

attempting to discontinue. Indeed, this has been indicated in many qualitative studies which have 

found that participants’ concerns about the discontinuation effects and risk of relapse are the 

primary reasons for staying on antidepressants, despite wanting to come off them (Leydon, 

Rodgers, & Kendrick, 2007; Verbeek-Heida & Mathot, 2006). McMullen and Herman (2009), 

examined six women’s rationale for discontinuing their antidepressant medication. Reasons 

included reducing negative side effects, and concerns about addiction to the antidepressant. 
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Several had beliefs that antidepressants were not working, or others felt they had achieved 

remission and no longer needed them. The authors also found that participants questioned the 

need for and appropriateness of antidepressants, given that a biomedical framework did not 

necessarily match the participants’ aetiological beliefs (McMullen & Herman, 2009). A review of 

15 RCTs, 4 open trials, 4 retrospective investigations and 38 individual case reports have indicated 

that the rate of discontinuation does not affect the occurrence of symptoms (Fava, Gatti, Belaise, 

Guidi, & Offidani, 2015), whereas another review of 24 studies found rapid discontinuation does 

increase the risk of recurrence, and it was linked to experiences of clinically significant mania 

(Narayan & Haddad, 2011). Understanding what influences outcomes of long-term 

antidepressant users can be difficult to isolate, as this population have been shown to be more 

likely to seek out many forms of self-help and psychological therapy rather than relying on 

medication alone, perhaps indicating that their initial treatment has been unsatisfactory 

(Ambresin et al., 2015). The presence of aversive side effects may also influence overall outcomes 

for long-term antidepressant users as they can impact on many life domains. 

Side effects of long-term antidepressant use. Many of the long-term adverse effects of 

taking antidepressants are not well researched (Moret et al., 2009). Some can be difficult to 

identify, as they may be similar to some symptoms of depression (Moret et al., 2009). The long-

term effects are often omitted from the information given in the drug packaging in favour of 

describing the short term side effects (Furukawa et al., 2007; Moret et al., 2009). Long-term side 

effects can encompass physical, psychological and cognitive domains and may include the 

following: increased risk of fracture or osteoporosis, increased risk of diabetes, discontinuation 

effects, tardive dyskinesia, feelings of apathy or loss of motivation, memory and concentration 

problems, bleeding disorders and hyponatraemia, a serious condition which can result in coma or 
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even death  (Fava et al., 2006b; Moret et al., 2009; Reid & Barbui, 2010).  Here, the most common 

and well known side effects associated with long-term antidepressant use will be discussed. 

Sexual dysfunction is commonly reported in both short term and long-term users of 

antidepressants, particularly in users of newer antidepressants (Reid & Barbui, 2010). Cartwright 

et al. (2016) reported that 71.8% of long term antidepressant users in their study reported some 

experience of sexual dysfunction. Patients can experience enduring effects such as decreased 

interest, reduced levels of arousal and erectile dysfunction, delayed ejaculation or absent or 

delayed orgasm (Moret et al., 2009; Reid & Barbui, 2010).  Patients have reported that this can 

seriously impact on quality of life, interpersonal relationships and self-esteem (Moret et al., 2009).  

Antidepressants can commonly interfere with sleep patterns throughout long-term 

treatment in various ways, such as delay of REM onset and reduction of REM sleep, increased 

awakenings, reduction of slow wave sleep, sleep efficiency and total sleep time (Ferguson, 2001; 

Moret et al., 2009). They have been related to the experience of sleepiness, fatigue, and 

impairments in memory and concentration in long-term antidepressant users (Fava et al., 2006b). 

Another common long-term effect of antidepressant use is weight gain (Ferguson, 2001; 

Moret et al., 2009).  SSRIs were initially thought to contribute to weight loss in the first six months 

of treatment, and not likely to cause weight gain. However, long-term use has been found to be 

linked to weight gain in varying degrees and across several forms of antidepressants (Ferguson, 

2001). In the New Zealand study, Cartwright et al. (2016), found that 65.3% of respondents 

described some weight gain as a result of long term antidepressant use. In a naturalistic study of 

362 outpatients taking newer forms of antidepressants, 55.2% had a significant increase in weight 

over 36 months (Uguz, Sahingoz, Gungor, Aksoy, & Askin, 2015). 
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The emotional side effects of remaining on antidepressants long-term have been 

relatively under-researched (Marazziti et al., 2014). They can include emotional flattening or 

blunting, apathy (Barnhart, Makela, & Latocha, 2004) and potential alterations to personality 

(Knutson et al., 2014). Marazziti et al.’s (2014), study of 192 outpatients treated with 

antidepressants for depression in Italy found that SSRI treatment significantly impaired the 

feelings of love and attachment experienced by men toward their partner, although this was 

ameliorated somewhat by longer relationship durations.  Long term antidepressant use has also 

been associated with feeling emotionally numb and psychologically addicted to the medication 

(Cartwright et al., 2016). Long-term antidepressant use can also have on-going effects on both 

physiological and psychological domains, which can impact on quality of life and may influence 

how an individual evaluates their experiences. It is therefore important to consider the personal 

experiences of those who have remained on antidepressants long-term.    

Patient experiences of long-term use. There is a distinct paucity of research on the impact 

and experiences of those who take antidepressants long-term (Mojtabai & Olfson, 2014) despite 

the increasing prevalence of long-term users. In this section, studies that specifically researched 

long-term use as well as those studies that included sections on long-term antidepressant use are 

examined.  

A pilot study conducted by Singh, Calmes, and Montagne (2014) of 45 long-term users 

found that 93% thought that their depression had improved as a result of taking antidepressants. 

However, 53% thought that taking antidepressants had changed their personality and 63.6% felt 

dependent on them (Singh et al., 2014). The New Zealand study by Cartwright et al. (2016) of 180 

long-term antidepressant users’ experiences also found that 45% of participants felt they 

experienced varying degrees of addiction to their antidepressant. Some wrote that they had 
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difficulty ceasing antidepressant use because of the difficulties with discontinuation effects, and 

they felt unable to come off them. Similarly, a qualitative study of 80 participants’ experiences of 

long-term antidepressant treatment by Anderson and Roy (2013) found that the participants felt 

they did not want to continue taking antidepressants for life but felt unable to come off them. 

Some people also expressed that they were frustrated that the long-term outcomes were not as 

effective as expected (Anderson & Roy, 2013). In several studies, some participants expressed 

their concerns about the long-term effects and mentioned experiences such as losing their 

memory and thinking capacity as a result of long-term use (Anderson & Roy, 2013; Fullagar, 2009). 

In a qualitative study of 31 women’s experience of using antidepressants found that for those 

who had been on antidepressants for many years, antidepressants had become a part of how 

they identified themselves (Fullagar, 2009). Finally, Sigurdson and McMullen (2013) completed a 

qualitative study with 11 participants, which examined how long-term users accounted for their 

diagnosis and ongoing antidepressant use in the face of questions over diagnostic criteria and 

antidepressant efficacy in the media. It found that participants who took antidepressants long 

term expressed beliefs that their own depression was due to biomedical causes, and 

differentiated psychosocial aetiology as less severe, or less likely to require medication.  

Antidepressant Use and Personal Agency 

The experiences and symptoms of depression such as feelings of hopelessness, 

worthlessness, lacking motivation, fatigue, and a loss of interest or pleasure in previously 

enjoyable activities (American Psychiatric Association, 2013) have long been linked with a lack of 

personal agency and self-efficacy (Kavanagh, 1992; Ross & Mirowsky, 2013). Cheavens (2000) 

reported that early experiences of depression are commonly associated with low levels of agency 

and a sense of having lost control of emotional responses. Bandura (2006) suggests that human 
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agency consists of: intentionality and the formation of goals and the strategies used to carry them 

out; forethought, the anticipation of consequences of potential actions; self-reactiveness, the way 

in which people regulate and motivate themselves; and self-reflectiveness, the examination of 

one’s own functioning and reflection on the feelings, thoughts and actions which give meaning to 

the sense of self. Bandura explains the connection and overlap between agency and self-efficacy, 

positing that self-efficacy consists of beliefs of personal agency to influence actions and thoughts, 

make decisions and work toward goals. 

A number of researchers have investigated the influence of antidepressant use on 

personal agency. It has been suggested that advertisements for antidepressants focus on the 

biological explanations for depression and strip the consumer of agency in depression 

management, then they return agency to the consumer by suggesting they ‘take control’ by 

choosing an antidepressant to support their wellbeing (Stepnisky, 2007). Previous qualitative 

research has mixed findings on the impact of taking antidepressants on users’ sense of agency. In 

some research, participants report that they would prefer to ‘self-manage’ their depression (e.g.: 

Johnston et al., 2007; Knudsen et al., 2002; Kwintner, 2005) and that receiving a prescription of 

antidepressants is confirmation that they are unable to cope on their own (Gibson, Cartwright & 

Read, 2016; Fullagar, 2009; Knudsen et al., 2002). Other qualitative research described how taking 

antidepressants reduced the sense of control they had over their wellness (Anderson & Roy, 2013; 

Fullagar, 2009; Gibson et al., 2016; Kwintner, 2005; Teal, 2009). However, a number of 

participants in earlier research describe going on antidepressants was a means of taking control 

of their depression (Anderson & Roy, 2013; Fullagar, 2009; Kwintner, 2005) although it was often 

seen as one tool of many which could improve their symptoms (Anderson & Roy, 2013; Garfield 

et al., 2003), or as a step required before entering into a form of psychotherapy (Kwintner, 2005). 

A number of studies report how many participants describe wanting to come off antidepressants 
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and not be dependent on them, but that fears of the withdrawal effects and slipping back into 

depression stop them from attempting this (e.g.: Fullagar, 2009; Knudsen et al., 2002; Verbeek-

Heida & Mathot, 2006). As a result of this, some long-term users have described feeling they were 

no longer in control of their decisions around antidepressants and were compelled to continue 

using antidepressants (Belaise, Gatti, Chouinard, & Chouinard, 2012). Cartwright, Gibson and 

Read (2018), in their New Zealand Interview study with 50 women, found that antidepressants 

supported women’s agency through facilitating their ability to be pro-active in their recovery. 

However, it was also found that biochemical models associated with antidepressant use, 

alongside unsuccessful attempts to discontinue and fears of dependence diminished women’s 

sense of agency in recovery from depression (Cartwright et al., 2018). This research also found 

that undertaking purposeful activities such as exercise, mindfulness or engaging in therapy was a 

source of pride, and was perceived as personally resourcing, although this was also seen to be 

hard work that required dedication (Cartwright et al., 2018). 

Research by Moradveisi, Huibers, and Arntz (2015) of 100 participants with MDD found 

that those who were assigned to Behavioural Activation treatments were more likely to have 

stronger beliefs in their own coping capabilities and gave themselves more credit for their 

improvement than those who were assigned antidepressant medication. The authors also found 

that those in the BA groups had better long-term outcomes at the one year follow up, and these 

were partially related to the participants’ self-attributions. The authors suggested that these 

findings may be related to learning and applying new skills and strategies in order to cope with 

problems, and personal experience of their own actions leading to improvements (Moradveisi et 

al., 2015). On the other hand, other authors have considered the use of psychotherapy and 

counselling as a means of removing agency from the individual. McLaughlin (2003) suggests that 
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requiring expert advice or professional intervention for problem solving removes the potential for 

individuals to utilise their own skills and resources in their recovery (McLaughlin, 2003). 

This thesis study differs from the current literature base in that it draws together women’s 

experiences, long-term antidepressant use, and women’s understandings of their personal 

agency. In the next section, the research aims and questions guiding this study are presented. 

Research Aims and Questions 

This study aims to examine women’s experiences and views of long-term use of 

antidepressants. It examines the impact of antidepressants on women’s lives, their sense of self 

and their sense of agency. It also examines how these experiences and views change over time, if 

at all.  

The research questions guiding this study are: 

1. What are women’s experiences of long-term antidepressant use, and how do 

these experiences impact on their lives, sense of self and agency? 

2. How does the experience of taking antidepressants change over time, if at all? 

3. What other experiences, strategies and activities do women engage in that 

contribute to women’s sense of agency in responding to depression? 

This research aims to provide insight into patient’s experiences that will be helpful to 

psychologists and other mental health professionals, and also to prescribers. 
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Chapter Two – Methodology 

This study aims to investigate women’s experiences and views on using antidepressants 

long-term. In particular, it aims to understand how women’s lives, sense of self and agency are 

impacted, and how these experiences and views develop over time. This includes what practices 

women advocate for, and how they perceive and utilise support within their personal lives and 

within their wider community and society. This thesis presents a study of the experiences of 18 

New Zealand women who had taken antidepressants for more than five years consecutively.  

This chapter outlines the qualitative methodology and epistemology underpinnings of this 

research project and how they support the aims of this thesis. Participant recruitment and 

demographics will be described and an overview of the data collection and analysis methods will 

be provided. This chapter concludes with a description of the steps taken to ensure validity and 

reliability of the findings. 

Qualitative Research Approach 

The present research aims to explore the subjective experiences of women who have 

taken antidepressants long-term for the treatment of depression. Qualitative research aims to 

“make the world visible” through posing questions which attempt to make sense of phenomena 

and experiences by understanding the meanings that people give to them (Denzin & Lincoln, 

2005; Merriam & Tisdell, 2015). It has been argued that quantitative research is less able to 

capture individual perspectives due to the use of empirical methods which focus on hypothesised, 

often numerical, data and generalizable findings which identify cause and effect (Braun & Clarke, 

2013; Denzin & Lincoln, 2005; Denzin & Lincoln, 2008). Qualitative research, which has been 

widely used in social science fields, has developed from an inductive and interpretive approach 

whereby the hypotheses and findings are not pre-determined but arise from the subjects 
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perspectives (also known as the emic/insider’s perspective) (Braun & Clarke, 2013; Merriam & 

Tisdell, 2015). This allows the scope of knowledge on a particular experience (such as long-term 

antidepressant use) to be widened (Braun & Clarke, 2013; Polkinghorne, 2005). Qualitative 

research is distinguished by several characteristics: firstly, the stance the researcher takes in 

relation to the data (Merriam, 2002). As Merriam and Tisdell (2015) state, in all qualitative 

research, “the researcher is the primary instrument for data collection and analysis” (p.16).  In 

examining and understanding human experiences, the researcher can adaptively and flexibly 

respond to the data immediately to clarify and summarize meaning and content (Braun and 

Clarke, 2013). One limitation of this is that the research is subject to the biases and values that 

the researcher brings with them (Braun & Clarke, 2013). It can be minimised by practicing 

reflexivity, which strives to make these underlying biases and values more visible, and considering 

how these may influence the way data is generated and analysed and the results obtained (Braun 

& Clarke, 2013). The reflexive practice as undertaken in the current study will be described at the 

end of this chapter. 

Secondly, data developed within qualitative research is often of a rich, descriptive form 

(Merriam & Tisdell, 2015), which the investigator then analyses or interprets (Braun & Clarke, 

2013; DiCicco-Bloom & Crabtree, 2006; Polkinghorne, 2005). Analysis is completed through a 

process of collation and organisation of information into concepts, categories, themes or theories; 

it is a progressive process which happens alongside data collection and throughout the study 

rather than at the end of data collection (Merriam & Tisdell, 2015). 

‘Qualitative research’ can be understood as an umbrella term which encompasses the 

numerous methods and strategies which can be used (Braun & Clarke, 2013; Merriam & Tisdell, 

2015). The three most common of these are interpretive, critical, and postmodern (Merriam, 
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2002).  Interpretive studies seek to understand how participants make sense of their experiences, 

and there are several characteristics of interpretive qualitative research which are defined by the 

kinds of questions being asked (Creswell, Hanson, Plano, & Morales, 2007) and the 

epistemological and ontological framework the researcher endorses (Braun & Clarke, 2013).  The 

current study falls within the interpretive approach. An in-depth discussion of all qualitative 

methods is not possible here, but the epistemological and ontological frameworks and 

consequent method used in the present study will be discussed in the following section.  

Epistemological and Ontological Orientation 

Qualitative research is better understood when its philosophical underpinnings are 

considered (Merriam & Tisdell, 2015). Two frameworks must be considered when choosing a 

qualitative method: ontology, and epistemology (Ritchie, Lewis, McNaughton Nicholls, & 

Ormston, 2014). Ontology refers to the nature of being or reality, and in social science, whether 

researchers can discern a reality which exists outside of human practices and understanding 

(Braun & Clarke, 2013; Ritchie et al., 2014). Epistemology refers to ideas about the nature of 

knowledge and how we can learn about the world (Merriam & Tisdell, 2015; Ritchie et al., 2014). 

Here, we will briefly examine the main ontological and epistemological perspectives which 

underlie qualitative research, and their relevance to the current study will be discussed. 

There are a variety of ontological positions which sit on a continuum. On one end, what is 

considered as ‘real’ is independent of human understanding and interpretation (known as 

“realism”) which assumes we can know the ‘truth’ of the world. At the other end, reality depends 

entirely on the interpretations of the mind, and is constructed in a social context (known as 

‘idealism’ or ‘relativism’) (Braun & Clarke, 2013; Ritchie et al., 2014).  Sitting in the middle of this 

continuum lies the position of ‘critical realist’ which is now more frequently used in qualitative 
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research (Braun & Clarke, 2013; Crossley, 2000). This position suggests that there is a knowable 

‘reality’, but the understanding of this reality is influenced by sociocultural factors and the 

interpretation of the individual. Critical realism often underpins thematic analysis, discourse 

analysis and grounded theories (Braun & Clarke, 2013) and the current research will sit within this 

ontological position. 

Qualitative research is underpinned by the epistemological assumptions which relate to 

how we understand what legitimate and valid knowledge is (Braun & Clarke, 2013). Although 

there are a large number of varied epistemological perspectives, Braun and Clark (2013) describe 

three major epistemological positions which are frequently used within the social sciences: 

positivism, constructionism, and contextualism. Contextualism sits in between positivism and 

constructionism, and is akin to the ontological perspective of ‘critical realism’ in the sense that it 

understands that knowledge comes from different contexts, while maintaining a notion of an 

accessible ‘truth’ (Braun & Clarke, 2013). The present research is interested in understanding the 

experiences and the views of participants taking antidepressants long-term. As the current study 

is a qualitative investigation working with thematic analysis, the assumed epistemological 

orientation is that of contextualism. By taking this stance, the current study aims to develop an 

understanding of the experiences that are researched in a way that acknowledges the varying 

interpretations and influences of the social context in which the participant lives. 

Thematic Analysis 

Thematic analysis is a qualitative method which identifies patterns or commonalities 

within data sets, or within individual interviews, and can be flexibly applied to a variety of 

epistemological and ontological frameworks (Braun & Clarke, 2006).  In this study, thematic 

analysis is conducted on interview transcripts as outlined by Braun and Clark (2006). Thematic 
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analysis is well suited to investigate the broad range of experiences of women who have used 

antidepressants for depression long-term, how their experiences and perceptions may have 

changed over time and the meaning they have made of these experiences. Braun and Clarke 

(2006) have identified six necessary steps in undertaking thematic analysis: familiarising the 

researcher with the data; generating initial codes to categorise data; identifying themes; 

reviewing themes and patterns to ensure validity and consistency; defining, naming and clarifying 

themes; and finally writing the report. How these steps were applied in the current study will be 

described in more depth later in this chapter.  

Method 

This section will outline the methods used in this research. Ethics approval was given by 

the University of Auckland Human Ethics committee (reference number: 016163). 

Participant recruitment. The criteria for participation in the study was that participants 

were females aged between 25 and 65 years of age who were currently on, and had used 

antidepressants for at least five years continuously. They should also have had no current 

involvement with community mental health facilities. 

Participant recruitment involved placing advertisements (see Appendix A) within GP 

practices throughout Auckland, on noticeboards at the University of Auckland, in the University 

of Auckland student research database, Auckland Women’s centres and community centres 

throughout central and west Auckland. Care was taken by the researcher not to interview family 

members, close friends, acquaintances or their children, due to ethical considerations. 

Through this advertising, participants were given the researcher’s university email 

address, and 21 women responded to the advertisement within an appropriate timeframe. When 
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the participants emailed to express their interest in the study and provide their contact details, 

they were given an overview of the study, a participant information sheet (see appendix B) and 

were asked about their fit for the study criteria. Only those who had stated their interest in the 

study, given their contact details and their permission for contact were contacted directly by me. 

In the initial telephone conversation with participants, they were asked about their current levels 

of distress. Participants were advised that, although speaking about their experiences can be 

helpful for some, for those who were currently under stress it could also raise some distress. 

Those who were currently experiencing high levels of stress were advised not to take part in the 

study at this time. No participants indicated that they were currently experiencing high levels of 

stress or that they would find the interview distressing. However three women were excluded as 

they did not meet criteria for the study. 

Participants. Interviews were completed with 18 women aged between 25 and 65 years 

with a mean age of 46.6 years. Their experience with using antidepressants for depression varied 

from 6 years to thirty years (mean = 15.5 years). The participants had been on their current 

antidepressant for between 2 months and 22 years (average = 7.06 years). The most common 

antidepressants currently taken were within the SSRI groups: Citalopram, Escitalopram, 

Fluoxetine, Paroxetine, and Sertraline. Four women took the SNRI drug Venlafaxine. Two 

participants were taking Tricyclic antidepressants – Dosulepin, and Nortriptyline. Only one 

participant was taking the MAOI form of antidepressant, Moclobemide. Women in this study 

described that they had changed their antidepressant type or dosage an average of 9 times 

(range= 0 to 60), although some women had changed so often that they could no longer 

remember how many times it was. Of the women who were interviewed, 8 were single, 7 were 

married, 1 widowed, and 3 were in de facto relationships. Four of the participants were currently 

in same sex relationships. Half of the participants were parents, five mentioned they had planned 
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or wanted children, and a further four did not discuss children at all. The majority of the 

participants were of European heritage, and two participants identified themselves as Pakeha / 

Māori. A wide range of occupations was reported in the demographic information, which included 

the following: administration officer, student, teacher, youth worker, solicitor, counsellor, 

librarian, research fellow, occupational therapist, policy analyst, carer, film and TV post 

production worker, people who worked in Information Technology and hospitality. Some women 

were self-employed, retired, or held multiple roles and jobs. 

Data collection. Data collection was achieved through semi-structured interviews (see 

Appendix C for the interview schedule). The interviews collected individuals’ retrospective 

accounts of their past experience with antidepressants, and their perspectives on their current 

experiences and how these had developed over the long-term. 

The interviews lasted between 1 and 1.5 hours and were either held in a private office at 

the University of Auckland campus or in the participants’ homes. Before the interview began, the 

interview process was explained and the aims of the study were reiterated. If they were happy to 

continue, the participants then signed a consent form which stated they had given their consent 

to participate, their agreement to the interview being audio recorded, that they understood they 

had a right to withdraw from the study within four weeks after the interview and that their 

confidentiality and anonymity would be preserved (see Appendix D for a copy of the Consent 

Form). This form also provided a space for the participant to select whether they would like to 

receive a summary of the research findings once data analysis was complete. 

The interviews began with questions which explored the demographic details of the 

participants. These questions enabled an overview of the participants’ experience with 

antidepressant prescription, changes and their current antidepressant medication in order to 
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provide context for their overall experience with antidepressants over time. Participants were 

then asked to relate their experiences in as many stages as they felt they needed, according to 

beginning, middle stages, and recent stages, in order to be able to examine how their experiences 

and perceptions changed over time. Participants were then asked to describe their experiences 

with antidepressants from their first or initial experiences of depression. Open-ended questions 

were used to encourage descriptions of their experiences and to draw out information needed to 

meet the aims of the study. The participants were also asked about their experiences with any 

changes to their antidepressants, and any other forms of treatment or activities undertaken to 

assist them with depression as well as how these experiences were for them. Finally, participants 

were asked to consider how they would like to treat their depression in the future and what their 

recommendations would be for other women looking to begin taking antidepressants. The 

interviews were digitally audio recorded and were transcribed in full, including all repetitions, 

pauses, incomplete sentences and affective expressions (Lieblich, Tuval-Mashiach, & Zilber, 

1998). The women who participated were encouraged not to use names throughout the 

interview, but any instances of names being used were changed during transcription to ensure 

confidentiality. I then reviewed the written transcriptions through listening to the recordings 

whilst looking at my notes and identifying any errors.  

Completion of thematic analysis. As outlined by Braun and Clarke (2006), the initial step 

of thematic analysis involves becoming familiar with the content. As I had not transcribed the 

interviews myself, I read and re-read each corrected transcript before beginning coding. During 

this initial phase of analysis I kept notes on my thought processes in a journal, and included pencil 

markings on transcripts to identify patterns of interest and used different coloured highlighters 

to indicate related sections or quotes. This process allowed me to begin to note commonalities or 

patterns within the women’s accounts.  
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Generating initial codes. Once I had familiarised myself with the data, I began the process 

of ‘initial coding’ (Braun & Clarke, 2006). Initially I examined a sub-set of transcripts and 

summarised the data relevant to the research questions in pencil, and noted any thoughts I had 

on this content within my journal. This generated a comprehensive list of 97 raw codes which 

were recorded in NVivo and within my journal. When a code was repeated within the data, I 

selected it and added it to the NVivo node for the code.  

Reviewing themes. Following this process I met with my supervisor and looked through 

the initial NVivo codes and placed these together into possible themes. The 97 codes were placed 

into the following five overarching themes: ‘experiences of depression’, ‘origins of depression’, 

‘stigma’, ‘experiences with antidepressants’, and ‘self, agency and competency’. I then went 

through the remaining transcripts and checked the data against the chosen themes. During this 

process, I also examined any overlap between the themes, and included quotes within multiple 

themes if they were relevant to several concepts.  Through regular revision with my thesis 

supervisor, the ‘origins of depression’ section was integrated into the theme titled ‘experiences 

of depression’, and other themes were renamed to more accurately capture the content and 

meaning of the data. A thematic map was developed to illustrate the connections between the 

themes. All transcripts were then reviewed with these themes in mind and coded again to 

establish sub-themes within the NVivo software. These coded themes were then printed and I 

reviewed them again to ensure that they were relevant, consistent and discrete from one 

another.  

Defining and naming themes. I continued to analyse and refine themes, alongside regular 

contact with my supervisor in order to define and name the themes appropriately. An initial 

thematic map was established within my journal, which highlighted the connections and overlap 
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between themes. Subthemes and themes were reviewed and consolidated as appropriate, 

identifying the core meaning of quotes within the themes and ensuring that they fitted within the 

chosen theme. For example, the women’s experiences of depression whilst using antidepressants 

could fit under both ‘experiences of depression’ and ‘experiences of antidepressants’, and the 

meaning of each set of data was considered and allocated according to the overarching essence 

of the main theme.  

Producing the report. This phase involved ensuring that each theme was clear and 

accurately represented by selected quotes. The themes and subthemes were consolidated 

throughout this process. Prevalence was indicated by using terms such as ‘several’, ‘some’ ‘many’, 

‘the majority of’ or ‘a number of’, as recommended by Braun and Clark (2006).  

Quality of the research. Within qualitative research it is understood that the findings are 

based on assumptions about reality (Merriam & Tisdell, 2015), and are ultimately influenced by 

the subjective views of the researcher (Braun & Clarke, 2013). Lincoln and Guba (1985) have 

proposed research criteria for evaluating the quality of qualitative research (Lincoln, 1985; 

Merriam & Tisdell, 2015). These include credibility, transferability, dependability and 

confirmability (Lincoln, 1985; Merriam & Tisdell, 2015; Morrow, 2005). 

In order to address these criteria, I have employed several strategies as outlined below. 

Credibility refers to the truthfulness of the data, and whether the findings are congruent with the 

reality of the participants (Merriam & Tisdell, 2015). In this study, this definition of credibility 

refers to the experiences and views of the participants regarding long-term antidepressant use. 

To support credibility, an overview and description of the procedures undertaken were 

documented to ensure transparency and to allow for regular supervisory review.  
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Dependability occurs when other researchers can consistently follow and repeat the 

research process of the present study (Morrow, 2005). As described above, an audit trail involving 

the documentation of clear descriptions of the research processes and decision making was kept 

within a journal and was available to be examined within regular supervisory review with my 

thesis supervisor and by my colleagues within the university. A description of the processes 

undertaken is also available within this chapter.  

Transferability concerns the ability of the results of this study to be applied to others in 

similar situations (Merriam & Tisdell, 2015). To enhance transferability, I have included 

descriptions of the participants and methods used to provide context to the study, and to ensure 

that others reading this thesis study can be sure of the relevance of the research findings to other 

women who have taken antidepressants long-term. I have also used rich descriptions and quotes 

to ensure that there is adequate evidence and context given to the findings.  

Finally, confirmability pertains to the ability of the study to reflect the experiences and 

views of the participants rather than the views and experiences of the researcher (Merriam & 

Tisdell, 2015; Morrow, 2005). As part of this process the researcher acknowledges their own 

assumptions and values in respect to the current study in order for this to be considered when 

reading the research (Brink, 1993).  Therefore it is important that I acknowledge the interpretative 

role I take in conducting and analysing this research and the influence of my interpretations. 

Further, my position and training in clinical psychology and my experiences as a woman also 

contribute to the way I interpret the data. I believe my training as a psychologist has facilitated 

an understanding of the diversity in experiences of depression, its impacts, and the variety of 

interventions that can help in recovery from depression. My recent entry into the workforce and 

skill development in the treatment of depression has contributed to an open and flexible 
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approach to the data set and data analysis. Within the analysis, I also endeavoured to clearly 

indicate the multiple and differing perspectives of women to accurately reflect their experiences 

of antidepressant use and the personal efforts that were made to recover from depression. 
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Chapter Three – Results of the Thematic Analyses 

This chapter presents the results of the thematic analysis of women’s experiences and 

views of long-term antidepressant use in the management of depression. The process of 

conducting the thematic analysis was outlined in Chapter Two: Methodology (p.49.) The following 

five themes emerged from the analysis of the data: 1) the women’s experiences of depression, 2) 

their experiences with antidepressants, 3) stigma, 4) culture and managing the gaze of others and 

5) empowerment and responding effectively to depression. Each of these themes contains at least 

three subthemes (see Table1 below.)  

Table 1.  Overview of themes and related subthemes  

Overview of themes and related subthemes 

Women’s experiences of depression 
 Origins of depression 
 Recognising I need help 
 Depression ebbs and flows 
Experiences with antidepressants 
 Efficacy: relief, but not a quick fix  

Trial and error - entering the unknown 
 Antidepressants and the self 
 Ongoing negative side effects 
 Attempts to come off antidepressants 
Stigma 
 Stigma and depression 
 Antidepressants’ negative reputation 
 Depression and antidepressants are a taboo subject 
Culture and managing the gaze of others 
 Surveillance of the self 
 Endorsing gendered expectations 
 Navigating social roles and depression 
 Social and cultural contributors to women’s depression 
Empowerment and responding effectively to depression 
 Agency 
 Therapy and personal growth 
 Recommendations 
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The themes are presented below (see Figure 1). Quotes from the participants are 

provided to illustrate the themes and provide insight into the women’s experiences and 

perceptions. A thematic map as suggested by Braun and Clarke (2006) was developed to 

illustrate the relationship between the themes and subthemes and to provide a visual guide to 

the findings of the study. Relationships between the themes will be discussed throughout the 

presentation of the results.   

 

Figure 1: Thematic map 
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Theme One: Women’s Experiences of Depression 

Participants were recruited for this research based on their use of antidepressants for 

depression. However, the women in this study also experienced symptoms of anxiety and panic, 

eating disorders and addiction. Depression commonly co-occurs alongside other mental health 

conditions (American Psychiatric Association, 2013) and the current findings are representative 

of the complexity of presenting difficulties for those with mental health conditions.  The women’s 

descriptions of depressive experiences were similar in many respects, although no two accounts 

of depression were the same, and as one participant said, “depression has many faces” (P 13). 

When the participants discussed their experiences and views of antidepressants, it became clear 

that the women’s experiences of historical and on-going depression remained an important 

aspect of their current antidepressant use.  The participants’ thoughts on the onset and origins of 

depression, and the ongoing impact it had on their sense of self and their lives are discussed in 

this theme, and also contribute to the further themes discussed later in this chapter.  

The women’s perceptions and experiences of depression were varied. Several women 

used eloquent metaphors and similes to convey how it was for them, some likening it to a “dark 

hole” (P 4) and others describing it as diminishing their daily experience,  

I always described my depression as looking at life through a dirty pane of glass. Like, for 

example, I could see that there was a beautiful rose on that side but it wasn’t for me to 

reach out and touch and I couldn’t really be in the moment and experience it. There was 

always this barrier between me and reality (P 11). 

Many women described depression as a loss of something, such as energy, joy or motivation, “I 

found myself completely slowed down, I couldn’t actually move, I was just slightly catatonic” (P 

9). 
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Another woman said,  

It was like every ounce of desire to live, the energy, the will that people have that gets you 

out of bed in the morning that gives you that sense of life energy, a sense of purpose, the 

desire to make and create and do things was completely stripped away. I had nothing. 

There was nothing (P 11). 

One woman said it was “like a feeling of heavy, like having a heavy cloud over your head and a 

sort of sense of doom” (P 18). Several women said the most recognisable symptom was “crying 

all the time” (P 5, P 9, P 3), whereas another stated that a significant sign was her “extreme guilt” 

(P 10). 

 Most women’s interpretations of depression discussed the ways their depression 

impacted on their sense of self. A number of women noted that depression was associated with 

a feeling of losing a sense of themselves, 

I’ve had a lot of friends that I’ve sort of spoken to about depression and stuff and it’s not 

a feeling of sadness, it’s a feeling of total loss. You just feel completely lost. You have no 

idea who you are, no idea what you’re doing, nothing makes sense to you (P 3). 

 Another participant discussed how scared she felt about maybe not being able to find herself 

again, 

If you have never been depressed before and then it hits you - it is like a ton of bricks and 

you don’t know what to expect next, will you ever feel like your old self again and it made 

me really fearful that my old self had gone and whatever I was left with was not what I 

wanted to be and I didn’t know how to get that back (P 5). 

Although inextricably linked with depressive symptoms, diminished self-perception remained a 

threat for most participant’s years later and contributed to self-doubt and a lack of agency. The 
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next subtheme will illustrate the aetiological views of the participants, and how this fit with 

understandings of how depression impacted on them and was later recognised and treated. 

Origins of depression. This subtheme illustrates the participants’ views on the origins of 

their depression. For a group of women who were recruited based entirely on their use of a 

medical and biologically based intervention for depression, psychosocial explanations featured 

heavily in the descriptions of their experiences with depression. Several women in this study 

believed that the causes of their depression were purely related to psychosocial factors such as 

grief and loss: “my husband started to get sick… he got diagnosed with myeloma” (P 7); life 

transitions: “I was struggling to transition from high school to university” (P 8); and trauma “I was 

raped” (P 2).  Some talked about several difficult life events influencing the development of their 

depression, occurring in succession or all at once,  

I had a miscarriage, my mother died, my dog died and I was doing the PhD which was a 

terrible… a most terrible… and plus I was in a really dreadful relationship so it was all just, 

you know, life was pretty shit actually (P 12). 

Most women began by explaining the events, traumas and stressors of their life at the time, and 

then later followed it up with endorsement of genetic and biological causes of depression. For 

example, Participant Four spoke in depth on her experience with depression in the context of a 

history of neglect, emotional abuse and trauma, 

My depression then started when we went home because everything changed. And going 

through my early teenage years was just horrendous. We were sent to a convent boarding 

school. I had horrendous asthma. My twin and I became very co-dependent in that she 

was the outward survivor and I did the intellectual surviving because we were both really 

dysfunctional (P 4). 
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This participant’s story indicated that context was important, and her personal story of a lifetime 

of grief and loss was intertwined with her experience of depression. However, she later said, “In 

my family it’s genetic and it comes through the females” (P 4).  

Women commonly told their story in this fashion. They initially introduced the psychosocial 

context, relating it to the emergence of their initial symptoms and the development of depression,  

I had bad skin, red hair… excruciatingly shy… bad tempered father, mother who cried all 

the time…my self-esteem was rock bottom… there were also things that happened to me 

as a girl, that I’ve come to realise were pretty blooming normal… my ex-husband was a 

drug addict. He was an alcoholic and still is incredibly violent (P 13). 

This person later goes on to say “It’s a chemical imbalance” (P 13). One participant described how 

she strongly “blamed” psychosocial origins for her depression during her initial experiences, but 

this shifted to a biological aetiological view over time:  

I blamed everything…So everything I could figure out, everything I could blame, you know. 

I’m overweight, I’m this, I’m that and I’m, and it was every excuse I could think of, but it 

didn’t make it any better. We got robbed. That was the reason why I was feeling sad. 

When I look at it now it’s like, that was just another excuse (P 3). 

She indicated that she believed depression was a separate experience, which was more 

“serious” than psychosocial stressors, and how mental health services facilitated this 

perspective,   

I blamed it on my boss. I blamed it on my husband. I blamed it on the weather. I blamed 

it on everything I could possibly blame it on until finally they took me seriously at maternal 

mental health and they went, no this is, this is depression (P 3). 
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 Only one participant explained how she thought how life experiences and biology 

interacted, “I can give you the reason. I trace it back to sexual abuse. It went on from when I was 

three to fifteen and just developmentally I never had a chance to have normal serotonin” (P 15). 

She explained later that she placed her aetiological understanding on environment impacting on 

neurotransmitter levels rather than a genetic predisposition, “the point being my body doesn’t 

produce enough so I have to take it. It could have been genetic, it could have been whatever, but 

I put it with sexual abuse. It just doesn’t make enough serotonin” (P 15).  

 Most women came to understand that both biological and psychosocial factors 

contributed to the development of depression, “I am in charge of my life, not my genetics or my 

environment because both are involved” (P 4), and some articulated that it was difficult to tease 

apart the mechanism of how these interacted and that this not knowing was uncomfortable, 

People talk about it as genetic and I’m like am I depressed because my dad’s depressed 

or am I depressed because my dad’s problem is depression and anger, affected our family 

life and affected me growing up, which I mean you can’t tell, you can’t know. You can’t 

know whether it’s situation or biology or both or what, but it makes me worry (P 1). 

Another participant said, “I don’t know, like sometimes I wonder if I’m a bit more sensitive than 

other people or have I just had a reasonable amount of stressful circumstances?” (P 16). This 

person later went on to say, “I don’t know if there’s ever really a pure depression anyway”. 

Recognising I need help. In this subtheme, women talked about the development of 

depression over time. Most reflected that depression had been a part of their personal lives for 

many years, often long before it was diagnosed, “But I was never happy and I did suffer from 

depression I think all my life” (P 6). Although most women recalled that symptoms began from an 

early age, “From my whole childhood I always had issues with my moods” (P 1), for others 
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depressive symptoms first began in adulthood, “The first episode occurred when I was about 36” 

(P 9). 

 Depression was so commonplace for several women such that it was referred to as the 

“default” (P 4) or “norm” (P 3). In this way, several women’s accounts involved a sense of having 

acclimatised to having depression, “[It] started when I was about, that was about 10 as well I 

think… so I’ve kind of had that all my life. I’m kind of used to it” (P 18). In this way, depressive 

symptoms were ongoing, “But I don’t know that I particularly noticed when I suddenly went ooh 

I’m not depressed. You know I don’t think I noticed a time when I wasn’t” (P 16). 

 For those whose experiences had started early, depression severity was understood as “a 

gradual build-up” (P 11), which initially had women attempting to push through difficulty until it 

became too much. One of the reasons given for the delay between onset and help seeking was 

that participants had to wait until their depression was severe enough or making enough of an 

impact on their lives for them to recognise it, 

I didn’t really ever realise I had depression until I got really, really sick.  I think I had twinges 

of it but dealt with it in a young person’s way with just carrying on living and went through 

a lot (P 5). 

Because symptoms were insidious and took a long time to be acknowledged, a number of women 

felt their depression could have been recognised and managed earlier than it was, “You hear of 

how many undiagnosed people there are and I was one of them you know, like I probably had 

symptoms as a younger person and low self-esteem and all of that kind of stuff” (P 16). 

Participants also minimised their need for support until their suffering was noticed by someone 

else. Half of the women’s descriptions involved a memorable point when another person 

validated and recognised their struggle with depression, and this instigated seeking help, “I 



WOMEN’S EXPERIENCES OF LONG-TERM ANTIDEPRESSANT USE 68 

 
remember my friend’s mum at 17 saying you really need to go (and get help)” (P 14). One 

participant highlighted the relief she felt, 

It was actually my mother, my mother actually said, I remember her saying this, I’m lying 

on the couch and completely munted from not sleeping and she said, this is no way to 

live, you should go and get some medication. 

Interviewer: Yeah. What was that like to hear? 

Response: Actually it was really a relief. Yeah it was sort of like, because at that point I 

think when you, when you sort of have permission I think to get medication but you don’t 

have to try, you don’t have to keep battling, so it was a relief, yeah (P 12). 

Several women also experienced a sense of validation after speaking with health professionals, 

… And you’re going to see a psychiatrist for god’s sake, you’re going to see this top notch 

woman telling you that you’re clinically depressed, like that is enough to… although when 

she said that to me, I think I must’ve crumpled down into a pile on the floor ‘cos finally I’d 

got what I needed to hear (P 3). 

 Although it often took a long time for others to recognise it too, the ways women 

perceived depression in their lives were often very different. In the following subtheme, current 

experiences of depression severity will be illustrated, alongside women’s views on the nature of 

depression as being a constant, although changing in severity at different points in their lives. 

Depression ebbs and flows.  Depression was experienced in different forms and severities 

by the women in this study. They appeared to experience depression as ebbing and flowing over 

time, including while on antidepressants, and fourteen participants described currently 

experiencing some level of depression. The majority of women spoke about current depressive 
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symptoms in phrases like, “I can still get down” (P 12), “So yeah I think overall my depression, I 

don’t think it’s really gone” (P 16), and “I think I am still depressed, I know that I am” (P 2).  

The remaining four women described no current depressive symptoms, although 

throughout their interviews, they described negative cognitions and limited experiences of 

happiness. In the following quote, even after describing a complete lack of hope about her future 

and indicating significant signs of depression, Participant Six later classified herself as not 

depressed, 

I just like getting through every day and I look forward to sleep and I love going to sleep. I 

came across this great quote which was: I love going to sleep, the nothingness of sleep 

and the everythingness of awaking. So maybe that is what you are talking about with the 

absence of highs and lows and the flatness. I just like getting through each day and getting 

it over with. I don’t hope for the future. I don’t see the future in any … yeah I’ve lost that 

sense of that looking forward thing. I don’t have that. 

Interviewer: Would you say that you are currently like actively depressed? 

Response: No (P 6). 

 Many women spoke in this way, and conveyed that while they still experienced 

depression, they were satisfied with the effects of antidepressants. In comparison to their worst 

experiences, several women currently saw themselves as “happy” (P 9). “Depression” was 

commonly defined by the severe and debilitating initial experiences, and in comparison, they 

would now consider themselves “well’”. While the severity had decreased with antidepressant 

use, several women felt resigned about depression remaining a part of their lives forever. 

Participant Ten said, “What else can you do really? I am sort of resigned to the fact that it is a pain 
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that I have to go through and that is just it”. Another participant hoped that one day it would be 

easier to manage, 

I think it’s always going to be there. I don’t think I am ever fully going to get over it. But I 

think I will probably eventually, hopefully, sometime down the road, get to a point where 

it’s so easy to ignore it’s not funny, kind of thing (P 2). 

In summary, many women situated their depression within a psychosocial context, 

although they highlighted biological models of depression. Many found it hard to articulate how 

these models worked together, and stated that identifying the degree to which each model 

contributed to their depression was not possible. Many said the early warning signs of depression 

were under-recognised and there was a drive to continue pushing through difficult depressive 

symptoms until their suffering was noticed and validated by someone else. Women mainly 

noticed how severe their depression was by looking back and comparing it to their current 

functionality; they indicated that they were fearful about its impact on how well they could meet 

role expectations in a number of life domains. This continued to be used as a measure of their 

current wellness in the present. Finally, the participants noted that depression continued to ebb 

and flow; they generally accepting it as part of their current lives, although it did not currently 

have as severe an impact as when it was untreated.  

Theme Two: Experiences with Antidepressants 

This theme presents the experience of being prescribed and taking antidepressants long-

term and the perceptions and thoughts women had about this. The participants had a range of 

experiences in starting antidepressants and finding one that they thought was effective for them. 

Their initial responses and experiences were often different to their current views, and some 

women felt antidepressants were limited in what they could achieve.  
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Several women found it difficult to recall the initial prescription processes due to how long 

ago it was, their distressed mental state or the use of multiple medications. However, most 

women recalled their initial experiences with clarity. The participants had various reactions to 

being offered antidepressants for the first time. Several women mentioned a sense of relief, “I 

think I was more just relieved. I think I knew I needed it “(P 10), and a sense of optimism once 

they were offered antidepressants,  

I just thought, fantastic. Pills work. Everyone knows that. Like antibiotics get rid of this and 

these will get rid of me being like this. In a few weeks hopefully I’ll feel a lot better. 

Fantastic. Take them, thank you, bye. I just couldn’t wait to get out of the door (P 17). 

However, others mentioned they were “nervous”, or that they were initially “anti-pharmaceutical 

drugs” (P 6). Some women felt pessimistic and were “looking for it to fail” (P 14). Others were 

disappointed because they were looking for other forms of help. “At that stage I wasn’t wanting 

medication, I just wanted to talk to somebody” (P 18). 

Efficacy: a relief, but not a quick fix. The women perceived the benefits from 

antidepressants along a continuum, from mild decreases in depressive symptoms through to 

periods of not feeling depressed at all. This was a qualitative study, and although no formal 

measures were taken, the majority of the women acknowledged that they still had ongoing 

symptoms of depression. Also, although only four women reported that they no longer had any 

depressive symptoms, their descriptions indicated ongoing negative cognitions and limitations to 

their experiences of happiness, as reported in the previous subtheme. In describing the benefits 

of antidepressants, around two-thirds of the participants talked about how medication facilitated 

their ability to participate in life, saying that they “made life, made it possible for me to do things” 

(P 12). These women pointed out that antidepressants, “…just give you a little platform from 

which to start operating in a more normal way” (P 9).  
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 Once a satisfactory antidepressant dosage was achieved, women spoke about the benefits 

they perceived. Some had purely positive experiences, involving a significant reduction of 

symptoms, “Yeah, it (the change) was quite profound” (P 14).  After some years of ineffective 

antidepressants, one woman used a similie to describe her experience of finding one that worked, 

“Have you seen that movie Pleasantville and they go from black and white to colour? That’s what 

it was like. I was just like, oh my God” (P 1). 

 The majority perceived subtle benefits, speaking about how antidepressants “helped me 

get over the hump” (P 9), and helped them feel “even” or “level”. The effectiveness of 

antidepressants was noticeable in that it “took the edge off” (P 3) their symptoms, “It obviously 

helped me to manage better. It helped me to not feel so besieged by pain and stress. It enabled 

me to kind of objectify things a bit” (P 6). Most women said that depressive symptoms were 

lessened. “I didn’t have the negative or the self-critical thoughts or the negative view on life. Life 

just got easier in terms of how I thought about things” (P 15).  Some mentioned that it “re-set” 

their brains to work normally or they felt more “normal”. This shift, although not a complete 

removal of depression symptoms, was enough to have these participants say they were 

“satisfied” (P 10, P 15) with their effectiveness, and say “I’m definitely an advocate for them” (P 

11). 

 As mentioned, many women found that depression continued to ebb and flow, and all but 

one of the women said that they currently experienced mild to moderate levels of depression. 

“Yeah, the symptoms have remained, but I would say they would be less ... less toxic as time goes 

on” (P 15). One participant acknowledged, “I don’t think I had a magic bullet” (P 13). For the most 

part, women in this study perceived antidepressants as “a bit of a base to work from“(P 18) that 

enabled them to engage with therapy or to make and execute plans that would promote their 

wellness and help reduce symptoms. “I just feel like the antidepressants help me stay at a more 
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even place where I can then just access all that other stuff more” (P 14). Another participant had 

tried therapy, mindfulness and behavioural activation, but she had not been able to engage with 

it until she had medication, 

It’s almost like my brain wouldn’t work unless I had the right tablet. Once I got the right 

tablets and my brain was set, then I could do the positive thinking and give myself reasons 

to get out and do stuff. But I couldn’t do it without (P 21). 

 Antidepressants were considered “one of a variety of options that we need to do to get 

ourselves well” (P 16) by the majority of women. Most advocated for using therapy alongside 

antidepressant use as a means to reduce symptoms, saying, “I don’t think you should do one 

without the other” (P 8). Participant five spoke about her experience of this,  

I don’t think drugs would have done it on its own and I don’t think therapy would have 

done it on its own and I always thought that the drugs were there to help me get well 

enough to have meaningful therapy and once I realised how much I had to actually work 

out in my emotions that there is no way one thing is going to do it (P 5). 

Several women conveyed that over the long-term, antidepressants offered some respite, or 

enough to be able to then work on managing depression through other tools or getting to the 

root cause, 

No, I definitely think that they (antidepressants) are the, they are I guess the weed killer. 

They are just keeping some of the vitality out of the plant root, they really are. …  I mean 

there are times when I’ve sat there going what are they doing for me? Because I am still 

struggling with this thought, or that thought or that thought or whatever and so it’s only 

through that experience that I can say, yeah, they’re keeping it at bay while I try and figure 

out how to really dig it out once and for all (P 16). 
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 All of the women in this study experienced some benefit from antidepressants, and the 

majority had ultimately found them “helpful” (P 11). Several felt strongly that they “would not be 

alive today” (P 4) without them. “Thank god that, you know, I got this at a time when drugs like 

this are available, you know” (P 11).  

 Trial and error- entering the unknown. Following the initial prescription, 80% of the 

women in this study underwent changes to their antidepressant dosage or type (or both). In trying 

to find the right fit for them, most women “tried a whole range of different meds” (P 2), and 

sometimes this took years of experimentation, 

I also went to a psychiatrist trying to get the drug, the medication right so it was quite a 

lot of to and fro in that first, I dunno, 5 or 10 years, trying to get the right thing and trying 

to be okay (P 12). 

Several women considered themselves “lucky” (P 3) if the first antidepressant that was trialled 

was an effective one, “I’m very aware of the reality that for a lot of people, you’re lucky if the first 

thing that you’re prescribed actually does work for you and, yeah so I consider myself really lucky” 

(P 11).  

 Three participants found it took several years to find a medication that offered relief from 

symptoms, and felt ongoing anger and regret about this, “I was, still am really, really upset and 

just like shocked and amazed that that is what it takes to get a medication that works.  Like it just 

makes me so angry” (P 10). This participant later talked about how she had to “suffer for so long 

without being told that there is this other medication that works better” (P 10). 

Another participant wondered what she had missed out on in life as a result of this lengthy 

process, 
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That was the only one I’ve ever found that’s done anything and it always made me upset 

because I wondered if I’d had the mix of what I’ve got now a few years ago, I wondered 

how different things might have been (P 17). 

Other participants’ experiences of the initial stages were disappointing, in that they “couldn’t see 

many benefits” (P 2) with their medication, 

The experiences with antidepressants were that they just didn’t work… I didn’t 

understand it but I thought maybe it’s got to be more than a few weeks because your 

brain has got to change itself. So I can remember every time I took the tablets, four to six 

weeks, I gave myself a lot longer than that because I thought, well my brain has got to 

change. But nothing, nothing. Like as though I had eaten a chocolate biscuit. At least you 

get something out of that. Nothing. (P 17). 

Despite this, even small changes were considered wins, “Well I knew that it wasn’t totally working 

because I was so unwell but I must have still rated it because my answer wasn’t I don’t want to 

take them.  The answer was give me more” (P 10).  

 “Playing around with getting the right dose” (P 1) was commonplace. For several, this was 

a decrease in the amount of medication they were initially prescribed, “So I’ve always gone down 

rather than up” (P 11), and one said that her initial prescription was far too powerful for her, “I 

was told I had to take two of them and I couldn’t even take one. It knocked me off my perch. So I 

started cutting them up and eventually I whittled it down to a quarter” (P 13). For the majority of 

women their initial experiences were of gradual increases, “over that whole time I think I was just 

increasing the dose” (P 16). This led some to believe that this was just how antidepressants 

worked, that a tolerance was built over time and more medication was continually required, 
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My experience is that you go, you’re good for a while, then you need more, you know? To 

keep getting improvement, you have to up your dose and that would certainly happen to 

me. I’d go back to the doctor and the doctor would just keep increasing my dose towards 

like the maximum level that you could have, you know, for the things I was on (P 12). 

Another participant said, 

I must have had some kind of experience of ... oh it’s actually working again better because 

in my head there was this idea that you should probably change your antidepressants 

regularly because you become immune to them. That was something that … someone said 

that and it must have been a sense of when I went on the new one I must have got an 

elevated shift (P 14). 

 A number of women indicated that taking smaller doses of antidepressants was preferred 

and that they were averse to having higher dosages, “Yes and also at the back of my mind I also 

didn’t want to be on high doses of antidepressants for the rest of my life and so I did try and 

whittle it down” (P 13). Higher dosages were associated with more reliance on the medication, 

“cos I’m on a low dose, it’s not like I’m relying heavily on them” (P 3), or described them as 

impacting on the personality more than lower doses, 

I’m still the same person, yeah you know, that’s yeah, I think I am the same person. 

Personality hasn’t been affected, yeah so I think it’s a low dose, you just need to see when 

you speak to people on the high dose (P 11). 

 Some sought a second opinion following frustration with ongoing changes or increases in 

their medication, and that the professionals were shocked, “I went to another private doctor and 

when I told her what I was taking and that I was miserable she nearly fell off her chair at the 

dosage that I had been prescribed” (P 10). Another participant said, “I went to a doctor there who 
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said, why on earth are you on this? Have you ever been psychotic? This is ridiculous, you shouldn’t 

be taking this” (P 12). 

 Half of the women felt changing their medications was “a huge risk” (P 4). Changes or 

transitions were seen as scary, “It’s like, no, stay with what I know because if I don’t, who knows 

what else it’s gonna trigger?” (P 3), and they considered the process of trialling medications was 

uncomfortable, “It’s just very rough science” (P 12). This participant then clarified her opinion, 

It just seemed that it was just such a stab in the dark and so inexact and you know, it’s not 

like anybody’s ever going to sit down with you and really, you know, be able to sort of fine 

tune the medication to give you (P 12). 

Part of the discomfort of starting and trialling antidepressants was a concern with the unknown, 

even in the present day, “We don’t know enough about any of it. I don’t think we really do at all” 

(P 17). One participant mentioned that their prescriber was open about the limitations of what 

they knew about antidepressants, “And what the psychiatrist said to me was we don’t know more 

than what we do know and we don’t know much about this” (P 4). A number of women talked 

about this lack of knowledge as continuing throughout their experiences with antidepressants up 

to the day they were interviewed. They had current concerns over the long-term impacts of 

antidepressant use, and ultimately had to trust that they would be all right, 

I mean I do occasionally worry about, like so many things they rush through and they don’t 

really know the long-term consequences and so I think about that. I think what if they 

decide that everyone that takes them as long as I have ends up with dementia, you know? 

One, it’s probably too late now, but two, if I could have known that back in the 90s I 

probably wouldn’t have done it but who knows? (P 15). 

Another participant said, 
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Of course I wouldn’t want to be on medication, because the truth is that you don’t know. 

I don’t know what it is doing to my body or brain or whatever. They probably haven’t done 

a study on people taking Venlafaxine for 50 years, but ideally I guess it would be nice not 

to be on it, no one should have to take a drug or should want to take a drug like that (P 

8). 

 Most of these women talked about having to accept that there would be things they 

would never know or understand about antidepressants, and yet they would continue to take 

them. Although they were uncertain about the future medical impact or the efficacy of 

antidepressants, the women were firmer in illustrating their social understandings about what it 

meant for their sense of self to be taking antidepressants.  

Antidepressants and the self. This sub-theme concerns the impact of taking 

antidepressants on the women’s sense of self, which was mentioned by over 70% of participants. 

Several heard warnings that antidepressants change your personality, “I thought, in my head 

from, bless her, my mother, and the older set that were around me, who kind of said ‘Oh it 

changes the way that you think and it changes who you are’ and lah lah lah” (P 3). Because of her 

wariness of having a changing self, Participant Eight described having heighted self-monitoring 

for noticeable differences once she began taking antidepressants,  

I think lots of it was more psychological in terms of it was like a dirty secret I was taking 

antidepressants so, like, I was kind of aware, will people notice? Will people think I am 

different? So I don’t know if that was worth noting down but maybe psychologically I 

became a bit vigilant about if I was being different and people noticed and would they 

know that I was on antidepressants? (P 8). 
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 Several others described that sensing differences in themselves was confusing or difficult 

to identify, and sought validation from their health professional, “I felt a bit strange but I don’t 

know if it was like I was imagining it and she (the doctor) said that people have reported that - 

being a bit different” (P 18). 

 Women’s emotional experiences were reported to be a powerful source of identity, and 

managing emotional responses through medication left women with questions like, “I wondered 

whether my feelings were artificial and genuine” (P 4). In seeking relief from depressive 

symptoms, several women described an emotional numbing that impacted on their sense of self 

and enjoyment, “I just didn’t have the joy of life or anything like that, I just felt numb” (P 7).  In 

this way, women felt conflicted about the degree to which their emotions defined ‘them,’ and 

whether changing their emotional world by taking antidepressants left them a different person. 

Participant Four talked about the importance of building a sense of herself through emotion,  

I don’t want all my emotions masked. I still want to feel sadness if there’s sadness, okay. 

I still want to wet my pants laughing. I don’t want to be just between this and this and to 

have that and that cut off okay for the sake of the tape. I’m doing the equator thing. It did 

take me many, many years to be able to cry again (P 4). 

However, one participant described this dulling down of emotions as a reduction of depressive 

symptoms, and therefore it was a sign that she was ‘normal’, 

When I first took them I initially thought, oh, oh no I don’t feel anymore, I’m not feeling 

anything. But the truth was, yeah I wasn’t feeling anything, I wasn’t feeling depressed and 

that was my, that was my norm for such a long time… So I wasn’t feeling, I was feeling 

normal, I was feeling how you’re meant to feel (P 3). 
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 One third of the participants felt that antidepressants helped them to return to their true 

selves, that they regained personal qualities once the depression symptoms started to abate, “I 

got my sense of humour back” (P 13). Participant Nine said, 

I did feel relieved that I was starting to feel more normal and that my range of emotions 

was not excessive and I was still able to respond to normal things that I enjoyed, like music, 

or I was able to be angry. I was more myself. It was my temperament, which is kind of a 

slightly nervous highly strung sort of temperament, but it was my temperament without 

that extreme sort of physiological and serious depression (P 9).  

For a few participants, their experiences with antidepressants changed their whole 

outlook on the causes of their depression and they felt a sense of relief that the depression they 

had experienced was not something that could be attributed to ‘them’. “It was kind of a relief just 

to go oh gosh it’s not really me, it’s the brain chemistry” (P 15); and, “I thought it was me and it 

wasn’t. This was my body. This was my body” (P 4). 

 A number of women mentioned that because they had been on antidepressants for so 

long, they wouldn’t know themselves without antidepressants, “But I also can’t remember what 

it was like to be off them. So it’s like who am I without them? I don’t know. When you’ve been on 

mind altering medications your whole adulthood, what does that mean?” (P 1).  

 Another participant reflected on what she had missed in her life as a result of being on 

antidepressants, and considered that depression may also have played a part in limiting who she 

wanted to be, 

Antidepressants have, you know, in one way kind of made things possible for me and in 

another way taken things away. You know, like taking away, maybe I would’ve been more 

energetic or fierce or you know, things like, in a good way, not necessarily in a bad way, 
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you know what I mean? But I feel like I’ve kind of lived this sort of quite contained life 

because of them but then you know it’s like, is that because of the role that depression 

has played in my life? Or is because of the medication? They can’t really be extricated (P 

12). 

For this reason, participant six talked about coming off antidepressants so she could get back to 

herself: 

Interviewer: I mean you said that you would like to stop taking antidepressants in the 

future. 

Response: I would. 

Interviewer: Can you explain about why that is kind of on your mind and what is that? 

Response: Well because I would like to get back to me, whoever I am and I feel that maybe 

that is impeding some part of me (P 6). 

 For several participants, their initial thoughts were that these changes in themselves were 

a result of antidepressant use, but as the interview progressed, they talked about other factors 

which could also have been responsible, effectively relieving the antidepressants of a role in this 

change.  

Taking antidepressants had a major impact on how the women perceived themselves or 

their sense of self. Emotional experiences were closely linked with the sense of self and women 

perceived that the antidepressant may have changed them or their personality in some way. The 

experience of side effects had a significant impact on the women and contributed to their 

satisfaction with their antidepressant.  

The participants’ views and experiences with antidepressant side effects will be presented 

in the following subtheme. 
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On-going negative side effects. All but one of the women in this study experienced 

negative side effects at some point as the result of taking antidepressants. In the women’s 

accounts, these side effects were generally more noticeable when starting a new antidepressant, 

although most of them reported that they currently experienced on-going negative side effects. 

The one participant who reported they had no side effects said she felt lucky that this was the 

case,  

I didn’t, no I had no side effects. Again I feel very lucky that I got the, that I hit the right, 

you know the, because I know that … say… friends that I, they’ve all been, describing 

different things to me so it was just lucky, you know, something else might’ve worked for 

me as well so yeah it was, no, no side effects and since then I don’t think any side effects 

as in physical, I don’t think so (P 11). 

 For many of the women, some side effects such as headaches, jaw clenching, difficulty 

concentrating, feeling like a zombie, anger, mood swings and shakiness were more severe or 

prevalent when antidepressants were initiated. These were said to ease over a period of several 

weeks, “No, (they lasted) probably the first couple, the first month I suppose. Yeah there are 

bouts, and it was, yeah it was just that sort of, initially it was quite, you know, noticeable, and 

then it sort of tapered off” (P 3). However, there were many side effects that remained 

problematic at the time of interview and there were several that were reported on by many 

women. The most commonly reported ongoing side effect was tiredness and sleepiness, reported 

by over half of the participants,  

I have sort of been like, for the last five years, in a constant state of being tired. But it’s 

not like so tired I need to fall asleep right now, but it’s just I’m always tired. I am never 

fully awake (P 2). 



WOMEN’S EXPERIENCES OF LONG-TERM ANTIDEPRESSANT USE 83 

 
 The second most reported side effect was that of sexual dysfunction and a loss of libido, 

“I haven’t had any interest in sex for probably over ten years” (P 6). Not only was this a physical 

side effect, but it also had ripple effects on women’s relationships and how they perceived 

themselves as partners and as lovers. “Oh it’s huge. It’s huge and it’s very hard. And remember 

I’m the best fucker in the world and sex equals love and all of that. And I had no libido, nothing, 

zero” (P 4). 

 A third common side effect was dry mouth and thirstiness, “I really don’t like these they 

make me so thirsty all of the time thirsty, thirsty and it was just driving me mental” (P 10). Other 

ongoing side effects included nausea, feeling elevated or agitated, constipation, sleeplessness, 

sweating, weight gain and lack of appetite.  

 A number of women were resigned to having ongoing side effects, and having to adjust 

to them as a ‘payoff’ for reduced symptoms, 

 I remember always having a dry mouth for ages. But both of them had that as a potential 

side effect. Both of them had sweatiness. And so I don’t know, but nothing that bad. You 

can handle those. You can buy mouth spray, whatever, that’s fine (P 1). 

 Negative ongoing experiences with side effects contributed to some women wanting to 

reduce or come off their antidepressants. The next subtheme presents women’s experiences of 

coming off antidepressants, associated withdrawal effects and how this impacted on the women’s 

sense of agency and autonomy in managing depression.  

Attempts to come off antidepressants. The majority of women in this study had 

attempted to come off antidepressants at some point. The fifteen women who purposefully 

tapered off their antidepressants gave reasons such as, “I just decided I don’t want to take 

medication any more” (P 3), “I just wanted to be free of it” (P 7) and “I just gave up on being on 
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medication. I was just so tired of having to take these pills every single day” (P 2). For several 

women, coming off antidepressants was related to disappointment that they were not working 

as effectively as they would like, “I wasn’t really noticing much of a change and I thought maybe 

they haven’t done anything for me anyway because I wanted to see what life was like without 

them” (P 14). Several women described discontinuation as a ‘test’ to see if they still needed 

antidepressants, 

I think of testing to see whether I could function as well on a smaller dosage, cause also I 

think a sort of a kind of I guess a pressure to say, do I need to be on this? You know, do I 

still need to be on this?  (P 11). 

 The experience of attempting to stop antidepressants was frequently difficult and 

sometimes frightening, as women began to experience discontinuation symptoms, with one 

participant saying “Yeah, the fall out is pretty intense” (P 16). Several women experienced “brain 

zaps” (P 8), saying, “I was getting electric shocks in my brain” (P 10). Participant Ten said she had 

to take time off work due to “significant withdrawals” (P 10) which also involved feeling “foggy” 

and “dizzy” for several days. 

 Another participant talked about her experience during discontinuation,  

I had the zaps in my brain down to the end of my fingers, constant nausea which was only 

made better if I had a lemon juice and soda and I was moving all the time, cause if I stood 

still it was headaches and then mood wise I thought this is okay, I’m doing OK, and then 

something happened with my smell which is something that I have still got. I get triggered 

very easily by smell for nausea (P 8). 



WOMEN’S EXPERIENCES OF LONG-TERM ANTIDEPRESSANT USE 85 

 
Participant Two described that coming off antidepressants was much worse than the side effects 

of the medications themselves, “the side effects of coming off the meds was sometimes worse, 

sometimes even worse than being on all the meds” (P 2). 

 These women ultimately found withdrawal challenging, and often thought they were 

experiencing increased depressive symptoms. Several women perceived that this meant their 

depression had returned. “I did put on weight after I’d stopped taking them but I’m wondering 

whether that was more the depression kicking in, you know that thought process kicking in” (P 

5). Similarly, another woman said, “when I stopped taking Venlafaxine I just stopped that myself 

cold turkey and the depression just hit straight, like this wall, just like depression hit me all over 

again” (P 2). On the other hand, a few said the symptoms they experienced were actually 

withdrawal symptoms, “I think it was the withdrawal that sent me out of control” (P 11).  

 Although they were currently on antidepressants, some of the women described periods 

of time where they had successfully come off for months and had not been taking 

antidepressants, “So for just over a year I was off anything” (P 13). However, most women who 

had tapered off antidepressants did not manage to remain off antidepressants for long periods, 

and went back on them within days or weeks of coming off, “I did decide to take myself off them 

a couple of months ago. Went straight back on them not long after because I obviously wasn’t 

ready” (P 3). Several participants described the immediacy of changes in their mood once 

antidepressants were stopped, 

I tapered off, tapered off, tapered off and was just down to this final last 30mg, 

Nortriptyline has been really good and so good that I thought I would try and do without 

anything, and then I just came off it and immediately just, I don’t know, just this sense of 

imminent danger, much less solid (P 16).  
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Some women talked about having a recurrence of severe depression some months after 

successful withdrawal, “But eventually I slipped on three different occasions and the last occasion 

was the worst. Maybe that’s how it happens. They get worse. The last occasion was the worst” (P 

6). 

 It was notable that many of the women described an increase in psychosocial stressors or 

circumstances around the time of discontinuation, “That was around just before my friend died. 

I went off it a week or so before she died. And then there was coming off those plus her dying and 

that was a really bad time” (P 2). 

 The women’s difficulties coming off antidepressants, particularly discontinuation or 

withdrawal effects alongside the recurrence of depressive symptoms, contributed to the belief 

that they needed antidepressants, “I don’t want to let go of it because of the episodes and things” 

(P 9), and “I sort of was taking them because not taking them was worse” (P 12). Another 

participant explained her thought processes about this, 

I think I didn’t really ... I just didn’t want to take them because they’re antidepressants 

and thinking, oh well, I can do this without them. I’ll be alright without them, and then 

slowly becoming more and more like, well, actually I can’t. If I’m off of them on those early 

days, like after about six weeks, I’d really have a crash. It would take about that long (P 

15). 

 Unsuccessful attempts to stop using antidepressants as a result of withdrawal symptoms 

made women afraid to try and come off them again, “I’m so terrified to come off. I just can’t.” (P 

17). Difficulties with tapering off and returning depressive symptoms contributed to this woman 

becoming fearful of adjusting her dose, and she mentioned how she had come to consider that 

the benefits outweighed her concerns about taking antidepressants, 
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And I am just worried that if I even start adjusting my tablet something is going to knock 

and I might even get back on them again and it won’t work. I’m terrified. I don’t want to 

come off them. I don’t care. I could be on 50 tablets, and if they made me feel like this 

I’ll take 50 tablets a day because I don’t care about being on a pill. Either I want to die 

every day when I’m getting up or I’m taking a pill (P 17). 

Participant Seven said, “I am too frightened to try going off them again because that drop I had 

was awful and I don’t want to go through that again, not yet.  Not on my own” (P 7).  

 One participant felt there was a chemical process involved in adjusting to the 

antidepressants, which meant that she now could not come off them, “I feel like I’m, my body 

chemistry or my brain chemistry is so adjusted to it I don’t have a choice now, sort of is how I feel, 

yeah” (P 12). 

 The majority of participants described a sense of resignation about this, and a shift in 

perspective over time to believing they needed to take them, “It was just I realised I’ve got to take 

them” (P 15). At the beginning, they had more doubts about taking them, but as time went on, 

and particularly following unsuccessful attempts to come off them and the negative experiences 

of withdrawal symptoms, the women felt more accepting or resigned to the fact that 

antidepressants were now part of their lives. Participant Three said, “But now, Citalopram’s just 

part of my life. It’s just there”. She later goes on to say, “But yeah, it’s weird cos you sort of, it just 

becomes part of your life anyway. And it’s just a little white pill” (P 3). 

Some mentioned “a sense of reliance about it” (P 9), and perceived antidepressants as “a 

security blanket” (P 7) against further episodes. Approximately half of the participants were 

satisfied with staying on antidepressants, saying things like, “Yeah I don’t want to go off it, I am 

really happy and I don’t want to change that” (P 8), and “And yeah, I don’t wanna, if something’s 
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not broken, I’m not gonna try and fix it, there’s no point” (P 3). However, others wanted to try 

something different in the future. “Possibly sometime in the future I can make a decision not to 

have them but I just don’t feel ready for that at the moment” (P 9).  

A number of women acknowledged their “ambivalence” (P 9) about taking 

antidepressants, describing them as a need, not a want. “I don’t want to be a person that takes 

antidepressants really and then seeing well, actually, I need to” (P 15).  Another participant said, 

“I do think that even if antidepressants are bad for me, I need them and I think that if I hadn’t had 

them, I think things would have been worse” (P 7). Most of these women explained that their 

‘need’ was defined by the fact that antidepressants helped them be their ‘functional’ selves, and 

were protecting against further episodes, 

I feel that, you know, like most people do that you really shouldn’t be relying on 

medication, but on the other hand, I don’t want… because you know we have 

responsibilities with family and all that sort of thing… and I don’t want to, you know, 

precipitate another episode if you see what I mean (P 9). 

 The women in this study experienced difficulties coming off antidepressants, leading to a 

sense of reliance on them and a growing ambivalence about needing to be on them; however, 

they did not want to stop taking them because of a fear of discontinuation symptoms or a return 

of severe depression, and they accepted that antidepressants helped them to function as they 

would like to in the world.  The next subtheme examines how the women experienced the 

benefits of antidepressants. 

Theme Three: Stigma 

All the participants spoke about experiences of stigma and self-stigmatization in relation 

to depression and antidepressant use. Most women experienced negative representations of 
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antidepressant use within the media or in the wider society, and a number of them had personal 

experiences of close friends or relatives admonishing antidepressant use. The participants felt it 

was taboo to talk about antidepressants and described putting up a façade of wellness to avoid 

discrimination.  Stigma regarding depression and antidepressant use had shaped the women’s 

views about themselves, so this theme can be considered to influence, and at times overlap, some 

other themes.  

Stigma and depression. Those who live with mental health conditions frequently 

encounter stigma. The women in this study were no exception and had been affected by negative 

portrayals in the media and had encountered stigma in a variety of ways. Depression was/is seen 

as a “horrible” (P 7) condition, which one participant said others reacted to as if to cancer, 

I mentioned that I had it and they were like, no, there’s no way that you’ve had 

depression. And it’s like, not had, have. And yeah, I’ve got it. And it was kind of like, it’s 

almost like turning round to somebody and saying, you’ve got cancer in some instances, 

they’re like ooohh, shock horror (P 3). 

 The majority of the participants talked about their perception that depression is not well 

understood by those who did not have any experience of it.  As one woman said, “Mum does not 

get it at all. Like she wants to help, but she doesn’t get it. She never understood Dad. She never 

understands me. She cannot wrap her head around these complex emotional things” (P 1). 

Another participant mentioned that her close supporters could only understand her experience 

on a superficial level, 

I think just, it’s just a bit beyond their league sometimes… You know they can be 

supportive in the sense of checking on you and going out with you, but there’s just sort of 
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a level of just a bit too complicated as well you know, so they don’t necessarily get the 

whole, and they don’t understand it (P 16).  

 Women felt their friends withdrew from them as a result of not understanding or 

empathising with the experience of depression. “A lot of people kind of go away from you as 

though you’re contagious, you know, and so people just kind of drop you” (P 16). Because of this, 

loneliness was common in the women’s experiences, “It is still such a lonely horrible time because 

your connections don’t work in terms of your network, because you can’t make people 

understand” (P 5). As one participant said, “having a ‘mental health’ problem is so isolating” (P 5). 

 Some found their depressive symptoms were minimised by others. “There was a big 

argument with my sister over it because she said that depression doesn’t kill you and I just use it 

as an excuse to get out of doing things” (P 7). Several participants thought they might be seen as 

“just a drama queen” (P 5) or were “crying for attention” (P 17), implying that they were 

responsible for their suffering. Many women felt blamed by others when hearing comments like 

“It’s just the way you’re thinking. Your thinking is really negative” (P 17).  This was exacerbated 

by stigma about antidepressants. 

Antidepressants’ negative reputation.  Nearly all the participants discussed their 

experiences of encountering “a lot of bad feedback” (P 7) and “horror stories” (P 13) about 

antidepressants in publications, the internet, in their personal lives and on social media. 

Antidepressants were seen as ineffective. “I read about how antidepressants don’t work anyways 

and so there’s this kind of dubious thing about how many people are on them nowadays” (P 12). 

A number of women mentioned that they had read that antidepressants were addictive and had 

many side effects, 
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I had heard horror stories about you can’t get off them and the side effects are so 

terrible…Whenever I did a Google search on antidepressants they would say long-term 

effects of antidepressants - you’ll never get off the things. Most people who are on them 

end up going back on them and stay on them because coming off them you feel so much 

worse. You’re back to square one or even worse (P 13). 

They also expressed frustration at the way antidepressants were portrayed as a less desirable 

form of depression management, 

Also there is such a push, even in the media, to do anything but go on antidepressants. 

Mental Health Week always says rather do exercise and if you are doing all these things 

then you shouldn’t need antidepressants. There is that general feeling out there. As soon 

as you just do a Google search on depression they try and show you the holistic and the 

non-medical side (P 13). 

 Women experienced a strong message from people in their lives that taking 

antidepressants was for “losers” (P 13), were “a cop out” (P 11), or meant that these women 

“can’t have done enough therapy” (P 5), 

I’m surrounded by the kind of people who are quite disapproving of things like that … I 

move in certain circles where everyone’s terribly health conscious, and taking medication 

is like a cop out. It’s a sign of weakness and not facing [your problems] (P 11). 

The responses of significant others contributed to doubts about antidepressants and in turn, 

some of the participants felt that this invalidated their efforts to become well,   

I guess the whole view of people taking antidepressants is kind of hard to get over, like 

you are seen as, I guess, some people see it as being weak for needing that help and 

sometimes that can make it hard to actually want to take them… (P 2). 
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In some cases, other people’s perspectives led women to consider coming off antidepressants, 

I decided that a lot of people kept on at me about antidepressants saying they are not 

good for you and that they could kill you and all these sorts of things.  So I decided then 

that I wasn’t feeling too bad, and I would go off them (P 7). 

Participants had internalised the stigmatising views of others and had current perceptions 

that taking antidepressants was considered the “easy” (P 9) or “passive” (P 11) method of treating 

depression. Antidepressants were seen as “a kind of a crutch” (P 9) that might be “masking things 

that you need to deal with” (P 11). Participant Fifteen said, “there’s always the curiosity, like, have 

I done enough personal growth so that I don’t need them?” (P 15). The women felt that those 

who used antidepressants were “weak”, “not strong enough” “lazy”, or had given up.  

 Some participants considered antidepressants were “unclean” and using them involved 

putting “chemicals” into their bodies. This was particularly evident in the initial stages of their use 

and many had come to understand this differently at the time of interview. Participant Three 

recalled that she wanted to come off them in order to feel ‘clean’,  

I think I just decided I don’t wanna take medication any more. That was kinda my mindset. 

It’s like, OK thyroid meds are gone, now it’s time to come off the antidepressants. And I 

kind of wanted that feeling of being clean (P 3). 

Some women used language that conveyed that antidepressants were associated with drugs of 

dependence. Participant Six had the current view “that they just didn’t work and that they just 

made you more dependent generally on a chemical prop” (P 6). Participants described “weaning” 

(P 11) themselves off “dependent drugs” (P 13). Participant three said, “I’m not injecting 

something, you know, I’m not having to do all that sort of stuff and even if I did have to inject it, 

it works. So you know what I mean?” (P 3). When Participant Eleven was describing her decision 
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to take antidepressants, she began to describe her views on drugs and alcohol, associating the 

two together, 

I don’t want to take, on principle, I don’t take anything, I’ll take an aspirin if I have a 

headache, but I’m not taking long-term, I don’t know, … everyone’s going to have their 

values and principles and things like that…You know, also whether they are addictive 

types ….I don’t drink much at all and … you know, (I have) taken recreational drugs when 

I was younger, you know, (like) everyone else, but I was never really interested (P 11). 

The two previous quotes illustrate women’s desire to distance themselves from a concept of being 

‘junkies’ or “addictive types” and yet they paired a prescribed medication with these concepts.  

 While women felt stigmatized by the negative associations with antidepressants, some 

also talked about feeling stigmatized when they came off.  As one participant said, 

I told a few friends that I’d come off it and they were like so proud and I look back now 

and they were so proud and I’m like, I think, and I was so proud of myself, and then I sorta 

think, why was I so proud? … That’s where the stigma isn’t good because medication’s 

there to help you and yeah, great if you don’t have to take medication but it’s not a bad 

thing, it’s not a dirty thing to be doing… And so when I went back on it I was a bit upset (P 

3). 

 Other people’s positive reactions after coming off antidepressants contributed to a feeling 

of failure and sense of shame when some women returned to antidepressants, “I felt like such a 

loser again when I had to go back” (P 13). As a result of the negative representations of 

antidepressants and the people who use them, several women overtly stated that they 

participated in this research and shared their personal stories of receiving benefits from them to 

balance the negative representation of antidepressants, “It was one of the reasons I wanted to 
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talk to you is because my experience has been positive and there is so much like negative stuff” 

(P 14).  

The experience of stigma was prevalent, and it influenced the women’s treatment choices 

and shaped how they felt about themselves. They experienced a sense of failure and shame when 

telling people they had gone back on antidepressants and avoided telling those who had 

celebrated their coming off them, which made these conversations challenging. In the following 

subtheme, the difficulty these participants had in talking about depression and antidepressants is 

presented. 

Depression and antidepressants are a taboo subject. Because of the experiences 

described above, all the participants perceived that depression and antidepressants felt like taboo 

subjects, even after many years of taking them and despite wanting to be an advocate for them. 

“It’s not something you sort of chat about or talk, it’s not a polite conversation kind of thing” (P 

11). Some women in this study did not feel comfortable discussing their experiences with 

depression as they felt it would expose them to stigma and discrimination, in, for instance, the 

workplace, 

When the jobs say do you have any mental problems and stuff I would never tick yes. You 

know they are not going to hire you or they are going to think differently of you every 

time they see you. I would never tick that. I would lie through my teeth. Because you just 

know people are dicks. That’s just what reality is. They harden up.  They think you’re crazy 

(P 1). 

Others believed that talking to others about their depression would mean they would be 

associated with a group that they did not want to identify with. “I was scared to tell anybody that 

I was depressed because I didn’t want to be labelled mentally ill” (P 13). Revealing they were on 
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antidepressants also made women feel vulnerable, “it’s too personal and it’s too confidential and 

it stigmatises you as being sort of fucked up and all the rest” (P 11). Therefore, withholding 

information about their depression and antidepressant use was a way women protected 

themselves,  

I kind of had enough self-awareness in a way to try to hide it from people, that, which is 

not necessarily a good thing but in other ways because people do judge you and make 

decisions about you if they, even if people know you’re on antidepressants, people you 

know, judge you and make decisions about you so I was kind of, you know, a little bit 

private about it (P 12). 

 Withholding information was also a strategy used to guard themselves against increased 

shame. “I was so ashamed of myself and the only person that knew was my husband” (P 7).  

Another participant said, “I felt a bit ashamed about it as well so I didn’t want to go talking to 

people about it” (P 11). 

 Some women described how negative experiences of previous disclosures which had 

exacerbated their sense of a taboo in discussing sensitive issues now, even with friends. “The few 

close friends that I have admitted to the suicidal ideation and what I did, I feel stigmatised after 

I’ve told them” (P 6). A number of them also talked about a sense of hesitation in talking to their 

husbands or partners about their depression. Participant Fifteen had withheld the severity of her 

depression from her partner for a long time. “I didn’t tell my partner the extent of how bad I’d 

been feeling so I think she was a bit shocked”. Another participant mentioned when she told her 

husband, “my husband was understanding - didn’t lose it or anything like that” (P 9). These quotes 

convey a sense of apprehension about opening up to their partners about their mental health, 

and how there was a fear that their partners would “lose it” or not respond well when they found 

out. 
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 Several women commented that they found it easier and more comfortable to speak with 

others who had experiences of depression or used antidepressants and found a sense of 

connection with them.  

But, so you have this kind of secret conversation with friends and it’s, it gives you a real 

strong connection to someone else when you, you kind of have this secret side that you 

can talk to each other about and laugh about, and be serious about as well (P 11). 

A number of women found this process of opening up to others with similar experiences helpful,  

I think around that time a lot of people I knew started talking about mental health more 

and depression and antidepressants, so I was able to go, well, me too … I was connecting 

with people who talked about it more, friends were quite open with that.  Although I think 

I just coincided with the time that people were talking about it more so that was quite 

helpful (P 8). 

While it felt more comfortable to talk about depression and antidepressants with others who 

shared these experiences, the participants thought that being more open outside of these groups 

was an important step in minimising stigma, “I think if we talked about it more, not just John 

Kirwan, that we’d probably get more, there’d be more understanding for it” (P 3). A few women 

spoke about a desire to be an advocate, and to speak out on behalf of those with depression 

about the benefits of antidepressants, but ultimately their fears about being rejected and 

stigmatised meant that they felt uncomfortable doing so, “Every so often I think to myself I should 

be a champion for the cause and I should just lead the way ... we have to be the change, I can’t I 

am too scared.  I am working my way up to it” (P 10). 

 All of the women who took part in this study faced stigma in some form and were aware 

of the double stigma of being depressed and using antidepressants. Stigma influenced the 
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women’s perception that there was a taboo against speaking openly about their experiences, 

including any positive experiences of antidepressants. Stigma also impacted on the women’s 

being comfortable with being genuine and open regarding their use, and many women described 

a form of self-monitoring and behaviour change in order to keep up appearances.  The next theme 

summarises women’s views about the kind of woman they felt they should be, leading to a 

vigilance about how they presented themselves to avoid stigma, and how this self-surveillance 

impacted on them. 

Theme Four: Culture and Managing the Gaze of Others 

 This theme illustrates how the women felt that their sense of self was influenced by 

gendered and cultural norms. Their experiences of depression and antidepressant use led them 

to feel as though they were not meeting modern expectations of womanhood, leading many 

participants to feel dysfunctional or as though they were a failure. Many worked hard to keep up 

with their expected roles across multiple domains and depression made this much more difficult, 

which influenced how they felt about themselves. For many, using antidepressants was intended 

to facilitate functioning in a way that was perceived to be more socially acceptable, although the 

side effects and psychosocial impacts of taking antidepressants challenged their ability to meet 

these gendered and cultural expectations.  

Surveillance of the self. The participants were sensitive to the judgments of others and 

their sense of self was impacted by what they perceived as other people’s negative judgments 

about them and their antidepressant use. Stigma and social expectations were perceived to 

influence the women’s experiences of depression, and how free they felt in expressing their 

depression to the world. Women ultimately behaved differently in public, to be perceived in an 

acceptable way. Over half of the women talked about having to “put on a mask” or façade when 

in public to avoid negative judgements, or to avoid answering difficult questions. However, this 
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sometimes had a negative impact on them. Hiding how they felt, or making an extra effort to act 

in a ‘functional’ or ‘normal’ way, assisted them to avoid humiliation or shame, 

I always have been able to keep it together on the outside pretty much. Like unless I tell 

people, oh I’ve had these problems, they would be like ‘what?!’ I guess I’m just a good 

actor… I will make myself quite uncomfortable to save face (P 1). 

When asked what led them to do this, some participants said admitting they were depressed 

would be challenging because they might be seen as ‘weak’. They thought that by appearing 

‘functional’ or ‘normal’ they could avoid difficult questions about their wellness or competence. 

The women anticipated that if they attempted to answer questions, they thought that they would 

not be understood, and therefore it was simpler to work at appearing ‘normal’ instead. 

And if you walk in with this sad looking face, they’re going to ask you what’s wrong, and 

with depression you can’t really answer it, like I’m depressed. Why? Is usually the general 

response. Because I am. That’s, you know, there’s never really a right answer for it (P 3). 

Several women commented that putting on a façade and acting as if they were well took its toll 

on them. “Trying to mask it is exhausting” (P 3) and “I still look alright, I just feel rubbish” (P 16).  

 Being attuned to the perceptions of others regarding their depression made them vigilant 

about themselves, 

“I am always quite alert around the workplace to these kinds of things (showing symptoms 

of depression) with people, because you can’t, you don’t know quite how people are going 

to react and so I am quite sensitised now to keeping an eye out for things” (P 9). 

Awareness of what other people might think or say about them influenced how they saw 

themselves and invalidated their experiences. Participant Three described how in her early 
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experiences of depression, the opinions and views of others, that she was “over thinking things” 

influenced her understanding of herself as depressed,  

When I got to high school I had depression around me, had a few friends that suffered 

from depression and I kind of looked at it and went, oh no, that’s not me. But now I think 

it was, and of course you kind of, when you have these feelings of not being in control of 

stuff, you don’t want to admit that especially to people that are saying to you, oh no, 

you’re just full of it, you’re just a drama queen, you’re just, you know, you’re over thinking 

things, you’re this, you’re that, you’re everything else (P 3). 

The women’s heightened awareness of the perceptions of other people were linked to 

purposefully changing their behaviours in order to avoid negative judgement from others. 

Women described carefully acting in ways that conveyed wellness, and importantly, normalcy, “I 

tried to put myself on a regime where I was behaving sort of normally” (P 9). For some, acting 

‘normal’ or the opposite of how they felt meant that they lost a sense of self authenticity or 

genuineness, “In order to survive in urban society, you have to be able to, it’s part of your 

functioning. You can’t just not, you can’t just be yourself” (P 11).  

 Throughout the interviews, several women described becoming alert to their public 

image. “You want to project yourself as somebody who’s figured things out in life, and so I’m very 

conscious of it” (P 11). Over three quarters of the participants described monitoring for signs of 

difficulty, dysfunction or abnormality in themselves. “I really monitor myself too, because I was 

just, I was just freaking out about the situation. It was out of my control” (P 11). One of the 

participants discussed how this “surveillance of the self” (P 14) was a particularly problematic 

practice for women and was more pronounced for young women,  
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Young women live in this framework of, you know, not quite sure how to say it but this 

sort of self-examination, this kind of surveillance of the self and this attempt to sort of get 

rid of all the things that are imperfect (P 12). 

Another participant thought that monitoring herself wore her down. “You just get sick of it, the 

self-criticism” (P 15).  A small number made the link between self-monitoring and the cultural and 

societal expectations around women, 

 That’s what (learning about) systems theory did as well to me was showed me just how 

much I was in the systems. Like all my thinking was in the systems about like, yeah, I was 

the one judging me on my weight and you know my attractiveness and then, you know, 

just hearing that that was a thing that was encouraged by what society does (P 16). 

This participant went on to directly relate her expectations and judgements of herself and her 

experiences of stigma as being due to the sense of constantly checking her flaws and aiming to 

be a better woman, 

I think the stigma comes from me you know… that pervasive sense of not being good 

enough, that’s been around so long that I kind of feel that it’s not going to go easily, you 

know? I’m the one that’s worried about how quickly I should be getting better, you know, 

whether my ducks are in a row, you know, I’m the one that’s worried about whether 

they’re going to find something wrong with me (P 16). 

This type of surveillance that was commonly mentioned was a checking for flaws and dysfunction 

and a continual movement toward betterment of the self. “I was kind of always looking at like 

what am I not doing?” (P 14), “…but most of the time it’s been like, what am I doing wrong?” (P 

16). Participants compared themselves to others and saw themselves as lacking or having 

something “wrong” with them, 



WOMEN’S EXPERIENCES OF LONG-TERM ANTIDEPRESSANT USE 101 

 
When I looked at other people I thought it’s not just her. Everyone seems to, you know, 

everyone seems to have something to do at the weekend and they seem to actually want 

to do it. I mean, I know you can’t judge other people by what you are feeling, but at the 

time it just seemed that wherever I looked, people seemed to want to be doing things. 

They wanted to make plans. And all I wanted to do was to go home and go to sleep until 

I just woke again, until I had to do something else (P 17). 

Several of the participants said that starting antidepressants also contributed to self-surveillance, 

and they continued to monitor themselves closely.  Interviewer: “How did you recognise that 

things were getting better?” Response: “I think that it was a, the gradual, ‘cause I was monitoring 

myself so closely as well” (P 11).  

Hence, many women who took part in this study described how their self-perception was 

affected by having depression and taking antidepressants. Many women described keeping a 

careful watch over their behaviour in order to ensure they behaved in ways that would not 

implicate them as depressed. This was often in response to perceived social expectations and 

fears around stigma and discrimination. This pressure to perform indicates that these women 

were subject to beliefs that women had to meet certain criteria to be accepted, and some thought 

that this constant monitoring added to the burdens they carried. This subtheme demonstrates 

the significant overlap between experiences of depression and experiences and perceptions of 

stigma, as well as the influence of culture and the gaze of others. In the following subtheme, the 

ways in which women subscribed to gendered social expectations is explored. 

Endorsing gendered expectations. The participants’ endorsement of social and cultural 

expectations for women were evident in the way they discussed their beliefs around how a 

woman “should” be in the world. They spoke about the pressures that they faced as women and 
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the expectations around how they needed to conduct themselves in particular ways to be 

accepted or supported. These women appeared to have internalised gendered norms about being 

slim, organised, taking care of the children and being a good parent, putting others before 

themselves, and pushing through the difficulties they faced without complaint. These pressures, 

and women’s difficulty meeting expectations, were mentioned alongside and overlapping with 

their experiences of depressive symptoms, which exacerbated their sense of worthlessness and 

inadequacy.  

 Participant Six said “I always had this feeling, all my life, that I’ve got to go that extra 

distance to be endorsed or accepted” (P 6).  To most women in this study this sense that they had 

to work at, or strive to meet an understood ideal of womanhood was pervasive. They felt 

pressured to get life “right” regardless of their experiences, resources or levels of stress.  “I have 

done, you know, well over a decade of huge stress and life shattering events solo and that with 

the added stress of trying to be there for children and so wanting to get it right” (P 6). 

The expectation of women to successfully juggle multiple roles was mentioned by the participant 

below as something that she had no control over, but continued to achieve nonetheless,   

I still have days that things aren’t quite right and like, being a mum and dropping kids off 

to school every morning, you see people every single day, you’ve got no choice in the 

matter. And I’m, you know, working and stuff as well (P 3). 

Another participant indicated how she felt she had to achieve a certain standard to appear 

competent, 

I mean, I am a high functioning addictive personality. I mean, there are three meals a day. 

There is always a clean house, clean bathroom, washed clothes. I don’t fail in any of those 

practical … but that’s not everything of course (P 6). 
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 Several women used the term “functioning” to describe simply getting through the day, 

and doing what was necessary. Their accounts indicated that although they were surviving, they 

were not thriving, 

I mean for so long I really did, I used to go to work, do 11, 12, 14 hours, go home and go 

to bed. Get up, go to work and at work I would just sort of hold it together and work and 

then I would go home. And I just did nothing. I’d read books. I would sit and read. And I 

didn’t like seeing people, I didn’t like to go anywhere. I didn’t do anything, which is the 

worst thing to do for it but, I just couldn’t (P 17). 

 Women also felt they could not complain, as “nobody likes a whinger (P 13)”. Several 

thought that their expectations of themselves were influenced by their mothers,  

Well I had to go to work but then my mum was quite good like that because when we 

were little it didn’t matter whether we were sick, nothing. She always said you go get up, 

you go to school, you make yourself, you just do it… You just get on with it. You shut up. 

You don’t whine. You do it (P 17). 

 In talking about their roles as wives and mothers the participants revealed a desire to be 

selfless that became difficult alongside depressive symptoms. However, this selflessness took 

another toll on their wellbeing, and by endorsing cultural expectations on women to be selfless, 

the women contributed to burnout and exacerbated their depression. “I kept thinking I have to 

do this for the children. I have to do this for the children. And eventually you get to the stage 

where you don’t care anymore. You build up a wall” (P 13). The women’s accounts indicate that 

these cultural expectations contributed to their experiences of depression. Women frequently 

defined themselves as carers, “I think as I was trying to cope, I am a carer, so I was looking after 

my friends all the time and then not actually getting anything back, so not really looking after 
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myself” (P 8). Some women also talked about the fear of being a burden. “I didn’t want to be a 

burden on everybody all the time” (P 7), despite dutifully taking on roles as carers for other people 

in their lives. Many of the women who spoke about this appeared unaware of this double 

standard.  

I can continue to function and carry out my responsibilities. I can work and look after my 

granddaughter and my husband and all of those sort of things, look after the oldies you 

know.  Otherwise I don’t want to be in a position where I am having to be looked after (P 

9). 

Several women identified their crucial role in the family, and how their wellness was central to a 

functioning family unit, despite the message to put their wellness behind other people’s. “I very 

clearly said, to certainly my inner circle group, I’m going on antidepressants to keep my family 

together. But really I was falling apart so it’s no wonder everything else was falling apart” (P 14). 

The women appeared to believe that their needs were secondary to others, reflecting gendered 

roles and a reluctance to be a ‘burden’ that was perpetuated by fears of stigma. These beliefs and 

practices were described as perpetuating depression symptoms, as well as limiting their help 

seeking. However, these women also felt that taking antidepressants assisted their ability to meet 

the social role of family caregiver, 

I do still feel that living on antidepressants isn’t a normal way to conduct your life but it 

makes sense in terms of everything that I have to do – work, family, old people, 

granddaughter -- all the responsibilities that you have that it makes sense ( P 9).   

 The women in this study appeared to have internalized the gendered expectations for 

themselves and they found that the impact of depression on meeting these roles and expectations 

was threatening. However, the women also indicated that they did not entirely agree with all of 
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these concepts and they were hoping for respite from the relentless pressure to ‘be’ a particular 

way, which they believed contributed to a negative self-concept and to their depression. The next 

subtheme illustrates specifically how depression and taking antidepressants impacted on the 

various social roles and domains which were important to the women in this study.  

Navigating social roles and depression. Many women looked back on their experience of 

depression as a developing inability to meet the gendered roles that they felt defined them, and 

this felt disabling and threatening. This impacted on them as employees, partners, lovers and 

mothers. Taking medication was seen as a means to return to functioning, but sometimes it 

contributed to ongoing difficulties within these domains. In this section, the intersection of 

cultural expectations and depression are examined, including the common areas of life that were 

affected, as well as how the women navigated the difficulties in these areas that were caused by 

depression and antidepressant use. 

Work and employment. Nearly half of the participants said that depression impacted on 

their competency in their roles as employees, 

I have always worked apart from one period, where I got sacked from my job, because I 

couldn’t stop crying. I just couldn’t stop crying. The more I tried to stop the worse I got. 

So I got the sack (P 17). 

Difficulty over continuing to work was an indicator that there was something significant about 

this episode of depression that must be attended to. “It was really serious and I couldn’t go to 

work which had never happened before” (P 9). This inability to work impacted their sense of 

competency. “I was a failure” (P 16). Antidepressants were described as making work or study 

more manageable. “I mean, I wonder if I would have got the PhD without (antidepressants)... 
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everything would have been ten times harder” (P 15). However, several women also described 

how the side effects of antidepressants as impeding their work lives at times, 

I had like this proper, you know, high powered job, and I would be sitting at my desk and 

I would just not be able to stay awake, like literally be just, like, I wouldn’t, I thought it 

was a brain tumour or something. It was kind of like, you know, what is going on? (P 12). 

 Relationships. Depression also strained women’s roles in interpersonal relationships. One 

participant explained how she felt sorry for what her husband experienced as a result of her 

depression “Poor bugger, he went through hell” (P 3). A number of women said that going on 

antidepressants was part of an on-going negotiation about managing depressive symptoms in 

order to have a successful relationship. “I said to her, don’t make me choose, because I have to 

choose sanity. I can’t choose you over sanity. Don’t make me choose” (P 4). Partners were crucial 

support people, and maintaining relationships was motivating in overcoming depression. 

“Yeah anything that would work I was prepared to do and I think what kept my marriage 

together was the fact that I didn’t stop fighting to be well. I wanted to be at home with 

my family more than anything else, and I had that to work towards” (P 5). 

 Several women took medication to be able to fulfil their roles as partners and parents. “I 

have got this thing when I went back on them three years ago I said right five years, I’ve got to do 

another five years to keep my family together and save my marriage” (P 14).  

 Approximately a third of the participants described the impact of antidepressants on their 

sex lives. They all mentioned that this was a topic that had to be carefully navigated with their 

partners and that it impacted on their sense of self as a woman and as a partner. “It was horrible, 

I mean, I was quite young as far as sex life was concerned. I was just numb. I had no feelings” (P 

7). Others described how this impact on their sexuality had been a challenge in maintaining 
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healthy relationships with loved ones, but how they had to choose between remaining well, or 

having a fulfilling sex life, 

I just don’t enjoy the sex. So now how do you maintain a relationship with a very sexual 

woman? I mean, (they) said to me, and she’s a sex kitten, she said, what is my lesson in 

life ending up with you? Now several times she has begged me to come off my SSRIs, 

begged… And I just said to her, sex or sanity? I choose sanity. I have to (P 4).  

Parenting. Half of the participants in this study spoke in some way about depression, 

antidepressants and parenthood. They discussed their experiences as mothers who have 

depression or those who developed post-natal depression. One participant spoke of the impact 

of depression on her parenting, 

I looked at my daughter, which you’d think that having this little baby would be enough 

to snap you out of it, but if anything it made it worse, because I had someone else to look 

after then. So it was kind of like, oh god, she’d gonna hate me cos I’m like this and I’m like, 

I’ve written her so many letters. She has, she’s got no idea when she turns 21, because I 

felt bad that I wasn’t giving her the best of me (P 3). 

 Women felt pressure to be a “good mum” (P 14), whilst also being the primary caregiver 

and managing depression. Some thought that antidepressants helped them navigate the 

challenges of parenthood and meet the expectations placed on them as a mother, “But just the 

whole demand on my time and I’ve got two pretty full on kids, one in particular, to manage that 

and to stay reasonably calm and sane. That’s why I’m on them” (P 14).  

 Participants who had not had children had considered the potential to pass on genetic 

vulnerability to depression to their hypothetical children and their future roles and identities as 

mothers. These participants encountered internal conflict about their choices,  
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For a long, long time I didn’t want to have my own child at all. I thought if they inherit this 

from me and they turn 20 and look me in the eye and say how could you have brought 

me into the world knowing that I would go through what you have been through? The 

only answer was that I was selfish, so that it has only been in the last six months that I 

have changed my mind and decided that I wanted my own child (P 10). 

Women also had to consider the risks of taking antidepressants while pregnant and weigh them 

up against the risk of their depression returning if they went off them. 

Yeah, well, we decided we were going … have a second child and I was still on them. I 

didn’t really care about me as such, but it was more like, is it going to cause any defects 

in her? Is it going to, you know, make any problems? There was stuff about, it could cause 

them to be slightly smaller and their breathing might be different and that sort of thing, 

but my husband and I sat down and basically weighed it all up and it just made sense to 

stay on them (P 3). 

 Those planning to have children in the future described spending time considering how 

they would navigate this role while taking antidepressants. “I am just kind of hoping that I can be 

pregnant while on Venlafaxine when I want to stay on it. That would be great” (P 8). Another 

participant conveyed her lack of choice over whether she could stop taking them during 

pregnancy, 

My plan is to do it and to take the antidepressants and hope and pray for the best.  I kind 

of trust the research there has been and the fact that there aren’t many disasters. I mean, 

sometime things happen anyway and it is the only way we can do it. I can’t not take them 

(P 10). 
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 The women highlighted how depression had impacted on various domains in their lives, 

contributing to them feeling inadequate and incompetent. This threat to their functioning and 

roles often led them to seek help, although taking antidepressants also had impacts on these life 

domains and had to be navigated. In this and the previous two subthemes, the gendered roles 

women endorsed, as well as the pressures to perform in various life domains through experiences 

with depression and antidepressants were examined. In the next subtheme, the women’s views 

on how culture contributes to these experiences is explored.  

Social and cultural contributors to women’s depression. These women indicated that 

they felt and believed that there was something inherent about the environment that women 

survive in, that is the cultural and social expectations on women, had contributed to their 

depression. From their descriptions, understanding these factors and the impact of these 

pressures could support them in their wellness. Only around a third of the eighteen participants 

described these social contexts overtly. The participants within this study stated their views about 

how “society is not built around the happiness of women” (P 15). Some commented on how the 

wider social structures and expectations of women could contribute to the development of 

depression, and the ways social ideologies about antidepressant use contributed to these 

women’s sense of shame and stigma. They felt that the specific social and cultural expectations 

of their assigned gender expectations contributed to a sense of being “othered” or “not normal” 

(P 15).  

One participant described how this understanding of the impact of gender expectations 

had developed over time. “I understand the whole depression sort of thing for women now in a 

much, in much more sort of political terms I think now than I did, you know, when I was younger” 

(P 12). These social and political expectations contributed to a sense that she (and other women) 

lived their lives with a “torrent of pressures” and that this ultimately led to a “torrent of criticism” 
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(P 12). Another highlighted that this pressure on women led to a “lack of confidence” (P 16), and 

a culture of women striving to be better than one another in a “competition with other women” 

(P 16). 

Participant Twelve later went on to describe the differences that she perceived in men’s 

and women’s depression – and highlighted that there was something about the environment and 

culture of simply being a woman that contributed to developing depression,  

And I, whereas it’s not to say that men don’t get depressed and of course when they do 

it’s more dangerous in terms of their suicidality and that sort of thing but it’s, it doesn’t 

seem so much the kind of sea that they swim, the water that they swim in, do you know 

what I mean? (P 12). 

One participant discussed the social expectations concerning how a woman “should” be, and that 

simply understanding and being aware of these unrealistic expectations can support wellness, 

This actually is a society that is not constructed to benefit me. I mean though I could talk 

about it in terms of, well, of course it does in terms of white privilege. It depends on where 

you’re standing, you know? But in terms of issues of gender, that does make a difference. 

A deeper understanding of those things. Because I still, oh well, I should be better, I should 

feel better, I should. It’s like, well, there’s actually a lot that contributes and just being 

able to be aware of it helps (P 15). 

However, this was not the case for all of the participants and they varied in how much they 

endorsed these social contributors to depression. Another participant spoke about this social 

pressure, but in her description, indicated that she was still ambivalent about whether these social 

contributions can be seen as an excuse or a “rationalisation”.  
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We have a world where everything is so fast paced and everything is coming at you. You 

don’t really have the leisure and time to be able to do all of those things, and that might 

be a bit of a rationalisation too (P 9). 

A number of participants spoke of their understanding that there was a “discourse around 

women taking antidepressants” (P 15). These women spoke about how they not only felt their 

role as women was devalued in society, but that they also faced a double stigma in being female 

and taking antidepressants, 

I think it’s more coming from a feminist perspective of how women in general, we are the 

other and we are less than and we are the negative and all of those things and so 

antidepressants, if anything comes one more way to stigmatise women. I don’t even want 

to use the word stigmatise because, in terms of ‘do I feel stigmatised?’ But I mean again 

it’s about what the biomedical model can do. It’s used to stigmatise anyone that is not 

normal, but what is normal? Normal is a white man. White middle-class man and you 

don’t deviate from that, then these weapons or tools are used against you (P 15). 

This double stigma was described as obscuring women as real people or as human beings that 

faced problems. The quote below describes this participant’s view that women were being seen 

as “mad”, rather than understanding what has contributed to her unwellness, 

I think there’s often this thing of like well… she’s a mad evil witch or something like that, 

but there’s this portrayal of women as, like, crazy and so if anyone has got mental health 

problems… it’s like, well, no you know she’s a human being and she’s probably feeling 

awful and if she’s not there’s a reason why she’s not and, you know, I think people frame 

things like women are at fault because something’s gone wrong or you know? Yeah, 

they’re just crazy. It’s really bad actually (P 18). 
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 The women in this study spoke about the ways in which depression impacted on various 

roles and life domains. Not meeting their own and others expectations in these areas led to 

feelings of failure, a changing self-concept and interpersonal and work difficulties. The 

participants’ descriptions indicated that experiences of stigma alongside internalised gendered 

norms resulted in self-monitoring to ensure expectations were being met, and a focus on self-

improvement. This monitoring often caused distress and was tied closely with feelings of 

worthlessness and guilt-like symptoms of depression. It was difficult for women to untangle how 

wider social issues impacted on levels of depression, and several women suggested that these 

may be linked.  In the next theme, how women empowered themselves in the face of these 

challenges will be presented, and how they learned to respond effectively to depression. 

Theme Five: Empowerment and Responding Effectively to Depression 

The majority of women in this study discussed the ways in which they worked toward 

overcoming depression, apart from using antidepressants. A common understanding was that 

antidepressants were one tool of many and women had many other strategies and supports that 

could be used to reduce or cope with depressive symptoms. This theme examines the other 

strategies that women used to feel better in their lives, how their sense of agency had been 

impacted over the course of becoming depressed, and the journey they would need to take to 

get well again.  

 Agency. Participants were asked to speak about their degree of confidence in managing 

depression over different stages of their experience, and the majority mentioned their perceived 

agency and sense of confidence in managing depression. For most of the women, successful 

depression management was associated with a sense of confidence in being able to manage 

symptoms. However, early experiences with depression were frequently associated with a lack of 
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confidence and a sense that they were unable to help themselves, “I knew it was getting more 

serious and that I couldn’t … I knew that it was turning into a problem that I wasn’t able to handle 

on my own anymore” (P 10). 

By its very nature, depression is associated with a sense of hopelessness and a lack of 

motivation, illustrated by these women’s sense of loss of control and agency over their emotions 

and their lives. In the following excerpt, Participant Seventeen explains how she felt that her early 

stages of depression were signified by an inability to make the changes she knew she needed, 

Interviewer: How confident did you feel in managing whatever that depression or that 

kind of behaviour was at that time? 

Response: Then? Not at all. Obviously I wasn’t dealing with it in the right way and I really 

did know that probably a lot that was just having no ... I knew that I should do something 

myself to make it feel better, but I just didn’t have the energy or the ... to make depression 

better I think it’s really important to take charge of your life and to do certain things, but 

the hardest thing in the world is to do anything. It’s really ... it used to be like swimming 

through concrete every day (P 17). 

Most women’s sense of agency regarding their feelings of depression was influenced in 

some way by being prescribed antidepressants. For the majority of women who went through an 

early period in which their practitioner trialled many types and doses of antidepressants, this early 

experience was not associated with a sense of personal agency and control, rather it was of 

medical professionals making decisions on their behalf, 

They thought I was borderline, bipolar. They put me on lithium and that was so bad, 

because even I knew after reading the thing what they said bipolar was, I was like, I’m not 

like this, why are you putting me on meds for this when I am obviously not this? And they 
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tried a whole range of different meds and diagnoses so that year is really fuzzy in my 

memory (P 2). 

This woman disagreed with the diagnostic and medical decisions that she felt were made on her 

behalf, and several other women had experiences like this. A number of women had medical 

professionals tell them they had to take antidepressants forever. Their responses to this news 

varied from disillusionment, “and it’s like you’re going to be on these forever and that’s it. That 

seems crazy to me” (P 1) to relief, “It was actually a nice feeling. She said I don’t ever want you to 

come off these” (P 5). For several women, agency was facilitated by their health professional or 

prescriber. “She was really good, she gave me that choice” (P 9, P 8) of receiving diagnostic labels 

or changing their medication, and these women described how it helped to have “doctors backing 

me up” (P 3). 

For the majority, gaining confidence in relation to their depression “took quite a while. 

Yah. I think it took quite a while for that to happen” (P 12). The women’s accounts involved a 

gradual process of becoming more agential in their mental wellness and most said that they 

currently “feel better about managing things” (P 16), with some feeling “really confident” (P 10). 

However this confidence was put down to a number of processes, and not just to medication. “ I 

can still have a drop I can still feel a bit of anxiety but I know how to handle it now, and I know 

that I am still being propped up by the antidepressants, but they, it helps me” (P 7).  In this way, 

antidepressants were seen as a “security blanket” (P 7, P 9), and women stated that other means 

of depression management were crucial to their sense of agency and control over symptoms, 

Yeah, I’ve definitely felt better on the meds and the counselling was really good. It just 

made me… I’m better at snapping out of the kind of worry cycles and from the anxiety 

that just like spiralled and just like the way down into depression. So I am better at 

managing those and I still use those things now (P 1). 
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Several women highlighted that utilising antidepressants was a small part of a holistic plan for 

wellness. “Yes, but give them a good chance to work and use them in conjunction with everything 

else. I always talk about the whare (Māori dwelling), the four walls of your whare, the spiritual, 

the emotional, the yeah” (P 13). Another participant recalled this in a sense of balancing her whole 

self, 

 I was desperate for something, I knew. So I went and did a 20 week course in philosophy, 

head, heart, gut. So I learnt about the balance of the head, heart, gut and I knew that I 

was very much leading by the head and I had to engage. Well, I did engage my gut because 

it came to me many times when I knew something was happening but whatever (P 4). 

Most women had engaged in some kind of personal research about depression and 

antidepressants to “stay informed” (P 11), and this practice facilitated a sense of agency in making 

decisions about their medication,  

I have read, ‘cause I did do quite a lot of research before I went off them, ‘cause I know 

there’s quite an argument now that, a) they don’t work and that there’s a lot of bogus 

science behind the popularity of antidepressants, but that coming off them and going back 

on them can make it very difficult to get back to the place where you were before you 

went off them. 

Interviewer: So that research kind of helped you decide to come off them, is that right? 

Response: Yeah, yeah (P 12). 

Sources of information included books, journal articles and websites such as Beyond Blue and The 

Mental Health Foundation, to online forums where antidepressant users can talk about their 

experiences. One woman talked about her concern that what her GP told her was not from 
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personal experience, and therefore informing herself through internet forums felt like a more 

reliable source of information,  

But I think with antidepressants too that sometimes it is hard to get the information that 

you want, because you could say to your doctor, what’s the side effects? And he’s going 

to tell you the ones that have been written on a piece of paper, but he hasn’t taken it so 

he doesn’t know (P 3). 

The women engaged in activities that increased their sense of agency in regard to their 

own emotional wellbeing.  A common activity was exercise. “Well, for me I do think physical 

exercise is really good for me, there’s no doubt about that” (P 11).  As another participant said, 

Well I walked a lot and I was walking all over I just set myself tasks to do each day and just 

to keep myself moving to do things like cooking and doing things that I care to do and my 

husband loves to do all of these things. Just to try and make a normal kind of a day for 

myself but also doing a lot of walking (P 9). 

 Many women endorsed ongoing “self-care” (P 12), or “nurturing type things” (P 18), which 

meant prioritising the self and enjoyable activities, 

I come home. I do jigsaw puzzles, I read books, you know, I do stuff. I look after myself I 

suppose. And … my youngest is very cuddly, I’ll sit there and cuddle her for as long as 

possible, pat the dog (P 3). 

 Connection with others was also seen by several participants as important in self-care, 

This did not always equate to physical connection, but talking to loved ones also helped, “I talk to 

my partner” (P 18). 
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 Finally, most participants had engaged in talking therapies at some point over their time 

on antidepressants, and this was seen as an important aspect of depression management. The 

following subtheme presents how talking therapies were experienced by these women. 

Therapy and personal growth. Antidepressants were said to “go hand in hand” (P 5) with 

talking therapies to address different aspects of depression. One participant suggested “make 

sure you do therapy alongside it (antidepressants) and find some way of talking things out. 

Another outlet, because I don’t think medication alone fixes everything” (P 8). 

 Most of the women said talking therapy had “made a huge difference” (P 15) and had 

been “a bit of a lifeline” (P 12) through their difficulties with depression. However, for some, 

therapy had been “hard” (P 1), and mentioned that this could be challenging, 

I think the person who I was doing the therapy with was challenging me in ways that I 

didn’t really want to go into. It was sort of too deep, some of the stuff, and I didn’t really 

want to, I’m not a person who kind of wants to kind of go into like the deepest, darkest 

recesses of behavioural stuff (P 11). 

 Several of the women in this study described a reluctance or an aversion to talking about 

themselves in therapy. Several women’s initial therapeutic experiences were “awkward” (P 1), 

and finding the right therapist was considered important. A number of the women explained that 

they had taken measures to ensure that they found a therapist they connected with, “I went and 

interviewed three counsellors” (P 4). Several women highlighted that this was an important 

contributor to successful therapy, “But then you can get some really shit ones, or ones that aren’t 

right for you. You need to have that good relationship” (P 1). 

 A number of women said that “the biggest problem” (P 3) was that talking therapies were 

inaccessible due to it being expensive, and because “most people can’t afford it” (P 1). For some 
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this meant they did not continue with it, “Yes it was helpful but again it was expensive I just sort 

of didn’t continue it” (P 9). 

 Talking therapies were seen as for addressing “the environmental stuff” (P 4); however, 

the women in this study were divided about whether talking therapies should occur before taking 

antidepressants, or after. This was because antidepressants were frequently said to have 

supported women to engage better with therapy and other methods of self-care. The participants 

who engaged in talking therapies said that its focus was on “learning coping mechanisms,” and 

they felt that it “gave me some good tools” (P 1) for managing or responding to depression.  

Those women who spoke positively about talking therapy found that it was “enabling, 

empowering and personally resourcing” (P 12). 

 For several other women, the benefit of talking therapies was that it was “validating” (P 

4) and “normalising” (P 8). Talking therapies were said to have been an important aspect of 

personal growth and learning about themselves. “She made me realise that I had to have been a 

strong person to get through what I went through” (P 7), and in developing “an understanding of 

myself” (P 16). Personal development and an understanding of the self over time was an 

important message in the women’s experiences. “Know thyself” (P 4) was commonly emphasised 

and the participants thought that coming to know and accept themselves and their strengths was 

an important process in supporting their wellbeing, 

Yeah and the personal growth has helped. I have more resources to deal with those critical 

thoughts, but, like, if I stop taking the medicine now, they would still return, but I think 

compared to earlier I just have more resources to deal with it (P 15).  

In this way, the women found that talking therapies addressed some of the negative beliefs they 

had about themselves that appeared to contribute to their depression. In recounting what were 
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the most helpful or critical components of accepting themselves and learning individualised ways 

to respond to depression, many of the women in this study talked about becoming “older and 

wiser” (P 10). The psychological maturity associated with growing older was commonly said to be 

a critical component of coming to accept themselves and in learning, and as one participant said, 

“It was just a matter of growing up” (P 9).  They identified this process as developing a “strength 

of mind, but maturity of mind as well” (P 3). Many found that this was a process of learning about 

themselves. “In fact, it’s the best part about growing old. With every wrinkle you learn more about 

yourself and you keep changing” (P 13), and it was often compared to the views and 

understandings of themselves and their depression that they had held when they were younger, 

I just felt much more relaxed but that is a kind of conscious intention to be that way, you 

know? So whereas I think probably when I was younger I just felt like everything was on 

me, you know? And I didn’t have any, I remember having, I was telling a friend about this 

the other day, but that sense when you’re younger of, that you’ve got to work everything 

out and I mean I’ve just, oh, doesn’t even need to be worked out, just y’know things are 

as they are and are as good as they are and that’s ok. Yeah (P 12). 

 The participants mentioned that learning to take care of themselves “comes with time” 

(P 12) and could not be forced. Women recalled a process of “trying to understand and trying to 

define who I was and be comfortable in my own skin” (P 16). Several women talked about this as 

a self-acceptance. “I am learning to like myself better. I have never liked myself before and it has 

taken me to get to this age to” (P 7). In these ways, self-criticism and negative cognitive styles that 

were identified by participants as associated with depression diminished as they learned to accept 

and like themselves over time. They spoke of becoming “older and wiser” (P 10) as important in 

learning to be more assertive with their medication and self-care. Finally, growing older was said 

to be supportive in being able to be more objective with their depression. “I’ve grown up. Yeah. 
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I’ve matured mentally. And I think I’ve become more aware of the fact that I own it (depression), 

it doesn’t own me” (P 3).  

Recommendations. When asked how they would advise other women who were 

considering antidepressants, most women recommended them. “I would say yeah give them a 

try and see if they help. I am a big believer in better living through chemistry” (P 15). However, 

most gave caveats that antidepressants weren’t a ‘fix’. “Don’t’ just grab them just because it looks 

like it’s a quick fix, cos it’s not a quick fix and you still have to work on it. It doesn’t solve it (P 3). 

Learning to manage in other ways was considered important too, 

I would just say if you just take medication I don’t think your problems are going to go 

away. You will feel better and being less depressed, maybe more able to handle things. It 

made me feel better but it didn’t, it’s not going to take the pain away and even if you are 

going to be on them long-term I think you need to learn how to cope or change (P 1). 

 Another warning was that it would be difficult to come off them. “I think to a friend I 

would say, take them, life is too short, but with that caveat, it’s hard to stop taking them, you 

know?” (P 12). This was alongside recommendations that women considering antidepressants try 

to keep their use time-limited. “So I would say try them but not stay on them for longer than they 

had to, ‘cause sometimes you need to try something” (P 7). Another person said, “Well I wouldn’t 

want to suggest to anyone that they should need to be reliant on medication for a very long time” 

(P 9). 

 A number of women suggested to potential users “do your research” (P 3). This was 

frequently in reference to side effects. “So research the side effects of what the meds might be 

and decide whether you can manage those kinds of side effects” (P 2). They also said that women 

should understand the contributors to their own depression. “If you are able to do the research, 
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find out if your depression is environmental or hereditary” (P 4). However, this person also 

cautioned that antidepressants were a second option following talking therapy, “So, regardless of 

the answer to that, do the therapy” (P 4). 

 Participants also had ideas about their ideal-world self-care. Several women expressed 

that early education about mental health, while they were in their adolescent years, might have 

alerted them to the problem, allowing them to access support sooner,  

I think back at school actually, I mean teaching…. I think it’s important to introduce the 

idea that everyone is different and everyone feels different and if you feel different then 

you need to talk to somebody. You know put those sort of support things in place (P 18).  

 Another important message women endorsed for school aged children was “just sort of 

changing, educating, the idea that mental health isn’t any different from physical health” (P 14). 

One participant said earlier intervention as a teenager would have helped as “I don’t really think 

there was anything wrong with me in a way” (P 12). On reflecting on her experiences when she 

was younger she said, 

I was just a bit mixed up, cause I was young and I didn’t have good resources in myself and 

probably if I’d have been in that more supportive setting and had better resources offered 

to me and things could've been better from a much younger age Then things would have 

gone differently, yeah (P 12). 

 Overall, the women who took part in this study all experienced antidepressants as 

efficacious to some degree and would recommend them to others. However, they also advocated 

for self-care strategies and lifestyle changes such as the inclusion of exercise in handling 

depressive symptoms. Talking therapy was considered important to be used alongside 

antidepressants for most women. One of the key messages women advocated for was that 
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personal acceptance and growth was a critical component in fostering wellness, whether this was 

facilitated through talking therapies or over the passage of time. Most of the women felt that self-

compassion and acceptance was something that had taken a long time to develop, and women 

still struggled with facing both internalised stigma and overt stigma from outside sources.  

 The following chapter will discuss these findings within the context of current literature 

and psychology practice. Implications for clinical practice and future research will also be 

reviewed.  
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Chapter Four – Discussion  

This thesis study aimed to explore women’s experiences of long-term antidepressant use: 

the perceived impacts on their lives; their sense of self and sense of agency; any changes or 

developments in these experiences, views and perceptions over time; and any other experiences, 

activities and strategies which facilitated a sense of agency that the participants used to respond 

to depression.  Key findings will be addressed in this discussion. These include the impact of the 

experiences of depression on their lives and future use of antidepressants, experiences with 

antidepressants over time and how they were seen to both enhance and limit agency and sense 

of self, and how the women developed agency and empowerment through various activities and 

practices. 

Experiences of Initial Depressive Episodes 

The women’s experiences of depression played a significant part in their understanding 

of and response to using antidepressants. Experiences of severe depression shaped the way they 

perceived themselves as well as their sense of competency and agency in relation to their 

antidepressant use. It is, therefore, important to situate the current study within the context of 

the participants’ experiences of depression.  These experiences were often severe and 

frightening, and the participants reported feeling debilitated, dysfunctional, and unable to 

contribute to their community and significant others in meaningful ways. As their ability to meet 

the demands of their roles diminished with the increased severity of depression, so did women’s 

sense of agency. Earlier depressive episodes were commonly associated with a loss of agency or 

control over their emotional experiences, as found in a previous study by Cheavens (2000).  

 The women also described a sense of having to prove themselves as valuable members 

of their communities from a young age in order feel accepted, and this appeared to contribute to 
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their depression. This is consistent with feminist research which suggests that women’s 

diminished value in comparison to men may perpetuate a propensity toward depression 

(LaFrance, 2007; Picinelli & Wilkinson, 2000; Van de velde et al., 2010). Many women saw 

themselves as “weak” for finding functioning difficult, and re-doubled their efforts to achieve. 

This is consistent with current literature regarding barriers to help seeking, which includes an 

under-estimation of the severity of depression (Thompson et al., 2004).  As several other 

researchers found previously (e.g., Barney et al., 2006; Simon et al., 2004; Malpass et al., 2009), 

participants in this study also described concerns that they would face stigma for being incapable 

or “crazy” if they sought help for depression or needed to take antidepressants. The women, 

therefore, found it difficult to be their own agents of help seeking, and earlier episodes of 

depression had been endured for long periods of time. 

Gender-based role expectations were described as an important aspect of their sense of 

self and sense of value. In particular, women mentioned a sense of responsibility for taking care 

of others as well as their homes, fears of being a burden, and a sense of pressure to achieve well 

in all domains of their lives, as well as being vigilant about how they appeared to others. This is 

consistent with previous qualitative literature on women’s depression, which noted that women’s 

increased risk of developing depression may be a result of pressure for women to be successful 

in multiple domains of their lives and to present themselves well (e.g., Fullagar, 2009; Nolen-

Hoksema, 2001; Strickland, 1992).  Some participants also spoke about the development of 

depression as being related to gendered ideologies and the wider social and cultural ideologies of 

what a woman should be, although a number of the participants did not equate pressure to 

conform or achieve particular roles to gender. A qualitative study of women’s recovery from 

depression by LaFrance and Stoppard (2006) highlighted the role of gendered expectations in 

precipitating and perpetuating depression, in that the participants endorsed and worked toward 
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meeting gendered roles in their early stages of depression, but despite their best efforts felt 

unable to maintain or achieve these expectations. Findings similar to this are reflected in the 

current research, whereby participants described engaging in self-criticism and self-surveillance. 

In line with the meta-analysis by Malpass et al. (2009) women in this study sought help for 

depression and started antidepressants primarily so they could continue to function in ways that 

were deemed socially acceptable by others. As Fullagar (2009) also found, women understood 

the paradox of a desire to return to a level of functioning which was identified as potentially 

problematic in the first instance.  

Women in the study also spoke about the significance of the impact of earlier frightening 

episodes of depression when they were trying to make sense of the experiences of using 

antidepressants long-term.  In this way, these early experiences became benchmarks against 

which they compared their current levels of wellbeing, and they influenced their responses to 

antidepressants. The next section considers the main findings in relation to the women’s 

experiences of long-term antidepressant use, and includes their perceptions of the benefits and 

side effects, the double stigma of taking antidepressants for depression, and their experiences 

with attempting to come off antidepressants.  

Experiences of Long-Term Use of Antidepressant 

              A return to functioning. Despite experiencing initial challenges to finding an adequate 

level of efficacy and some manageable side effects, the women in the present research believed 

that antidepressants had reduced the severity of their depressive symptoms, as found by other 

studies (e.g., Anderson & Roy 2013; Cartwright, Gibson & Read, 2018; Sandell, 2016; Teal, 2009). 

They also reported that another benefit of antidepressant use was that it moderated their mood 

enough to enable them to return to a desired level of functioning. In line with previous qualitative 
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research (e.g., Cartwright, Gibson, & Read, 2008; Fullagar, 2009), the women thought that 

antidepressants allowed them to feel normal again and spoke of antidepressants supporting them 

in ‘coping’, ‘managing’, or that they ‘evened out’ their mood. A further finding was that some 

women also felt that antidepressants facilitated a return to their true selves, similar to results 

from the qualitative analysis by Knudsen et al. (2002).  

On the other hand, it is important to note that antidepressants did not eradicate 

depression from the participants’ lives, rather the participants believed that they reduced 

depressive symptoms. Similar to the findings of Cartwright et al. (2016) in their mixed methods 

research on long-term antidepressant use, the majority of the women described having periods 

of depression whilst on antidepressants, and some had current on-going depression. Despite this, 

the mild to moderate effect of antidepressants was described as “profound” and women were so 

pleased to be less depressed than their earlier experiences of depression that continuing to have 

symptoms alongside side effects was an acceptable pay-off for improved functioning. On the 

other hand, women spoke about coming to terms with relinquishing the idea of a “quick fix” for 

their depression, and understanding that there were limits to antidepressant efficacy. This may 

be likened to the stage of antidepressant use named ‘disillusionment’ in the model proposed by 

Karp (1993). As other researchers have found (e.g., Anderson and Roy, 2003; Garfield et al., 2003), 

the majority of the participants in this study recognised that antidepressants were one tool of 

many used in the treatment of depression, and were not a ‘magic bullet’.  

Hence, as other researchers have found, although they were not considered a quick or 

complete magic bullet, the women felt that antidepressants gave a sense of some control over 

their depression and supported them in resuming a more normal and functioning life (e.g., 

Anderson & Roy, 2003; Fullagar, 2009; Kwinter, 2005).  In this way, antidepressants can be viewed 
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as supporting a sense of agency. This is in line with a recently published interview study by 

Cartwright, Gibson and Read (2018), in which some women’s use of antidepressants appeared to 

contribute to a sense of agency following relief from symptoms.   

The impact of side effects. On the other hand, there were several aspects of 

antidepressant use which negatively impacted the participants. All but one of the participants 

within this study experienced negative side effects as a result of antidepressant use. Side effects 

were reported as being more severe in the initial stages of antidepressant use; however, 

participants spoke of enduring effects that they appeared to accept as something they would ‘deal 

with’. Common side effects were congruent with a previous review by Moret et al. (2009); and 

qualitative accounts in the Cartwright et al. (2016) study. Dry mouth, tiredness, sweating, 

headaches and weight gain frequently required lifestyle changes in order to manage these on-

going effects. The women had to adjust to and negotiate the impact of side effects in their day-

to-day lives and in their personal relationships. For example, diminished sexual response 

appeared to require careful negotiation with intimate partners, and it impacted women’s sense 

of self and worth to partners.  It also included a loss of intimacy and pleasure, as found previously 

(e.g., Anderson & Roy, 2013; Read, Cartwright and Gibson, 2014). However, the women in this 

study using antidepressants long-term considered the benefits to outweigh the side-effects.  

 The role of stigma and influences on the self. Another potentially problematic aspect of 

long term use was the experience of stigma. As found in previous research (e.g., Anderson, 

Kirkpatrick, Ridge, Kokanovic, & Tanner, 2015; Knudsen, Hansen, & Eskildsen, 2003; Knudsen, 

Hansen, & Traulsen, 2002; Malpass et al., 2009), women in this study remained alert to stigma 

regarding depression and antidepressants throughout their use, and identified the ‘double 

stigma’ of both being depressed, and then taking an antidepressant. There remained a significant 
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overlap between stigma, the women’s sense of self and agency, and their experiences of 

depression and antidepressant use. The participants felt stigmatised and limited in terms of their 

diminishing ability to meet social role expectations as a result of depression, but they also felt 

stigmatised and limited in terms of their antidepressant use and its effects, as was found by 

Malpass et al. (2009). The women’s perceived value by others and to themselves was impacted in 

both cases, and the women engaged in the self-stigmatising processes of self-monitoring and self-

criticism in an attempt to get back to where they “should” be. 

Although there were a number of women who stated they were no longer depressed, all 

the  participants spoke in ways that conveyed that they still had depressive symptoms and 

cognitions, and an on-going sense of unwellness or difference between themselves and non-

depressed others. The participants had a sense of vigilance around comparing themselves to 

others who were not on antidepressants, judging themselves critically, or they spoke of a 

worldview that diminished them as women or as depressed women. The tendency to self-monitor 

and for self-criticism was proposed by some women to be a result of stigma, discrimination and 

the cultural expectations of gender, and it was related to an external process that was outside of 

their control. These perceptions are congruent with known depressive cognitions or thinking 

styles, particularly those of an external locus of control, a negative bias, and feelings of 

worthlessness and guilt (American Psychiatric Association, 2013). 

In line with previous research, the women were also ambivalent about using 

antidepressants (e.g., Anderson & Roy, 2013; Fullagar, 2009; Karp, 1993). They appeared to hold 

multiple and conflicting views of antidepressants as a saviour but also a burden. The women in 

this study felt as though antidepressants gave them the ability to live their lives and supported a 

sense of agency, but in other ways they took something away from their lives and sense of self. 
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The participants wondered whether taking antidepressants had ‘contained’ them, keeping them 

within socially acceptable bounds of behaviour, but they also described a sense of limitation and 

restriction in themselves as a result of antidepressant use. The participants had the perception 

that antidepressants were associated with illicit drugs or labelled as “unclean”, as was found by 

Ridge et al. (2015). Many women had heard that the use of antidepressants changes personality, 

and wondered if they should be concerned about who they were without antidepressants, given 

their long term use. For some women, this question was perceived as not worth considering, as 

their fear of depression returning prevented them from engaging with this concept further. A 

number of participants explained that although they sought relief from the extremity of emotion 

associated with depression, they strongly believed that their emotional responses were a critical 

component of how they identified themselves. It was, therefore, important to these participants 

that antidepressants did not numb them to a full range of emotions.  

Many participants also viewed antidepressants as a safety net or as a security blanket, 

and they conveyed that they would prefer to live their lives without it. They understood the 

perceptions of antidepressants as being an ‘easy’ option, as also found by Anderson et al. (2015); 

Knudsen et al. (2003); and Malpass et al. (2009). In this sense, the women still felt ‘weak’ for taking 

antidepressants in the same way they felt ‘weak’ for needing them in the first place, exemplifying 

an internalised stigma.  Although the women said that they felt competent in managing their 

depression, these beliefs would suggest that many of them did not feel competent in managing 

depression on their own, and that in fact, the women would prefer not to need antidepressants. 

These preferences for self-management of depression are congruent with research by Knudsen 

et al. (2002) and Kwinter (2005); and the perception that having to take antidepressants felt like 

proof they were not able to cope on their own was aligned with results from other qualitative 

studies (e.g., Fullagar, 2009; Knudsen et al. 2002). 
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Attempting to withdraw from antidepressants. As a result of the reduction in their 

depressive symptoms, the majority of the women had attempted to come off them at some point. 

The reasons they gave were varied, and included concerns that they were not working or a desire 

to reduce side effects, in line with previous research by McMullen and Herman (2009). The 

discontinuation experiences reported by the participants were frightening, and involved 

physiological and cognitive symptoms which were severe enough to impede their ability to 

function in their lives, as was reported by Reid and Barbui (2010) and Rosenbaum et al. (1998). As 

Fava (2002) reported, women in this study believed that they were experiencing signs of their 

depression returning as a result of discontinuation, and these experiences led women to question 

the safety of coming off their antidepressant, as was found in research by Karp (1993) and Malpass 

et al. (2009). The women became confused as to whether they were relapsing into a severe 

depression or whether they were experiencing withdrawal symptoms, which is congruent with 

the difficulty distinguishing between these states as described by El-Mallakh and Briscoe (2012).  

Some women also thought that the withdrawal symptoms signified that the antidepressant had 

been working for them. Therefore, the women’s accounts of discontinuation conveyed changes 

in the way they framed and considered antidepressant use.  

After experiencing the unpleasant effects of discontinuation, the women had to re-frame 

their initial reasons for withdrawing with a more palatable belief that these experiences were 

indicators that the antidepressants were working, and that coming off them would result in 

debilitating depression. This was ultimately the reason given for going back on them and 

continuing to take antidepressants, with no plans to come off them again in the future. Previous 

qualitative research by Bollini et al. (2004), Karp (1993), and Malpass et al. (2009) had similar 

findings in that those who had difficulty coming off antidepressants experienced increased 

feelings of dependency and a reluctance to come off them again in the future. Women in the 
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current study began to understand the psychological dependence associated with 

antidepressants and expressed ambivalence about their use, as found in other research (e.g., 

Anderson & Roy, 2013; Fullagar, 2009). Hence, in line with other studies, withdrawing from 

antidepressants contributed to the women feeling that they were limited in choice as to whether 

they could successfully come off them (e.g., Belaise et al., 2012; Cartwright et al., 2018; Knudsen 

et al., 2002; Verbeek-Heida & Mathot, 2006).  

As has been found previously (e.g., Klien et al., 2017), returning depressive symptoms 

following withdrawal from antidepressants was also associated with a reinforcement of their 

aetiological understandings of depression as being biologically based. Within this study, the 

aetiological understandings of depression were ultimately shaped by experiences with 

antidepressants, similar to findings by Karp (1993). In describing initial episodes of depression, 

the participants frequently situated their depression within a psychosocial context, and indicated 

that depression should be understood within wider social and cultural contexts.  However, their 

difficulty with withdrawal effects and recurrence made them built a stronger biological model for 

understanding depression, and reinforced their perceptions that depression was a result of 

chemical imbalances and biological processes. This is similar to research by Sigurdson and 

McMullen (2013), in which long term antidepressant users were more likely to endorse 

biomedical aetiologies when justifying their on-going antidepressant use. Hence, causal beliefs 

about depression changed over time to favour more biological understandings following 

antidepressant use (e.g., Karp, 1993; Klien et al., 2017; Knudsen et al., 2002).   

Experiences that Support a Sense of Agency 

Investing in self-care. This thesis study also examined the practices and activities that the 

women undertook to increase a sense of agency in responding to depression. They described a 
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personal process of finding out what worked for themselves, and no two women were the same 

in describing what assisted them to respond effectively to depressive symptoms. An example of 

this was the common description of ‘self-care’ and ‘self-nurturing’, which included a variety of 

activities, from puzzles to spending time with loved ones. Self-care was not without its challenges, 

and involved working against their tendencies to put others before themselves, and to see the 

value and worth of investing in themselves, as was found in research by Fullagar and O’Brien 

(2014). This was counter-cultural to many of the participants, but became easier over time and as 

they perceived the value of nurturing themselves. This is similar to research by Cartwright et al. 

(2018), which also found that engagement in purposeful activities to support recovery was 

associated with a sense of pride and up-skilling, although it also came with challenges. Similarly, 

Fullagar (2009) found that the women’s accounts of recovery were intertwined with other daily 

practices and activities such as therapy, which facilitated a sense of experiential authority and 

agency.  

Seeking information. Most of the women in this study also described conducting personal 

research into depression and antidepressants to better inform and empower themselves, in a 

process similar to that suggested by Fullagar (2009), McLaughlin, (2003) and Moradveisi et al. 

(2015). Being better informed and having a greater awareness of depression was important, and 

several women mentioned that having this at an earlier age may have prevented some of the 

difficulties they have now. In this way, women felt that earlier intervention would have negated 

the need for antidepressants, or reduced the amount of time they spent believing they needed 

to push through depressive symptoms and endure unnecessary suffering. As was found by 

McMullen and Herman (2009), the women in this study were vigilant to the views of others, and 

many were on the receiving end of opinions about what was the best way to recover from 

depression. Similar to findings by Fullagar and O’Brien (2014), many of the participants found 
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unsolicited advice unhelpful; it was demeaning of their chosen methods of intervention for 

depression. Discovering their own methods of recovery was more effective. As Anderson et al. 

(2015), and McMullen and Herman (2009) also found, women in this study found a sense of 

belonging and comfort through talking with others who were depressed or who had also used 

antidepressants, rather than advice from medical professionals. 

  Women described how talking with others who had experience of depression was not 

only a valuable source of information, but that these groups also provided emotional support and 

validation. Some women found that utilising peer groups or online forums was a way they could 

support their confidence in managing depression and learn about what worked for others. The 

women described a sense of belonging and connectedness and were able to let their façade down 

in the presence of other people with depression, and this was felt to be a relief. Hearing others 

people’s accounts of side effects and effectiveness was reassuring in ways that could not be 

communicated through prescribers, who were perceived as not understand the realities of living 

with depression and taking antidepressants. This is similar to findings by Anderson and Roy 

(2013), where participants found that information from GPs was not sufficient so they sought 

information from other sources.  

Others can facilitate personal agency. A sense of agency could also be fostered through 

effective communication with prescribers, and several participants spoke about the ways health 

professionals facilitated a sense of empowerment through regularly reviewing medication and 

providing advice while encouraging the women to make medical decisions for themselves.  

However, as Anderson et al. (2015) found in their qualitative research, the majority of women in 

this study felt as though medical decisions were out of their hands, and only a select few had this 

experience of empowerment in their relationships with prescribers.  
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As mentioned, having others acknowledge and validate the observed difficulties of 

depression was often a catalyst for seeking help. The tendency to attempt to ‘soldier through’ 

depression and the belief that difficulties in coping were a sign of inadequacy or weakness 

immobilised the women and prevented them from seeking advice from a health professional until 

they were encouraged to do so by someone else. This concept is also highlighted in research by 

Fullagar and O’brien (2014), which suggests that common narratives endorsing individual 

responsibility for depression recovery do not take into account the importance of social supports 

in depression recovery.  In the current study, offers of support by friends, family or caring others 

were reported as having prompted women to take action during their recovery process.  

Empowerment through acceptance and self-development. One of the main findings of 

the study was that a number of women believed that developing psychologically was a significant 

process in developing a sense of acceptance of themselves and their depression, and it 

contributed to an increasing sense of wellness and contentment in their lives. This is similar to 

work by Fullagar and O’Brien (2014), which found that in learning to understand themselves, 

women with depression were better able to explore individualised recovery methods which were 

effective for them. Some women in this study described this as happening naturally over time, 

while others who had engaged in talking therapy stated that their personal growth and 

development had been facilitated through this process. Getting older and wiser was accompanied 

by relinquishing some of their self-criticism and coming to like themselves. In this way, some of 

the older women in this cohort said that their psychological development and maturity 

contributed to a reduction in their sense of social and cultural pressure to perform in certain ways, 

and that this meant they felt more competent and content with themselves.  This is congruent 

with research by Flett, Besser, Davis and Hewitt (2003), which found that the degree to which 
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social expectations influenced levels of depression was mediated by influencing unconditional 

self-acceptance. 

The women felt that talking therapy did not only facilitated a process of personal growth, 

it also equipped them with skills and agency to respond to depression effectively. Several women 

in this study noted that there were financial barriers to attending regularly, supporting research 

by Marcus and Olfson (2010) and Mohr et al. (2006), who speculated that this may relate to 

declining rates of talking therapies being used in the treatment of depression. Finding a therapist 

was often facilitated through general practitioners, and in some instances, if the practitioner did 

not support this view, it became difficult for women to engage with the kind of intervention they 

were looking for. This was noted to be a particular problem overseas, and this type of therapy 

was facilitated better by GPs in New Zealand. As was found by Mohr et al. (2006) the women in 

this study described the emotional barriers to initiating talking therapies, which were also 

considered to be hard work and they were averse to exploring personal difficulties in this way. 

Clinical Implications 

This study has relevance for mental health professionals, primary clinicians, supportive 

friends and family members.  This thesis research has clinical relevance for prescribers, who can 

gain a better understanding of the experience of receiving antidepressant medication long-term. 

The results highlight that women hold multiple and conflicting aetiological views about 

depression, often involving psychosocial factors, although antidepressants are commonly the first 

line treatment offered. This is counter to the current literature, which stresses the importance of 

taking into account the preferences of the individual (Elberse et al., 2011; Lin et al., 2005), and 

the comparable efficacy of psychotherapy in treating depression (Cuijpers et al., 2013; Gartlehner 

et al., 2011; Weitz et al., 2015). Barriers to psychotherapy, such as accessibility and financial 
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constraints, continue to be problematic for those who manage depression over long periods of 

time. Therefore, primary care clinicians should provide referral and access to psychotherapy 

where possible, if this is what the client is interested in. 

Initial experiences with antidepressants are associated with increased side effects, and 

this appears to contribute to a loss of agency. Primary care clinicians and prescribers are at this 

point able to facilitate a sense of agency through frequent review processes, and by encouraging 

women to take an active role in the decision-making about their antidepressants. All the 

participants within this study found antidepressants useful in providing some relief from their 

symptoms of depression. Their reports indicate that the treatment outcome measures as set out 

by the National Collaborating Centre for Mental Health (UK) (2010) were being met in terms of 

returning individuals to functionality; however, recovery from depression and being able to thrive 

in their lives was said to encompass a great deal more than simply being able to fulfil role 

expectations and duties. The women reported ongoing depressive symptoms and cognitive styles 

which perpetuated depressive states whilst taking antidepressants, and they acknowledged that 

antidepressants were not considered a ‘fix’. It is important for mental health clinicians to 

understand that regularly taking an antidepressant does not preclude ongoing difficulties with 

depression, and steps should be taken to facilitate a sense of agency and well-being though 

providing psycho-education, reviewing levels of depression regularly, and offering alternative 

intervention such as psychotherapy when necessary.   

The key findings from this study highlight the diversity of supportive practices and 

activities the women undertook in responding effectively to depression; they also show how 

prescribers, therapists and counsellors can facilitate and support this tailored process. Learning 

to thrive and develop a sense of agency was facilitated by a number of processes and activities. 
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The women had to learn what self-care looked like for themselves, and the process of accepting 

their need for care and support often involved reviewing common cultural beliefs about putting 

others’ needs before their own, as well as the tendency to believe they were a burden on others.  

Personal growth and talking therapies were pivotal in addressing their individual beliefs and 

assumptions about themselves’ which contributed to ongoing depression. Self-acceptance was 

also a pivotal component in developing a sense of well-being, as well as contributing to a sense 

of agency in their management of depression. In response to this opinion, a holistic model of care 

such as the stress-diathesis and ABC models of depression may in fact be more representative of 

women’s experiences (Hyde, Mezulis & Abramson, 2008; Parker & Brotchie 2010; Schotte et al., 

2006). This again may be supported by utilising a holistic approach, such as the biopsychosocial 

model, as well as shared formulation of presenting concerns to provide a tailored intervention 

that utilises the service users’ strengths and addresses their aetiological beliefs.  

This is also true of the therapeutic relationship, since the results suggest that therapists 

and psychologists can support clients by remaining open-minded about the benefits of a 

biopsychosocial approach which may include antidepressants. Psychologists and therapists may 

consider the impact and significance of severe depression and the fear associated with this, as 

potentially having an on-going impact on the way decisions regarding depression management 

are made and the resulting impact on women’s sense of self and agency. Therapeutic 

practitioners may consider the usefulness of addressing the impacts on self-worth and the sense 

of self-acceptance when facilitating engagement and flexibility through a diverse range of 

strategies for managing depression.  The results also suggest that accessibility to talking therapies 

remains problematic for those wanting psychotherapy for depression, and therapists and 

psychologists could offer this support through exploring ways to increase accessibility to services.  

It is also important to address further therapeutic barriers by ensuring that adequate education 
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and support are given around the therapeutic process, including education about the level of 

dedication and work required and the evidence base for long-term benefits.  

This research also has implications for education that is provided to the general public. 

While effort has been made to increase awareness and reduce the stigma regarding depression, 

this remains a significant problem for those experiencing depression and taking antidepressants. 

It is important to note that many of the women in this study felt ashamed about their depression 

and antidepressant use, and were more likely to hide their difficulties and refrain from speaking 

about it with others. However, having other people reach out and validate their struggles was 

often a catalyst to help seeking, so this could also make a significant difference to those with 

depression.   

Limitations 

This study aimed to examine the experiences of women who used antidepressants long-

term. The participants were self-selected and are not representative of the diverse population of 

women who are on antidepressants. The current sample were predominantly of European 

descent, and do not adequately represent the diverse ethnic backgrounds of those who take 

antidepressants. Those with different ethnic backgrounds and from diverse cultural groups may 

have differing perspectives on aetiology and depression treatment than the cohort within this 

study. The majority of women in this study also held tertiary education qualifications and were in 

stable current employment, so a more diverse sample from a variety of socioeconomic 

backgrounds may be more representative of the population of women in the community who 

have depression.  

This study is likely to have some bias in the reporting of satisfaction with antidepressants. 

Satisfaction with antidepressants can be expected for women who have remained on them for 
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long periods of time. It is unlikely that those who have had negative experiences or who are 

unhappy with the efficacy of antidepressants would remain on them for more than five years; 

therefore, the current research is more likely to be skewed in favour of antidepressants.  

Women were also asked to retrospectively consider their early experiences of 

antidepressants through to the present time. For some, this meant recalling information from 

decades ago, and it is important to consider that current perspectives and emotional experience 

can shape how experiences are recalled. There was also some difficulty recalling details, and 

recollections may not be accurate. A longitudinal study which follows women’s experiences over 

time would be more accurate in encapsulating the changing beliefs and perspectives of 

antidepressant users. 

Future Research Directions 

 The current study examined women’s experiences of antidepressant use over the long 

term, and how this impacted on their lives. It also investigated how a sense of agency was 

developed in responding effectively to depression. Given the findings of this study, future 

research into this topic could involve a longitudinal study utilising assessment tools to measure 

the level of depression, agency and wellbeing at regular intervals throughout the study alongside 

the qualitative data to adequately capture the diversity of experiences. This research could also 

involve a qualitative component to ensure that the nuances of experience are captured in order 

to review the changing and dynamic process of recovery in depression. In addition, further 

research into women’s experiences of coming off long-term antidepressant medication may 

provide useful insight into what supports women to discontinue antidepressant medication and 

maintain wellness successfully over the long-term. 
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It may also be useful to consider recovery practices in women from non-western 

communities and cultures, to consider their views and perspectives on contributions to 

depression, as well as what is required for them to thrive and develop a sense of agency and well-

being. 

Conclusion 

 This study examined women’s experiences of long-term antidepressant use and the 

impacts on the sense of self and agency. It found that depression’s debilitating impact on 

women’s ability to fulfil perceived role expectations remained a benchmark against which all 

future wellness was compared. The women in this study found that starting antidepressants, 

therefore, supported their sense of agency, which facilitated a return to functioning. However, 

antidepressants also contributed to a loss of agency in several ways. Although depression was 

alleviated, it was not gone, and the women worked to accommodate the on-going side effects 

and impacts of antidepressants on their lives and relationships. Attempts to discontinue 

antidepressants involved experiences with “terrifying” withdrawal symptoms and recurring 

depression, which reinforced their belief in biological aetiologies and gave them a diminished 

sense of agency and a perceived psychological dependence on antidepressants.  

The women’s confidence and agency in responding effectively to depression was due to 

engaging in a number of practical activities, relationships and therapeutic interventions, which 

involved giving themselves permission to develop an individualised programme of self-care. 

Understanding themselves in a wider psycho-social context supported the psychological process 

of coming to accept and like themselves. Some women described this process as happened 

naturally over time; however, others reported that it could be hastened through engagement 

with talking therapies, which were seen as equipping women with the skills and strategies to 
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respond to depression and promoted a sense of empowerment. On the other hand, talking 

therapies were also seen as impractical, expensive and difficult to access.  
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Participant Information Sheet 

Women’s experiences of long-term antidepressant use 

Who is conducting this research? 

Ondria Cowan is a doctoral student enrolled in the Doctorate of Clinical Psychology at the University 
of Auckland, and is completing this research as part of her degree. Her previous research has 
investigated the general experiences of long-term antidepressant use through the ‘Views and 
experiences of antidepressants in New Zealand’ study. Ondria is supervised by Dr Claire Cartwright, 
Senior Lecturer, and Dr Kerry Gibson, Senior Lecturer from the School of Psychology, University of 
Auckland. 

What is the research about? 

This study aims to develop an in-depth understanding of women’s experiences and perceptions of 
using antidepressants to treat depression over long periods of time. There is currently very little 
research into long-term antidepressant use, although using antidepressants for long periods is 
becoming more common. In particular, I want to understand how your experiences may be different 
at different times, and how your perceptions and thoughts about antidepressants may have changed 
over time. This will include discussing your experiences of depression, changes to your 
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antidepressant type or dosage and any other methods (such as exercise, or psychotherapies) you 
may have tried in treating it, including any benefits and challenges associated with these.  

Who can take part? 

I intend to interview 18 to 20 women between the ages of 25 and 65 years of age who have used 
antidepressants continuously for more than five years, and are currently on antidepressants, OR 
have been off antidepressants for more than six months, after having been on them for more than 
five years. 

What does the research involve? 

If you take part in the study, you will take part in an audio recorded face to face interview, which 
may last between 60 and 90 minutes.  

During the interview, you will be asked to talk about your experiences of depression and its 
treatment with antidepressants and how it may have changed for you over several stages: the initial 
experience of depression and first year of antidepressant use, the middle stages of taking 
antidepressants, more recent or current experiences, and your expectations for the future 
management of depression. You will also be asked to comment on your experiences of support or 
stress, and alternative treatments you may have tried within these stages.  

Interviews will be arranged via email and telephone contact and will be taken by the researcher, 
Ondria Cowan, at a time that suits you. They can be completed at your home or work place, or at a 
private space on the University of Auckland premises.  

If you decide that you do not want to take part after the interview has begun, you can tell the 
interviewer and the interview will stop. You may also ask to stop audio recording at any time. 

The interviews will be transcribed by a University approved professional transcriber, who will sign a 
confidentiality agreement.  Data from your interview can be withdrawn from being included in the 
study up to four weeks following your interview if you change your mind.  You may request to 
receive a summary of the findings from the research after data analysis has taken place. 

Is it confidential? 

If you do take part, your anonymity will be protected.  Your name will not be placed on the audio 
recording.  Instead, each participant will be signed a random code, which will be attached to the 
data you give to the project.  The data from the interviews will be analysed and the results of the 
study will be published in a thesis and in research publications.  Small quotes may be used in these 
publications from the interviews.  However, care will be taken to ensure that no participant can be 
identified from their quotes.  No-one, except the researcher, will know that you have taken part in 
the study. 

What happens to the research material after the research is completed? 

The data from the study will be stored for 10 years on a password protected computer belonging to 
the University of Auckland.  After this date, it will be destroyed.  Any paper printouts will be 
destroyed and computer files will be permanently deleted. 

What if talking about this causes distress? 
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We will take care that the interviews are respectful and we wish to hear about your expertise in 
regard to your depression and antidepressants. However, if after completing the interview, you feel 
distressed, and feel the need to talk to someone professional, you will be given the opportunity to 
speak with Dr Cartwright, a Clinical Psychologist. She will discuss your experiences in the interview 
and will support with further referral to an appropriate health care service, should you need it. 

How do I take part? 

If you are interested in completing a face to face interview, please contact Ondria at 
ocow001@aucklanduni.ac.nz to express your interest.  

  

mailto:ocow001@aucklanduni.ac.nz
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Appendix C: Interview schedule 
Interview Schedule 
*Consent form. 
Participants will be asked for the following demographic information: 
Age, Marital status, Occupation, Cultural background. 
History of antidepressant use: 

• How long have you been on antidepressants? 
• How many changes in dose / type of antidepressant have you experienced? 
• What antidepressants have you been on? 
• Current antidepressant: 
• Time on current antidepressant: 

Stages: 
Before we start the interview, I just wanted to say that it can at first feel a bit strange doing 
interviews in this way. I want to hear as much of your story as possible with little input from me- 
I don’t really want to direct it in any particular way. I may interject with a few questions, as of 
course there are aspects of your experience I want to know about, but generally, I will just sit back 
and listen. This isn’t really how a normal conversation goes, so it can feel a bit uncomfortable at 
first. 
What I really want to hear about is your experiences with antidepressants, and depression- from 
when you first became depressed, and what was going on for you, to being first prescribed 
antidepressants and your first experiences of them, any changes or turning points between then 
and now.  
People who have been on antidepressants for some years will sometimes talk about their 
experiences of antidepressants developing or changing, so I would like to ask you about your 
experience of antidepressants as they may have changed across time. One way to do this is to 
identify different stages of your antidepressant use, and these might be identified by changes you 
experienced – and that can be in any way- from dosage, type, or satisfaction with your 
antidepressant. If there is nothing that comes to mind, then generally separating it into the lead 
up to taking antidepressants, then how it was to settle into taking them, and their impact on your 
depression, as well as any benefits or side effects, other things happening in your life at those 
times. And the same really for the middle stages, and then going into the more recent stages. 
Interviewer to assist in identifying stages and begin by framing these as a way to guide interview 

• Include years / months of each stage 
• General points – what started it and ended each stage 
• Positive / negative / neutral frame 

*Start recording 
Before antidepressants prompt questions: 

• Can you tell me a bit about what was happening in your life before you started taking 
antidepressants? 

• How were you experiencing depression before you started taking antidepressants? 
• How confident did you feel in managing your depression at this time? 
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• How did you come to the decision to go on antidepressants? / What influenced your 

decision? 
• How did you feel about going on antidepressants? 

Initial stages 
• What was your first experience of antidepressants like over the first six months to a year? 
• What was the rest of that stage like? 
• What were the initial effects and how satisfied were you with its impact on your 

depression? 
o Side effects / benefits? 

• What was your experience of depression, if at all, during this stage of taking 
antidepressants? 

• What supports were available to you at this time? 
• What stressors did you encounter during this time? 
• Did you use any other therapy or alternative treatment at this time, and what was that 

like? 
‘One to three years’ prompt questions: 

• What changes were present here for you to make this the next stage of your 
antidepressant use? 

• How effective were the antidepressants and how satisfied were you with its impact on 
your depression? 

• What was your experience of depression over this time? 
• What was happening in your life, and what stressors did you encounter at this time? 
• How confident did you feel in managing your depression at this time? 
• What supports were available to you at this time? 
• Did you use any other therapy or alternative treatment at this time, and what was that 

like? 
• Did you ever attempted to stop using antidepressants, and if so, what was that experience 

like, and what happened for you?  
‘Three years to current experience’ prompt questions: 

• How confident do you feel in managing your depression at the moment? 
• How effective are the antidepressants you are currently on, and how satisfied are you 

with its impact on your depression? 
• What is your current experience of depression? 
• What is happening in your life right now? 
• What supports are available to you? 
• What stressors are you currently experiencing? 
• Do you currently use any other therapy or alternative treatment? 

 ‘Future management of depression’ prompt questions: 
• In an ideal world, what would be best for you for the future management of depression? 
• Do you see yourself coming off antidepressants? Why/ why not? 

Approved by the University of Auckland Human Participants Ethics Committee on: 1/3/16 for 
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three years, Reference Number: 016163. 
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Appendix D: Consent form 

 
School of Psychology Building 721, Tamaki Campus 
 261 Morrin Road, Glen Innes 
 Auckland, New Zealand 

Telephone 64 9 373 7599 
ext. 86269 
Facsimile 64 9 373 7043 
The University of Auckland 
Private Bag 92019 
Auckland, New Zealand 

Consent Form 
(This consent form will be kept for 10 years) 

Study: Women’s experiences of long-term antidepressant use. 
Researchers: Ondria Cowan 
Supervisors: Dr Claire Cartwright, Senior Lecturer, and Dr Kerry Gibson, Senior Lecturer from the 
School of Psychology, University of Auckland. 
I have read the Participant Information Sheet, have understood the nature of the research and 
why I have been invited. I have had the opportunity to ask questions and have them answered to 
my satisfaction. I understand that my participation in this study is voluntary 
• I agree to take part in this research and to take part in a face to face interview which will last 

up to 90 minutes. 
• I understand that if I become distressed during or after the interview, I can request to speak 

with Dr. Claire Cartwright, a clinical psychologist who can discuss with me how I can get 
further support. 

• I understand that I am free to withdraw participation at any time during the interview without 
giving a reason, and to withdraw any data traceable to me up to four weeks after the 
interview. 
Final date of withdrawal: …….../…….../……...  

• I understand that the interview will be audio recorded and will be transcribed by a 
professional transcriber, who will have signed a confidentiality agreement. 

• I understand that my identity will be protected by omitting my name from transcripts, and 
instead will be given a random code assigned to all data I give to the project.  

• I understand that I will be given two weeks to view and amend transcription of my interview, 
following its receipt and before data analysis. 

• I understand that research findings will be published in thesis and in journals. 
• I understand that hard copies and electronic data will be kept for 10 years, after which time 

they will be destroyed.  
• I understand that my anonymity and confidentiality will be ensured and any quotes used in 

publications will not give any information that could identify me. 
• I wish / do not wish to receive the summary of findings. 
Email / Address to send summary: 
……………………………………………………………………………………………………………………………………………………
…………………………………………………………………… 
 
Name _____________________Signature ____________________Date _________________ 
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