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Abstract 

 

This study aimed to capture the lived experience of stigma that surrounds psychological 

therapy through in depth interviews. Each participant had attended at least twelve sessions 

of weekly therapy whilst also acknowledging a sense of stigma attached to it. Interview 

conversations took place on a one-to-one basis with three participants, on two separate 

occasions. Taking a narrative inquiry approach, the study aimed to contribute much needed 

deeper understanding to a field which is dominated by quantitative studies. Following 

analysis and interpretation of the transcripts, three main themes emerged. First, stigma is a 

complex phenomenon, experienced as an entanglement of external and internal influences, 

with societal and familial culture shaping subjective experience at both explicit and implicit 

levels. The second theme was stigma revealing itself during the process of therapy, how it 

was associated with reasons for engaging, and with intersubjectivity between therapist and 

client. The final theme was the dilemma that participants faced around disclosing their 

engagement in therapy, and how connection and relationships were central to resolving this. 

The participants’ accounts conveyed stigma as a complex, interwoven, multilayered and 

multidirectional phenomenon. The understanding gained from the narratives led to the 

proposal of six areas of consideration for therapists in order to enhance practice. These 

were: paying attention to how stigma may present in the therapy room; the importance of 

assisting clients in tolerating uncertainty around mental health; how stigmatising beliefs may 

reflect deeper levels of psychological process; the potential for reframing and empowering; 

the value of the therapeutic relationship; and the importance of accommodation to the 

client’s process and momentum. 
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INTRODUCTION 

 

Background to the study  

 

I can still recall my initial reluctance to research the experience of stigma, and yet it was a 

topic that I seemed to keep coming back to. I came to realise that my reluctance was a 

reflection of my own experience of stigma that I was grappling with, especially in the early 

stages of my training as a counselling psychologist and psychotherapist. It was a strange 

situation, to feel drawn to undergo this training and at the same time feeling shame in doing 

so. A year or so into the course, when this study was conceived, I realised there was no 

place to hide in this work, that my weaknesses and inadequacies would inevitably be 

exposed. My fears were captured by Pines’ (1990, p.7) description of shame being the “inner 

language of failure”, where not only do we feel we have violated the laws of society, but also 

our own ideals; we feel rejected by others and we also reject ourselves. I was experiencing 

first-hand the embodied sense of shame upon which stigma thrives. 

Before starting my training and throughout the majority of it, I worked in a male dominated 

environment and felt pressure to conform to the social and cultural norms which 

accompanied it. In this environment, as in many others, emotional expression and the 

inability to cope were perceived as weakness and were to be avoided at all costs. The desire 

to avoid this stigma meant that I adapted myself to it. I suppressed parts of myself that 

conflicted with it and reinforced my parts that aligned with it; such was the need to fit in. 

These behaviours, thoughts and beliefs were already in motion of course, as I had absorbed 

the more subtle messages of masculinity, strength and independence that filled my 

environment, family unit, and social group. 

By fitting in with these direct and indirect messages, I was rewarded with a sense of 

belonging, to be thinking, feeling and behaving like the majority of those around me. This 

reward however, came at a price, which I understand now as the feeling of unease 

associated with a loss of authenticity and the denial of what Winnicott (1960, p.140) called 

my “true self”. As I continued to face my own struggles in life, with feelings of depression and 

anxiety, I became increasingly ashamed of my ‘true self’ and felt increasingly disconnected 

and isolated as a result. 
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I have come to view my engagement in this training as a form of subversion of what I 

consider to be unhealthy models of masculinity and of the stigma that surrounds mental 

health and help-seeking. This training has not only enabled, but actively encouraged me to 

harness my ‘true self’ rather than supress it. Had I not embarked on this process, I am fairly 

sure that I would never have engaged in therapy, the shame would have felt too great. And 

yet I find myself here, having completed four years of personal therapy, experiencing the 

highs and lows, the courage it requires, and the life changing benefits it can provide.  

This leaves me in an unusual position, considering myself to be deeply impacted by stigma, 

whilst also having engaged in long-term therapy, and now working as a psychological 

therapist. My training means that I have specific understanding and insight into my 

experience, and when looking at the research field of stigma, the depth of my experience is 

not reflected there. The field is instead dominated by quantitative research that primarily 

focuses on attitudes and barriers to help-seeking, rather than the embodied experience of it. 

This study aims to capture the complexity of this embodied experience, the part which 

touches the core of our being, but which goes largely unrecognised in the existing 

quantitative research. By employing qualitative methodology, my aim is to uncover this depth 

of experience, and use it to inform therapists’ understanding of working with people’s 

experiences of stigma when they engage in therapy, and to provide further understanding of 

how to reach out to those who don’t. 

 

 

Note on terminology 

 

The term ‘stigma’ is discussed and unpacked throughout this dissertation, but is initially 

understood as referring to negative feelings or associations that relate to particular 

circumstances or characteristics. When an individual experiences stigma, these negative 

portrayals are internalised and associated with oneself; often resulting in feelings of shame, 

of being “fundamentally unacceptable, unworthy or defective” (Joyce & Sills, 2018, p.95). 

The complicated relationship between stigma and shame is explored further in the literature 

review. 

The terms ‘mental illness’ and ‘disorder’ are used throughout the existing literature and 

reflect the medical model through which mental health is currently viewed, assessed and 

treated. This model is criticised for pathologising emotional suffering, as James Davies 
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(2021) describes: “It’s ‘normal’ for everyone to suffer emotionally at some point in their lives 

(often at multiple times & sometimes acutely). Yet, from a wider historical perspective, what 

seems to me to be ‘abnormal’ (& ideological) is to pathologise that widespread suffering as 

‘mental illness’” (For further discussion see Davies, 2014).  

An alternative conceptual model to the current diagnostic system has been proposed, titled 

the Power Threat Meaning Framework (PTMF) (Johnstone & Boyle, 2018, p.1), which 

considers mental health issues in terms of “threat responses”, rather than “disorders”. Whilst 

the medical model continues to dominate and is likely to do so for the foreseeable future, I 

consider this debate as fundamental to the experiencing of stigma, as conceptualising all 

emotional suffering as ‘mental illness’ is problematic and ultimately harmful.  Therefore, 

throughout this dissertation, I shall refer to mental health difficulties or issues rather than 

‘illnesses’ or ‘disorders’. Where it has felt necessary to replicate the language used in the 

existing literature, or in the participants’ narratives, to maintain accuracy or clarity, I have 

done so with the use of quotation marks. 

For consistency, throughout the dissertation I have chosen to use the terms ‘therapy’ and 

‘therapist’ by way of encompassing all approaches of counselling, psychotherapy, clinical 

and counselling psychology.   

 

 

Rationale: the role of stigma 

 

Originating in ancient Greece, the word stigma comes from stig; a sharp stick used for 

tattooing or marking the skin and was originally used for decorative or religious purposes, or 

for branding slaves (Stuart, 2017). In the late 1800’s, Emile Durkheim (1982) was amongst 

the first to speak of stigma as a social phenomenon, in relation to crime and deviance.  It 

was later referred to by Goffman (1963) as a mark of shame associated with a specific 

condition or characteristic, and more recently, by Hinshaw (2009, p.xi) as “conveying a deep, 

shameful mark or flaw related to being a member of a group that is devalued by the social 

mainstream”.  

Stigma is founded upon difference; the identification of distinct groups and the subsequent 

stereotyping and discrimination against them. Stigma attempts to define people, and in 

relation to mental health, this can be particularly devastating as Stuart (2017, p.5) describes, 

whilst “one has diabetes, cancer or a broken leg … one is mentally ill”. Stuart’s words speak 
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to the embodied nature of stigma and its intrinsic link to the experience of shame, where the 

very core of our being feels rejected by others and by ourselves; in those moments we are 

painfully aware of our “hateful identity” (Pines, 1990, p.1).  

Developmental theorists propose that shame originates through non-verbal interactions 

between infant and care-giver (e.g. Schore, 2003). Where these interactions are misattuned, 

the infant vicariously experiences the care-givers disappointment or disapproval. If these 

interactions are repeatedly neglectful, rejecting or hostile, the infant can form a “non-verbal 

sense” of deficiency; of not being worthy of care (Joyce & Sills, 2018, p.97). It is this 

embodied nature of shame that led Orange (2008, p.85) to describe it as an all-

encompassing “world of experience”, and which explains why experiences of stigma can run 

so deeply, just as mine does. 

The experience of shame can be considered as universal (Durkee et al., 2019). However, 

the behaviours with which it is associated are culturally specific and context dependent. 

What might be considered perfectly acceptable in one culture can be deeply shameful in 

another. Take for example, the thumbs up gesture which is a sign of approval in the Western 

world but a sign of contempt in the Middle East, or how in Japan, eating all the food on your 

plate is actively encouraged, whereas in China it is polite to leave some food in 

acknowledgement of your hosts generosity (Today, 2013). We are taught what is acceptable 

and what is not, and shame is intrinsic to this process. Shame also has different emphasis 

across different cultures, with Japan for example, experiencing higher levels of shame than 

Western societies (Furukawa et al., 2012). Given the centrality of shame to the experience of 

stigma, cultural differences are also integral to this and will be discussed further in the 

literature review that follows. 

Stigma is frequently identified as the most significant deterrent for individuals seeking help 

for their mental health (Corrigan, 2004). Furthermore, the experience of stigma has been 

described as more devastating and life-limiting than the mental health issue itself (Schulze & 

Angermeyer, 2003). According to McManus et al. (2009/2016), one in four people in the UK 

will experience ‘mental illness’ in any given year, and in England, one in six in any week. 

However, it is also suggested that on average, only a third of those people will consult a GP 

or mental health professional (Andrews et al., 2001; Kessler et al., 2001; Meltzer, 2003, 

Wang et al., 2007), and even fewer actually receive treatment (Andrews & Henderson, 2000, 

McManus et al., 2016). In addition, it is also claimed that less than 2% of individuals whose 

problems do not meet diagnostic criteria, actually seek professional help (Andrews et al., 

2001).  
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These statistics begin to highlight the extent to which stigma deters people from seeking 

help for their mental health (Vogel et al., 2007), and the fear of stigmatisation has also been 

shown to deter individuals from acknowledging their mental suffering in the first instance 

(Satcher, 1999, Alvidrez et al., 2008). There is also a disparity here between genders, as 

men experience higher levels of stigma than women, in relation to seeking help (Vogel et al., 

2006; Pederson & Vogel, 2007), due to the perception that it conflicts with the traditional 

male gender role (Wahto & Swift, 2014). This greater experiencing of stigma perhaps 

suggests why men account for almost three quarters of suicides in England and Wales 

(ONS, 2021). I expand on this discussion in the gender section of my literature review that 

follows. 

For those people who do enter therapy, stigma has been linked with less compliance with 

therapeutic interventions (Fung et al., 2007), early termination of sessions (Sirey et al., 2001) 

and with missing appointments (Vega et al., 2010). Given the range of implications and the 

perpetuating nature of stigma, it is clear that greater understanding of how it is experienced 

is essential if we are to make therapy a more viable option. 

 

 

Research focus 

 

The aim of this study is to breathe the complexities of human experience back into the 

largely quantitative research field of stigma surrounding mental health and help-seeking. The 

existing research primarily seeks to deconstruct stigma into disparate parts and to identify 

influential processes that occur between them. Whilst this reductionist approach undoubtedly 

highlights significant elements associated with stigma, it also simplifies the depth and 

breadth of lived experience which I consider to be essential to informing our understanding. 

Stigma is not experienced as distinct elements in isolation, but as multifaceted, multi-layered 

complexity, which is context dependent, shaped by the past and anticipatory of the future. It 

is both intrapsychic and interpersonal. My aim is to capture and convey this complexity via 

the stories of those who have the experience of navigating stigma, and engaging in therapy.  

In my work as a psychological therapist I embrace the complexity of lived experience, and 

understand this to operate at explicit and implicit levels (Beebe and Lachmann, 2005), and 

across different domains of experience; somatic, emotional, representational and reflective 

(Wallin, 2015). It is only by exploring stigma at this same depth and level of complexity that 
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we can contribute most significantly to therapists’ understanding, and inform considerations 

for working with stigma when clients enter therapy. Furthermore, deeper understanding of 

this experience will also contribute further to helping those who are deterred by stigma, 

navigate their way through it and engage in therapy. 

In order to unearth this complexity of experience, my research focus is on three domains of 

experience: stigma before therapy; stigma during therapy; stigma after therapy. 

In the following section, I will review the existing literature on stigma surrounding mental 

health and help-seeking and in doing so highlight the aim of the current study and why it is 

important.  

 

 

LITERATURE REVIEW 

 

This literature review aims to provide a “comprehensive background for understanding 

current knowledge and highlighting the significance of new research” (Cronin et al., 2008, 

p.38). By drawing primarily upon online databases, accessed via EBSCOhost 

(https://www.ebsco.com), I employed a funnel approach to broadly reflect the research field 

surrounding stigma and help-seeking, before honing in on gaps within it. This process began 

with generic keyword searches, such as ‘stigma’ and ‘counselling’ and was expanded to 

include others, such as ‘attitudes’ and ‘barriers’, ‘psychotherapy’ and ‘help-seeking’. Studies 

were selected based on comprehensiveness and relevance to my research focus (Newell & 

Burnard, 2006), and to “build an argument, not a library” (Rudestam & Newton, 2014, p. 49). 

The literature review also conveys my critical thinking which guided the funnelling process as 

I began to search more specifically for qualitative studies reflecting subjective experience, 

which ultimately highlighted the need for my research. 

I begin this review by highlighting the significant change in attitudes toward help-seeking for 

mental health that have taken place over recent decades, and provide a brief overview of the 

wider research field. I then go on to focus more specifically on literature relating to stigma 

and help-seeking. 
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Changing attitudes 

 

Whilst stigma remains a deterrent to seeking help for mental health (Clement et al., 2014), 

attitudes have improved considerably over recent decades. This has been helped 

significantly by national social movements such as Time to Change (https://www.time-to-

change.org.uk), and initiatives such as Heads Together (https://www.headstogether.org.uk/). 

Time to Change was established in 2007, and sought to improve the way we think and act 

about mental health problems. The organisation began working in communities, workplaces 

and schools throughout England, and also produced national social marketing and 

communications campaigns. Unfortunately, government funding was stopped in 2021, but 

over this 14 year period, Time to Change claims to have improved attitudes of 5.3 million 

people and seen a significant reduction in social and employment discrimination as a result 

(Time to Change Impact Report 2016–21, 2022). 

The Heads Together organisation is spearheaded by The Royal Foundation of The Prince 

and Princess of Wales. Part of this initiative, which aims to tackle stigma and change the 

conversation around mental health, was conducted in partnership with the Football 

Association (https://www.thefa.com/), and produced a very powerful film where the Prince of 

Wales and numerous prominent figures from the world of football had a very frank and open 

discussion about their mental health (Heads Together, 2019). This spectacle alone 

demonstrates the significant change in society, as such a conversation would be 

unimaginable perhaps as little as ten years ago, and was seemingly very impactful; two of 

the participants in this study directly referenced the programme as indicative of progress and 

change. 

This change in attitude is further supported by a public perception survey conducted by the 

British Association for Counselling and Psychotherapy (BACP) (2021), which found that 83% 

of people think it’s more socially acceptable to discuss mental health than five years ago, 

and 85% of people agree that it is a good idea to seek therapy, when faced with a mental 

health problem. As this change in attitudes has gradually progressed over time, it has also 

recently accelerated as a result of the Covid-19 pandemic. A poll conducted by the Priory 

Group (2021) found that one in three adults between the ages of 18 and 44 sought help for 

their mental health for the first time during the pandemic, due to increased feelings of social 

isolation, anxiety and depression. These changes are incredibly encouraging, and show the 

potential for further change, highlighting why it is so important to maintain this momentum.  
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Stigma as part of a bigger picture  

 

Whilst my study focuses on the experience of stigma in relation to help-seeking, it is 

important to consider stigma as part of a larger network of barriers and constraints. For 

example, Clement et al. (2012) found that in the UK, the most significant deterrent to 

engaging in treatment was concern that it may harm chances of employment. And in the US, 

Mojtabai et al. (2010) found the most significant deterrent was the desire to handle the 

problem oneself.  

It is important to note, however, that Clement et al. (2012, p.14) categorised this most 

significant deterrent, along with many others, as being “stigma-related”, and I am in 

agreement with this. Informed by my own research, I would argue that many other barriers 

they identified as “non-stigma-related”, such as being too unwell to ask for help, or thinking 

the problem would get better by itself, are also related to stigma. Similarly, I would also 

argue that the most significant deterrent identified in the US, the desire to handle problems 

oneself (Mojtabai et al., 2010), is also intrinsically linked to the experience of stigma. 

I continue this discussion in the following section, where I provide an overview of the 

research field of stigma in relation to help-seeking for mental health issues, and suggest why 

deconstructing the experience of stigma in this way is problematic, and why my study 

provides a valuable alternative.  

 

 

Researching stigma: an overview 

 

What is initially striking about the research field of stigma surrounding mental health and 

help-seeking is the dominance of quantitative studies and the relative scarcity of qualitative 

research. As a result, the general focus is on the deconstruction of stigma into disparate 

parts and the isolation of influential processes that occur between them and how these affect 

attitudes towards help-seeking. The quantitative studies frequently rely upon college 

students as participants, who often are not, and have never been, therapy clients. The 

studies then record their intentions or anticipated actions or responses to help-seeking rather 

than their lived experience of it. For such a complex and uniquely human experience to be 

encapsulated in this way is undoubtedly limiting and there is a need for additional qualitative 

research to delve deeper into individual experience, rather than continuing to fragment it. By 
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drawing upon lived experience of stigma at an affective embodied level, my aim is to more 

usefully inform the clinical work of mental health practitioners. 

I shall begin this review by considering how shame is interwoven stigma, before looking at 

cultural and gender differences surrounding stigma, mental health and help-seeking. I will 

then look more closely at how stigma has been examined in the existing research and where 

the current study is located within it.  

 

 

Stigma and shame  

 

In addition to the social, political and economic implications, the experience of stigma thrives 

upon shame; they are intertwined and inseparable. Although this is acknowledged within the 

literature in relation to help-seeking, it features relatively infrequently. This is perhaps due to 

the dominance of positivist methodology which finds stigma easier to quantify than the 

embodied experience of shame. Or perhaps the attempts to deconstruct stigma with 

quantitative methods is also an attempt to control and manage something which is so deeply 

painful to experience.  

It was Goffman’s (1963, p.3) seminal work which defined stigma as a mark of shame 

signifying a “spoiled identity”. This spoiled identity resulted from “negative social meanings or 

stereotypes assigned to a people when their attributes are considered both different from 

and inferior to societal norms” (Dudley, 2000, p.449). Although these socially constructed 

meanings and stereotypes no longer result in the physical branding of people, or the 

donning of a mask or badge, the experience of stigma is still one of potential humiliation and 

shame. 

Schore (2003) argues that shame originates from non-verbal exchanges between infant and 

caregiver, which also provide the foundation for attachment theory (Bowlby, 1979); this has 

led to shame being described as an attachment emotion (e.g. Lewis, 1987; Schore, 1998). 

Attachment theory proposes that the way caregivers respond to an infant’s needs, wants and 

feelings, during crucial early interactions, determines the development of their internalised 

representations of the external world and their relationship to it. Furthermore, these 

interactions have been shown to have a direct link to the structural development of the 

infant’s brain, and in establishing their self-regulatory capacity (e.g. Cozolino, 2010; Siegel, 

2012; Schore, 2005). During their first year, when a caregiver is sufficiently available and 
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attuned to the infant, their attachment transactions, such as imitation, mirroring and 

modelling, generate increasingly higher levels of positive affect. However, it is in the infants’ 

second year, where misattuned socialization transactions generate experiences of shame 

(Stern, 1998; Meltzoff, 1990; Schore, 1998).  

From these early origins, shame is relational in all its forms (DeYoung, 2015). Its nonverbal 

inception means it is experienced at an embodied level; a felt sense (Gendlin, 1982) of 

deficiency or worthlessness that is woven throughout our very being. The intersubjective 

nature of shame creates what Lewis (1987, p.107) called a “doubleness of experience”, 

where not only do we experience our sense of failure through our own eyes, but also through 

the eyes of the other. At its extreme, chronic shame “destroys our emotional well-being” 

(DeYoung, 2015, p.4), but shame also has a function in that it socialises us. Joyce and Sills 

(2018, p.96) described shame as “a signal of a boundary of social acceptance”, which stops 

us from behaving in ways that might hurt us, our families, and our communities.  

The experience of shame is complex, and intrinsic to the experience of stigma. It is this 

complexity that clients bring to therapy, and which also stops others from engaging in it. It is 

therefore imperative that we seek to understand it. The current study aims to capture the 

embodied and affective experience of stigma, which is most accessible through qualitative 

methods.  

 

 

Cultural differences 

 

Whilst stigma and shame relating to mental health and help-seeking can be considered to be 

universal (Durkee et al., 2019; Vogel et al., 2017), there are significant differences between 

cultures in the way they are conceptualised and experienced. These differences are largely 

accounted for by race and the systemic racism that perpetuates the world in which we live 

(Williams, 2018). People of colour suffer ‘racial trauma’ as a result of discrimination, injury 

and humiliation, whether that is experienced directly, or witnessed towards another person 

(Comas-Díaz, 2019). As this ongoing individual and collective trauma is only experienced by 

people of colour, it is often misunderstood by white mental health workers who may 

misdiagnose as a result (Gara et al., 2012). In the UK, black people are four times more 

likely to be sectioned than white people, and more likely to be prescribed medication than 

therapy (Schwartz, 2014; Jaye, 2020). 
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People of colour are also less likely than white people to seek help for their mental health 

(Conner & Brown, 2014; Han & Pong, 2015; Masuda & Boone, 2011) and have a 

significantly poorer experience when they do (Kim et al., 2016; Meyer & Zane, 2013). Whilst 

a full discussion of cultural difference is beyond the scope of this study, I will outline some of 

the central findings from recent research in order to situate the current study in wider 

context. 

Dubreucq et al. (2021) conducted a systematic review of the literature from the last decade 

which suggested that overall, stigmatising experiences relating to mental health were higher 

in the Middle East, South and South-East Asia, and Africa, compared to Europe and North 

America. Other studies have also supported this, showing there to be higher levels of stigma 

in Eastern compared to Western countries (Cheon & Chiao, 2012; Griffiths et al., 2006; 

Mellor et al., 2013). Ahmed et al.’s (2020) study, for example, found that people from South 

Asian backgrounds attributed higher levels of prejudice, stereotypes and discrimination to 

people with psychosis compared to their White British counterparts. Furthermore, Winkler et 

al. (2015) highlighted the differences that also occur between Western countries, with 

participants from the Czech Republic exhibiting higher intentions of stigmatising behaviour 

and lower acceptance towards people with mental health difficulties, compared to English 

participants. 

This apparent variation in levels of stigma has been shown to be associated with a number 

of specific cultural differences. Firstly, different cultures have different causal explanations of 

mental health issues. For example, South Asian Americans were more likely than white 

Americans to attribute ‘mental illness’ to a character deficit rather than a biological cause 

(Mokkarala et al., 2015), and similarly, Hispanics were more likely to attribute depression to 

having a lack of faith than non-Hispanic Whites (Caplan, 2019). Furthermore, different 

cultures also have different emphasis on “spillover effects” (Dubreucq et al., 2021, p.18), 

where family members are stigmatised by association, following an individual’s disclosure of 

their psychological suffering. According to He and Williams (2021) for example, Chinese and 

Asians are more likely to denigrate relatives than Americans and Europeans. Different 

cultures also have different perspectives on support, and where it is acceptable to receive it 

from. Collectivistic cultures, such as East Asia, promote interdependence and social 

harmony; encouraging individuals to look within the group for support rather than outside of 

it. However, this is a double bind as the need to avoid shame may require individuals to 

demonstrate emotional restraint and endure their problems without causing disruption. By 

contrast, individualistic cultures, such as the UK and US, promote independence and 

prioritise personal interests above those of the group; this self-sufficiency perhaps 

encouraging issues to be addressed through personal resolve (Shea and Yeh, 2008; 
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Mojaverian et al., 2013). Furthermore, in Asian cultures, seeking professional help for mental 

health difficulties, may suggest failure or inadequacies in terms of family support, bringing 

disgrace and a “loss of face” (Zane & Yeh, 2002, p.123). 

It is important to note that the majority of research in the field of stigma, and in psychology in 

general, is conducted by white male Westerners from Europe and North America who also 

develop the scales used to assess and measure stigma. These instruments are often 

adapted for use in non-Western countries but they are not culture-specific and may therefore 

struggle to capture and reflect the complexity of difference alluded to here (Dubreucq et al., 

2021).  

From this brief overview of cross-cultural differences it is clear to see that a great deal needs 

to be done to redress the racial disparity in mental health and the systemic inequalities that 

underpin it. As the majority of therapists in the UK and US are white, it is essential for us to 

continually strive to develop cultural competence and self-awareness of our bias and our 

privilege. As Jaye (2020, para.16) described:  

 

 

“To understand the psychological trauma carried by many black people, we 

need to acknowledge two things. Firstly, the unconscious bias within belief 

systems that can stimulate and propel certain attitudes about black people 

and secondly, the colossal impact of systemic racism.” 

 

 

 

Gender  

 

The current study, along with the majority of the existing research discussed in this review, is 

situated in Western culture which is permeated by heteronormativity: “the belief that people 

fall into distinct and complementary genders (male and female) with natural roles in life” 

(Beattie et al., 2018, p.11). We are assigned our gender at birth as part of a “cultural 

practice” (Richards & Barker, 2013, p57). This practice not only fails to accommodate people 

who are intersex and do not fall neatly into either category in terms of their physiology, but 

also fails to accommodate the wide range of diversity that occurs within each category, and 

those who experience themselves outside of this dichotomy. As gender identity has 

gradually become more prominent in public discourse, language has developed to reflect 



 
 

19 
 

this, providing greater opportunity to create a more coherent sense of identity. Individuals 

are able to identify as transgender, mixed gender, gender neutral, gender fluid and 

genderqueer, as well as in many other ways (Richards & Barker, 2013, p.43/72). 

There are further issues with the dominance of dichotomised gender in terms of the socially 

constructed norms associated with masculinity and femininity. From our first moments in life 

the gender we are assigned influences the way people interact with us, as was 

demonstrated in Seavey et al.’s (1975) research with ‘baby X’. In these studies, adults were 

shown to interact differently with a three month old baby depending on whether they were 

informed it was a girl, a boy, or not informed at all. When participants were not informed of 

the gender they were later asked to guess, and they did this on the basis of stereotyped 

behaviour and physical cues; boys were identified by strength of grip and girls by their 

softness and fragility. These gendered norms and stereotypes are continually reinforced 

throughout the life span through societal messages, via friends, family, colleagues, 

institutions and the media, shaping who we are, how we see others and the world in which 

we live. The impact of these societal messages was encapsulated by the words of Jan 

Morris (2006, p.149), a male-to-female transsexual, as she stated: “The more I was treated 

as a woman, the more woman I became”.  

Becoming male or female, whether assigned or chosen, involves complex biopsychosocial 

processes (Fine, 2010) which impact our lives on every level. In the context of this study, 

gender is integral to experiences relating to mental health, help-seeking and stigma. 

Although men and woman experience equal levels of mental health difficulties overall, they 

experience different types of difficulties, due to differences in power, responsibilities and 

characteristics (Rosenfield & Smith, 2009). Broadly speaking, women experience more 

internalised issues such as anxiety, depression, and those related to trauma and stress 

(Riecher-Rössler, 2017). These issues have been shown to be consistent with less power, 

greater caretaking responsibility, lower self-evaluation and less autonomy, combined with an 

expectation to express emotions in a way that is consistent with the nurturing and caring 

feminine stereotype (Rosenfield & Smith, 2009). In addition, arguably one of the most 

significant, but also most overlooked, psychosocial risk factors that women face is gender-

based violence, which poses a “serious threat to women's mental health” (Kumar et al., 

2013, p.4; Oram et al. 2014).  

In contrast, men experience more externalised issues such as substance abuse and 

antisocial behaviours due to dealing with psychological distress by “adopting lethal or 

unhelpful coping strategies” (Reed, 2014, p.428). Men are more likely to have experienced 

psychosocial problems due to alcohol or drug use (Robbins, 1989), and in the prison 

https://www.sciencedirect.com/topics/medicine-and-dentistry/womens-mental-health
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population, nine out of every ten male inmates has a ‘mental illness’ (ONS, 1998). These 

externalised issues have been shown to be consistent with greater power and productive 

responsibilities, higher self-evaluation and independence, combined with an expectation to 

supress emotions that are perceived as weak, such as insecurity or helplessness, in favour 

of more acceptable ones such as anger (Rosenfield & Smith, 2009). 

These differences in gender norms and stereotypes not only affect the type of mental health 

issues men and women are likely to face but also their attitudes towards help-seeking. 

Although it is women who are “cursed with a tendency toward shame” (Tangney, 1994, 

p.23), research suggests that men are more reluctant to seek help than women (Topkaya, 

2014; Oliver et al., 2005; Gove, 1984) and that they experience greater ‘self-stigma’ when 

they do (Vogel et al., 2006; Pederson & Vogel, 2007). This reluctance is due to the 

perception that it conflicts with the traditional male gender role (Wahto & Swift, 2014). 

Following an extensive review of the literature on masculine socialisation, O’Neil (1981) 

described how men learn that power, control and dominance are integral to proving their 

masculinity and that feelings, emotions and vulnerabilities are to be avoided. Furthermore, 

O’Neil described how control of self, others and the environment, are essential components 

of masculinity and therefore seeking help is a sign of weakness and incompetence. The 

difficulty men face when conflicting with these gender norms has been demonstrated across 

different ethnic backgrounds and across different sexual orientations; although this is 

experienced in varying degrees (Vogel et al., 2011).  

In addition to these implications relating to gender, its dichotomisation becomes increasingly 

problematic when the variation within these groups is also acknowledged, rather than all 

men being compared to all women. This is demonstrated in the ‘Real men real depression’ 

campaign (NIMH, 2003) in the US, which was aimed at raising awareness and normalising 

experiences of depression for men. The campaign used images and testimonials from men 

in traditionally male dominated occupations such as firefighting and military leadership, and 

emphasised the courage it takes to ask for help in attempts to directly address some of the 

reasons men theoretically avoid doing so (Rochlen and Hoyer, 2005). Despite the purposeful 

intentions of this campaign, Rochlen et al. (2006) compared the effectiveness of the ‘Real 

men real depression’ brochure against a gender neutral brochure and found that both were 

equally effective in improving attitudes towards help seeking. Furthermore, by intentionally 

targeting specific groups in this way, there is a risk of marginalising men who do not relate to 

these highly stereotypical roles (Rochlen and Hoyer, 2005). 

I am a cisgender male and my experiences of stigma are strongly influenced by the 

traditional male gender role. From the inception of this study it has felt important to research 
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the stigma of therapy starting from a broader human perspective. This is not to suggest that 

stigma is experienced from a level playing field, as I have outlined here in terms of gender, 

but also in relation to all aspects of intersectionality, people continually face oppression from 

multiple stigmas at any one time (Turner, 2021). This is exactly why it felt important to 

remain open to people’s stories of experience, rather than setting restrictive criteria from the 

outset based on gender or any other attribute. Whilst research clearly suggests that male 

gender role conflict is integral to experiences of stigma, my experience as a therapist has 

shown me that this is not solely a masculine issue, but a human one. The need to stay 

strong, to hide emotions, to not show weakness is shared by both men and women, and no 

doubt for those who identify outside of that binary. 

 

 

A bisected field 

 

A central tenet of the existing research into the stigma associated with mental health and 

help-seeking is the differentiation proposed by Corrigan (2004) between ‘public stigma’ and 

‘self-stigma’. Corrigan (2004, p.616) suggested that ‘public stigma’ refers to wider society’s 

perception that a person is socially unacceptable, and defines it as “what a naïve public does 

to the stigmatized group when they endorse the prejudice about that group”. ‘Self-stigma’ 

refers to the internalisation of these wider held beliefs and has been defined by Vogel et al. 

(2013, p.312) as “the reduction in a person’s self-esteem or sense of self-worth due to the 

perception held by the individual that he or she is socially unacceptable”. The term ‘public 

stigma’ features throughout the research field and although is widely accepted, is also rather 

ambiguous in its nature, seemingly referring to anything which is situated externally to an 

individual. Research has shown that communities often have negative attitudes towards 

people with a mental health diagnosis; they are considered to be unpredictable and hard to 

talk with (Crisp et al., 2000) and can be perceived as dangerous and to be avoided (Link et 

al., 1987). These negative attitudes also go beyond diagnoses and have been shown to 

apply to those who have simply sought help from a mental health professional (Jorm and 

Wright, 2008). 

Corrigan’s (2004) conceptualising of ‘self-stigma’ was informed by Link et al.’s (1989) 

Modified Labelling Theory, which was initially developed in relation to perceptions of mental 

health. This theory proposed that negative external perceptions, in this case ‘public stigma’, 

can have a harmful impact on a person’s own sense of self if they label themselves as 
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having a psychological problem.  This harm has been shown to manifest as lower self-

esteem (Link et al., 2001), increased depression (Manos et al., 2009), and feelings of shame 

(Kranke et al., 2011). This process of self-labelling was expanded upon by Corrigan and Rao 

(2012) in their progressive model of ‘self-stigma’ which identified four consecutive stages in 

the internalisation of perceived stigma; awareness, agreement, application and harm. By 

way of an example, the first stage in the process might be an individual’s awareness that 

society believes that people who struggle with their mental health are weak. The second 

stage would involve the individual’s agreement with this belief and then the third stage would 

see the application of it to themselves; ‘I struggle with my mental health so therefore I am 

weak’. In the final stage, this belief results in harm; ‘because I am weak I am not worthy or 

capable’.  

Whilst this model begins to reflect the complexity involved in the experiencing of ‘self-

stigma’, which was previously equated with the initial awareness stage alone, it is also 

somewhat simplistic, static and linear in its nature, failing to acknowledge the process as a 

bidirectional, interconnected phenomena. What emerged from the participants’ narratives in 

the current study is a more nuanced process which is complex, context dependent, and full 

of contradictions. 

 

 

Specificity of help-seeking  

 

When initially making the distinction between ‘public stigma’ and ‘self-stigma’, Corrigan 

(2004) proposed that both contributed to understanding people’s reluctance to seek help for 

their mental health, in order to avoid being labelled. At the same time, Corrigan (2004, 

p.616) also emphasised that “although public and self-stigma are presented separately … 

their impact is likely to interact with and augment each other”. This, very significantly, 

highlighted the fluidity of stigma which is an evolving multifaceted phenomenon, and whilst 

this notion is maintained to a degree in the literature, to my mind the complexity becomes 

lost through this kind of deconstruction which is synonymous with a quantitative approach. In 

using qualitative methods, rather than fragmenting experience the current study aims to 

convey it in its entirety, incorporating embodied and affective aspects which are integral to 

the experience and which are currently underrepresented in the field.  
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The internal experience of stigma has not only been found to be conceptually different to the 

external perception of it, but has also been found to uniquely predict attitudes towards 

seeking psychological help (Vogel et al., 2006). Furthermore, a distinction has also been 

made between the internal experience of stigma associated with ‘mental illness’ and the 

internal experience of stigma associated with help-seeking. Initially considered to be a 

behavioural cue linked to mental health difficulties (Link, 1987), Tucker et al. (2013) claimed 

that help-seeking was a separate act with its own unique stigma. This means that just as 

people can self-label as having a mental health issue, they can also self-label as help-

seekers (Vogel & Wade, 2009). These two processes however, are not intrinsically linked. 

People may, for example, seek therapy for bereavement, marital guidance or life transitions 

but not consider themselves to be struggling with their mental health. Similarly, those who 

are struggling with their mental health may not see themselves as help seekers; in fact they 

may actively avoid therapy so as not to acquire an additional label (Corrigan, 2004; Tucker 

et al, 2013).  

Whilst the differentiation between types of stigma is a useful one, it is also deterministic, 

suggesting a static linear structure through which stigma can be understood. This process of 

differentiation also loses the context and complexity of lived experience, which becomes 

evident in Biddle et al.’s (2007, p.983) grounded theory study which offers a more dynamic 

understanding of help-seeking behaviour. Derived from in-depth interviews with young adults 

the study explores experiences and attitudes relating to psychological distress and help-

seeking. A ‘cycle of avoidance’ (COA) was identified, which conceptualised help-seeking as 

a circular process involving “lay conceptions of mental distress, the social meanings 

attached to help-seeking and treatment, and the purposeful action of individuals”.  

In contrast to the dominant positivist approach to researching stigma which focuses on 

identifying barriers that impede help-seeking, this study highlights the significance of the 

meanings attached to both psychological distress and help-seeking, and how individuals 

become “tangled in loops” before engaging in therapy (Biddle et al., 2007, p.999). Having 

successfully identified the complexity of navigating and negotiating distress and help-

seeking, it raises questions as to what informs this process of meaning making? How does it 

evolve and develop over time and how does the process of engaging in therapy impact this? 

And given the prevalence of stigma, how do some people manage to internally negotiate 

their way into and through therapy, whilst others do not? By focusing on depth and 

complexity of experience in its entirety, the current study begins to address some of these 

questions. 
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Significance of subjectivity 

 

The questions outlined above relate to the subjective experience of stigma. While a wider all-

encompassing stigmatising view is held by society, it is something that functions most 

influentially at an individual level. As Corrigan (2004) posited, an individual’s experience of 

stigma is informed by this wider societal view, but not determined by it. Vogel et al. (2009) 

went a step further highlighting the negative attitudes and stereotypes of those in an 

individual’s immediate social network as being most influential.  

The significance of subjectivity and individual agency is also demonstrated in the second 

and third stages of Corrigan and Rao’s (2012) model of self-stigma, mentioned earlier. The 

second stage involves an individual agreeing with society’s belief and the third stage 

involves the application of this belief to themselves; ‘I struggle with my mental health so 

therefore I am weak’. Whilst there is scope for individuals to agree or disagree with their 

perception of society’s beliefs and to apply it, or not, to themselves, the model does not 

accommodate ambivalence and contradictions. The nuance of experience can only be 

appreciated through a more in-depth inquiry that seeks to reveal this. For example, a person 

may only partially agree with their perception of society’s beliefs and only apply it to 

themselves in certain contexts. Or, they may recognise their family views mental health 

issues as a weakness, not agree with this themselves, but still experience harm as a result. 

It is this complexity that poses difficulty for Corrigan and Rao’s (2012) model, but which 

exemplifies the lived experience of stigma which the current study aims to capture. 

Similarly, Bathje and Pryor’s (2011) study demonstrated the significance of an individual 

agreeing with the stigmatising beliefs they perceived to be held by society and how this 

influenced their attitudes towards help-seeking. Two additional factors were shown to be 

relevant to this process; controllability and sympathy. Controllability referred to the extent a 

person felt they were responsible for their suffering, that they caused or were complicit in 

their feelings of depression, for example. Sympathy referred to the self-compassion one 

might feel towards their suffering. The study showed the more sympathy one had, the less 

harmful internalised stigma became. Whilst controllability did not impact the degree to which 

stigma was internalised, it did have a direct negative influence on help seeking attitudes; ‘I’m 

responsible for feeling depressed, so I’m the one that needs to fix it’. 

Bathje and Pryor’s (2011) research is significant for several reasons. Firstly, it highlights the 

possibility for intervention at an individual subjective level, where stigma is most influential, 

as well as at the wider societal level (Vogel & Wade, 2009; Vogel et al., 2013). This means 

that therapists have the opportunity to work with clients’ experiences of stigma when they 
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enter therapy. If a client feels responsible for their suffering or lack sympathy for their 

situation, making it to therapy in the first instance would have been extremely challenging, 

and so psychoeducation or developing self-compassion will be important first steps in 

assisting longer-term engagement. The importance of this was highlighted by Vogel and 

Wade (2009) who suggested that concerns people have about seeking help do not 

automatically disappear once they engage in therapy, but instead may actually intensify; 

which is a point I will return to later. 

Secondly, by highlighting the influence that sympathy and controllability have on the 

experience of internalised stigma, Bathje and Pryor (2011) demonstrate the complexities 

surrounding it, and by doing so, beg the question as to how these complexities are actually 

experienced and what they might look like in real life? Why would some people feel they are 

responsible for their difficulties, whilst others would not? And why would some people 

struggle to feel sympathetic towards their struggles and others not? Answers to these 

questions cannot be provided by quantitative studies, but are vital to the field of 

psychological therapy, as it is founded on lived experiences. These experiences are not 

solely cognitive, but are embodied and affective, and can only truly be grasped through 

qualitative methods that intentionally seek to explore them.  

By highlighting control and sympathy as significant aspects relating to stigma, Bathje and 

Pryor (2011) suggest a more transparent link to the experience of shame, which I consider 

inseparable from the experience of stigma, and which accounts for its pervasiveness. If 

stigma is the perception of having a flaw that is “devalued by the social mainstream” as 

Hinshaw (2009, p.xi) described, it is clear to see why it is synonymous with the life script 

often associated with shame, that “something’s wrong with me” (Erskine, 1995, p.113). This 

notion brings shame to the forefront in relation to our understanding of stigma and the 

current study aims to unearth this aspect of experience further. 

 

 

Navigating stigma 

 

So far, this review of the literature has outlined the dominant focus within the field which 

seeks to deconstruct stigma into disparate parts and isolate the processes of influence that 

occur between them.  Research has differentiated between stigma that is perceived to exist 

in wider society and that which is experienced internally. Studies have also differentiated 

between the stigma surrounding mental health and the stigma surrounding help-seeking, 
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which resulted in the suggestion of a unique correlation between the internalised experience 

of stigma and the act of help-seeking.  

The majority of attempts to reduce stigma have focused on addressing that which surrounds 

mental health and is perceived to exist at a wider societal level, rather than the stigma that 

surrounds help-seeking. Whilst this is important work, it potentially serves to strengthen the 

link between ‘mental illness’ and help-seeking, deterring those who do not identify as 

‘mentally ill’, which I discussed previously. A necessary addition therefore, is to specifically 

address the stigma surrounding help-seeking, which, according to existing research, would 

mean targeting the internalised experience of stigma which has been shown to be most 

influential in shaping attitudes towards this.  

Vogel & Wade (2009) have suggested that a number of factors and processes found to be 

effective in the management of stigma associated with mental health are transferrable to 

help-seeking. These include the desensitisation and cognitive reframing of negative beliefs, 

the normalising of symptoms and emphasis on their commonality and reversibility, and 

empowerment, where clients are actively engaged and involved with all aspects of their care 

(Corrigan & Calabrese, 2005; Rosen, 2003; Corrigan, 2004). An example of how help-

seeking can be reframed was demonstrated through the qualitative research of O’Brien 

(2005) which consisted of male focus groups discussing their experiences of help-seeking in 

relation to constructions of masculinity. The study revealed a general consensus that men 

should be reluctant to seek help, but also that exceptions were made if the purpose was to 

preserve or restore a more valued form of masculinity, such as enabling a return to work or 

maintaining sexual performance. This study also highlights the significance of power in 

relation to stigma. In this context, there is a suggestion that men relinquish power to their 

peers if they seek help, which is only justified if an alternate form of power is regained. In this 

sense, power is integral to the experience of stigma, and can be lost and gained depending 

on how help-seeking is navigated, and also disclosed. 

Another example of reframing emerged through Farrimond’s (2011, p.1) research, which 

was again a qualitative study. Fourteen men were interviewed and all described 

stereotypical “Neanderthal Man” approaches to help-seeking when referring to men in 

general, but described their own experiences as being more in line with “Action Man”, where 

they were taking responsibility and control; again reflecting the significance of power in 

navigating stigma. This process of reframing emphasises individual agency. Crucially, 

however, this example was in relation to seeking help for physical rather than psychological 

health. When the participants spoke of their experiences with depression, they described 

their help-seeking as “delayed” and “limited” (Farrimond, 2011, p.1), which suggests the 
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need for further enquiry. These studies alone instantly begin to convey the contribution that 

qualitative research makes to the field by introducing context and depth via people’s lived 

experience, in this instance, bringing the notion of reframing to life. The current study aims to 

contribute further to this process, and in addition, to provide even greater depth of 

exploration into individual experiences. 

 

 

Breaking through the barrier and engaging in therapy 

 

The research discussed in the previous section and that which dominates the wider field, 

considers the role of stigma surrounding help-seeking prior to entering therapy, and focuses 

on barriers to engagement and how they can be navigated. This predominant focus indirectly 

suggests that stigma no longer applies once that initial barrier has been broken. As a result, 

research rarely looks at the impact of stigma on the process of therapy itself, and as I 

referenced earlier, Vogel and Wade (2009) suggested that people’s concerns about 

engaging in therapy may actually intensify after sessions have begun. 

There are relatively few studies that have looked at the impact of stigma on the process of 

treatment. However, findings suggest that higher levels of perceived stigma in society are 

associated with early termination of treatment (Sirey et al., 2001); although this was in 

relation to pharmacological not psychological intervention. Research by Wade et al. (2011) 

looked at changes in the internalised experience of stigma following a session of group 

therapy, and found that overall participants reported a reduction, with the strength of working 

alliance and session depth being identified as significant contributing factors. To comment 

further on this study, by way of an example, it demonstrates the tendency within the field to 

recruit participants who are volunteers rather than therapy clients. In this instance, 

volunteers were students from the University where the study took place, and received 

course credits for participating. Of the 263 participants, only 17 had engaged in any previous 

form of therapy. Whilst the findings may be insightful, a different level of experience is 

unearthed through in-depth inquiry with people who have navigated and lived through the 

very experience we are seeking to understand. This is the contribution provided by the 

current study. 

Only a handful of existing studies involve genuine therapy clients with lived experiences. 

One such study by Owen et al. (2012), found that the internalised experience of stigma was 
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negatively associated with perception of the working alliance. This was, however, a 

quantitative study, and the experience of internalised stigma and the working alliance were 

measured using rating scales, so the conveying of experience was confined to those 

parameters. Furthermore, across the 91 participants, the average number of sessions was 

six, providing a somewhat premature snapshot of their experience. 

Similarly, there are few studies which involve previous therapy clients’ experiences relating 

to the stigma surrounding help-seeking. One study involved men and their perceptions of 

masculinity, and although participants were asked about the reactions of others who knew 

they were engaged in therapy, their own stigmatising views were intentionally avoided due to 

concerns they may not be as honest about them (Reed, 2014). Another study which involved 

young people who had counselling at school, highlighted how they positioned themselves as 

“problem-solver” to avoid stigmatising discourse (Prior, 2011, p.697). This again 

demonstrated how therapy can be reframed in a way that the internal experience of stigma 

can largely be avoided, and a sense of power can be maintained, positioning therapy as a 

more viable option.  

Despite their limitations, these studies suggest that the internalised experience of stigma 

remains relevant after therapy has begun and that there is a need for greater collaboration 

with those who have engaged in the process to provide the invaluable insight that lived 

experience can offer.  

 

 

Gaps in the field 

 

The wealth of quantitative research, which has formed the majority of this review, has 

successfully identified some of the complexities surrounding the stigmatisation of help-

seeking, but in doing so, moves away from the very essence of human experience that we 

are seeking to understand. Stigma is an ongoing, ever evolving experience that is continually 

being negotiated. It is not experienced as distinct elements in isolation, but as multifaceted, 

multi-layered complexity which is context dependent, shaped by the past and anticipatory of 

the future. As I stated earlier, the aim of my research is to capture and convey this 

complexity via the stories of those who have experience of navigating stigma and engaging 

in therapy.  
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We need more in the way of qualitative research to gain further understanding of how stigma 

is experienced both cognitively and affectively, in order to most usefully inform therapists’ 

ways of working with it. It is through the application of qualitative methods that the current 

study aims to access this at an embodied level of experience and uncover the hidden 

meaning which lies within; as Ponterotto (2005, p.129) suggested, this hidden meaning 

“must be brought to the surface through deep reflection … stimulated by interactive 

researcher-participant dialogue”. 

In the sections that follow, I outline how I designed a narrative inquiry to contribute to our 

understanding of the depth and complexity of the experience of stigma, before, during and 

after engaging in therapy.  
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METHODOLOGY 

 

Philosophical underpinnings and research design 

 
 
The evolution of research paradigms contextualises not only the development but also the 

subsequent contribution of quantitative and qualitative approaches to the field of counselling 

psychology.  Born out of the Enlightenment period of the 17th and 18th centuries, positivism 

sought to move away from the unquestioning acceptance of religious or royal decree and 

instead viewed the world as “objectively knowable” (Ponterotto, 2005, p.128); that a single 

observable reality existed.  Although the difficulty of capturing a ‘true’ reality was reflected by 

the emergence of postpositivism, both these paradigms sought to establish cause and effect 

relationships that allowed for generalisation and prediction. In addition, these paradigms also 

position the researcher as detached and objective, and together, these aspects form the 

“primary foundation and anchor for quantitative research” (Ponterotto, 2005, p.129).  

 

The quantitative approach has dominated both natural and social sciences, including the 

research field of stigma, and it was not until the constructivist paradigm emerged that an 

alternative was proposed. In contrast to the positivist and postpositivist perspective, social 

constructionism proposes that a single reality cannot exist independently of the person who 

is experiencing it (Sciarra, 1999), and that instead, reality is constructed in the mind of an 

individual, within their social context. This means that “different ways of understanding the 

world coexist in parallel and none of them can be said to be the truth” (Burr, 2015, p.223). 

Whilst social constructionism assumes multiple realities, it locates these within the natural 

world (Denzin & Lincoln, 2017) that does exist, independent of observation, but which is 

open to interpretation. This interpretation occurs through subjective experience which is 

brought into a social realm through language and conveyed in narratives, as Etherington 

(2004, p.75) succinctly describes: 

 

 

“Because there is a complex interaction between the world in which a person 

lives and their understanding of that world, narratives are particularly suitable 

for portraying how people experience their position in relation to a culture: 

whether on the margins, in the centre, or on becoming part of a new culture. 

Embedded in people’s stories we hear their feelings, thoughts and attitudes, 

and the richness of the narrative helps us to understand themselves, their 

strategies for living and how they make theoretical sense of their lives.”  
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From a social constructionist perspective, the methodology employed must be “suited to the 

purpose of discovering something of how these constructions came about and the meanings 

people give them” (Etherington, 2004, p.72). My chosen methodology for the current study is 

narrative inquiry, in the form of an oral history interview, which aims to gather personal 

reflections of events and their causes (Plummer, 1983). Narrative inquiry is based on the 

premise that people lead “storied lives” (Connelly & Clandinin, 2006, p.477), and it is through 

these stories that people make sense of the world and their place within it; as Squire (2008, 

p.43) explains, stories are the “means of human sense-making”. Narrative inquiry aims to 

capture stories of personal experience from the cultural context in which they are set 

(Clandinin & Connelly, 2000), treating them as knowledge, as they are “the social reality of 

the narrator” (Etherington, 2004, p.81).  

 

Narrative inquiry is not only concerned with how and why a story is constructed and what 

meaning it holds, but also with how the audience affects which story is told (Riessman, 

2008). From this perspective, reality is co-constructed between narrator and researcher, and 

so every narrative is uniquely constructed in a specific context, in a particular moment in 

time, which cannot be repeated; and so the same story will never be told twice (Squire, 

2008).  

 

 

Choice of methodology 

 

I selected a narrative inquiry for the current study to keep the participants’ stories intact, to 

fully capture the depth, breadth and complexity of experience. It felt important that each 

individual account was conveyed in this way, in its entirety, to counteract the tendency 

towards quantitative research seeking to deconstruct stigma, fragmenting the experience in 

the process. Furthermore, from my position as an integrative psychotherapist, there is 

congruence between the co-construction in narrative inquiry and the co-creation in the 

therapeutic relationship (Gilbert & Orlans, 2011). Narrative inquiry aligns with my 

intersubjective understanding of therapy as reciprocal and mutually influential (Stolorow & 

Atwood, 2014), acknowledging the integral role that I, as therapist and as researcher, play in 

the process. 

 

These fundamentals of narrative inquiry are crucial to the aims of the current study and 

ultimately led me to reject alternatives such as Interpretative Phenomenological Analysis 
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(IPA). According to Creswell (2013, p.76), the purpose of IPA is to “reduce individual 

experiences with a phenomenon to a description of the universal essence”. It is this process 

that fragments and merges the intricate complexities of individual experience, which is 

exactly what the current study aims to preserve. Furthermore, I find the concept of 

“bracketing”, which is synonymous with IPA, to be problematic. The process requires the 

experiences of the researcher to be set aside in order to observe the phenomenon under 

study from a neutral standpoint (Smith et al., 2009). However, I consider the influence of the 

researcher to be unavoidable, as the process of interpretation will inevitably incorporate their 

own understandings and assumptions (van Manen, 1990). 

Similarly, in wanting to counteract the reductive positivist methodologies that dominate the 

field, I also rejected a grounded theory approach (e.g. Glaser & Strauss, 1999). Although the 

current study shares the intention of grounded theory, to generate new insight that is 

grounded in lived experience of the process under study, it differs in that it does not seek to 

generate a “unified theoretical explanation” (Corbin & Strauss, 2007, p.107). Whilst being 

grounded in experience is important for the current study, it is also important that these 

experiences remain open to interpretation rather than being transformed into an imposing 

theory. 

 

 

Narrative interviewing 

 

According to Jovchelovitch and Bauer (2000, p.59), narrative interviewing avoids the 

imposing structures of traditional question-response interviews, and elicits a “more 'valid' 

rendering of the informant's perspective”. Narrative interviews aim “to generate detailed 

accounts rather than brief answers or general statements” (Riessman, 2008, p.23), through 

an inductive process within the interactive context of the research (Creswell & Poth, 2017). 

This type of interview sees a shift from interviewer-interviewee, to narrator-listener (Allen, 

2017). Whilst an asymmetrical power dynamic within the former is widely acknowledged 

(e.g. Arendell, 1997; Gubrium & Holstein, 2002), in the latter, the listener, or researcher, may 

“deliberately take less powerful roles or abandon some of their power” (Hoffmann, 2007, 

p.312) in order to elicit the ‘knowledge’ held by the narrator. By adopting a narrative 

approach, my intention was to level the power dynamic between myself and the participants, 

helping create a feeling of space, openness and opportunity, to elicit rich and meaningful 

dialogue.   
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Etherington (2004, p.77) described each interview as “a snapshot in time”, acknowledging 

that researcher and participant are also simultaneously embedded in their daily lives. I 

understand this snapshot as incorporating what Connelly and Clandinin (2006, p.479) 

referred to as the “three commonplaces of narrative inquiry—temporality, sociality, and place 

— which specify dimensions of an inquiry space”. In terms of temporality, that is to 

acknowledge that people, places and events, are in a process of transition and “have a past, 

present, and a future” (Clandinin et al., 2007, p.23). Whilst there is no way of knowing how 

different the narrative may have been if the interviews had taken place six weeks later, the 

important point is acknowledging that it would have been different. The ‘commonplace’ of 

sociality refers not only to the feelings, hopes and moral disposition of both myself and the 

participants, but also the context and surrounding forces which also contribute to the 

creation of the narrative, such as the political and economic landscape. In addition, sociality 

also refers to the relationship between participant and inquirer, as I enter into “an inquiry 

relationship with participants’ lives” (Connelly & Clandinin, 2006, p.480). This relationship is 

unique and unrepeatable, as is the narrative that emerges from it. The final ‘commonplace’ is 

place, which refers to the physical location of the encounter and the acknowledgement that 

each and every place will in some way impact on the experience; as Connelly and Clandinin 

(2006, p.481) state, “all events take place some place”. 

 

 

‘Trustworthiness’ 

 

The way in which quality and rigour are demonstrated in qualitative research depends on the 

epistemological perspective which is taken (Ballinger, 2004). I position myself and this study 

somewhere between ‘subtle realism’ and ‘relativism’, and so consider ‘trustworthiness’ as 

integral to establishing its worth (Lincoln & Guba, 1985), or what Morrow (2005, p.250) 

simply refers to as “goodness”. Numerous criteria have been identified for facilitating this 

process (e.g. Elliot et al., 1999; Henwood & Pidgeon, 1992; Lincoln & Guba, 1985), however, 

those that reflect a ‘realist’ perspective are problematic for the current study. Terms such as 

‘credibility’ and ‘dependability’, and techniques such as ‘triangulation’, all imply that there is a 

‘truth’ to be uncovered which can be confirmed by multiple sources. Narrative inquiry does 

not set out to uncover a ‘truth’. It is instead concerned with the negotiation of meanings and 

interpretations relating to complex social and psychological processes (Willig, 2013). The 

current study takes a social constructionist perspective, acknowledging the existence of 

multiple realities, and so the narratives and their subsequent interpretation, cannot be 
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replicated. There are however, certain processes highlighted by Lincoln and Guba (1985) 

which are applicable to the current study and which contribute to demonstrating its 

‘trustworthiness’; these are ‘prolonged engagement’, member-checking’, ‘peer debriefing’, 

‘inquiry audit’ and ‘audit trail’. 

Conducting two separate interviews enabled me to obtain ‘prolonged engagement’ with 

participants, helping build trust and facilitate the telling of their stories, as well as an 

understanding of the wider context from which they were being told. My collaboration with 

participants throughout the study provided a comparable process to ‘member-checking’, 

where “data or results are returned to participants to check for accuracy or resonance with 

their experiences” (Birt et al. 2019, p.1802). I chose to share both the original transcripts and 

my interpretation and “restorying” (Creswell, 2013, p.74) of them with the participants, not for 

confirmation of the ‘truth’, but by way of ensuring that they did not feel they were being 

misrepresented. This process is a contested one. Josselson (2013, p.178) for example, 

advises against ‘member-checking’ unless there is a “very clear purpose for doing so” as 

“the report that the researcher creates from the interview will represent ‘a truth’ rather than 

‘the truth’”, and so questions what it is that the participant is meant to be ‘checking’. Whilst I 

agree with Josselson, the decision for me was an ethical one that I felt I owed to the 

participants, “to whom I consider myself permanently accountable” (Speedy, 2008, p.52). 

Having shared the original transcripts with participants, I asked them to confirm they 

reflected their thoughts and experiences at the time. I also invited their comments or any 

concerns and proposed a phone call to discuss these, but this was not taken up. Two of the 

participants commented on their surprise at some of their sentence structuring and 

frequency of filler words, but had found it interesting to read their accounts. All the 

participants confirmed they were happy with the content of their transcripts. I later sent the 

restoried (Creswell, 2013) narratives to the participants and these were also well received. 

Whilst my hope had been to build a sense of involvement with participants beyond the 

interview process, I was particularly moved by a reply from Claire informing me she had 

arranged to return to Northern Ireland to visit family, bringing her therapy experience “full 

circle”.  

As well as collaboration with participants, collaboration with colleagues also contributed to 

the ‘trustworthiness’ of the study, providing a form of ‘peer debriefing’ and ‘inquiry audit’. As 

before, this process was not concerned with establishing ‘credibility’ or ‘dependability’, but I 

sent sections from the transcripts to colleagues as a way of reflecting on my coding and 

themes. This was helpful in developing my thinking around interactions between the themes 

and how this reflected the participants’ deeper level of experience. For example, from 
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Sarah’s narrative, the interaction between the themes of ‘family view of therapy’, ‘her view of 

therapy’, ‘view of self’ and ‘alternatives to therapy’ resulted in her strong feelings of guilt; if 

she attended therapy she would also be conveying that actually, her family were not enough. 

The discussions with my colleagues lead to the consideration of this process as the family 

system’s psychological defense (McWilliams, 2020), which left Sarah conflicted between 

maintaining the family’s sense of cohesiveness and her need to alleviate her own suffering. 

 

I also consider the ongoing engagement with my research supervisor throughout the 

research process to be, in part, a form of ‘peer debriefing’, assisting further with reflection on 

coding and development of my themes, whilst also ensuring these were embedded 

cohesively within the wider piece. The consistency and longevity of this relationship provided 

an invaluable alternate perspective as well as support, and helped me consider my own 

experience of stigma and how this intertwined with the participants’, which I refer to 

throughout the dissertation. 

 
For transparency and by way of an ‘audit trail’, I have included sections from the original 

transcripts showing line-by-line analysis in the appendices (Appendix A), and also a 

summary page of preliminary coding (Appendix B). I have also included my ‘one sheet of 

paper’ (Ziebland & McPherson, 2006) exercise used in my organising of themes (Appendix 

C), and excerpts from my research notes (Appendix D). I discuss the process of how my 

themes developed in the ‘analysis of the narratives’ section that follows.  

 

In addition to these criteria for ‘trustworthiness’ outlined by Lincoln and Guba (1985), I have 

also been guided by a more generic framework provided by Morrow’s (2005, p.250) 

identification of “transcendent standards for conducting quality research”. Morrow’s 

standards refer to ‘social validity’, ‘subjectivity and reflexivity’, ‘adequacy of data’, and 

‘adequacy of interpretation’. This framework has enabled me to hold these standards as 

questions in my mind throughout this process, encouraging ongoing consideration and 

reflection, rather than set tasks or procedures to undertake. I shall consider Morrow’s (2005) 

standard of ‘subjectivity and reflexivity’ in more detail in the following section, as I consider 

this to be integral to the process of narrative inquiry. 
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Subjectivity and reflexivity 

 

 

Narrative inquiry sees the researcher’s history, experiences and values as integral to the co-

construction of the participant’s narrative, and therefore should be honoured (Creswell and 

Poth, 2017). I am in agreement with Finlay and Gough (2003, p.5) who state that the 

researcher is not a detached expert but rather “a central figure who actively constructs the 

collection, selection and interpretation of data”, meaning that “subjectivity in research is 

transformed from a problem to an opportunity”. 

I am a white, middle class, cis male, living without disability. This has enabled me to move 

through life largely unobstructed and able to blend into the background. With a tendency 

towards introversion, this has suited me well, but as a psychological therapist I am required 

to stop and notice, to reflect on who I am and how I move through the world, and how this 

might be different for others. When meeting with clients, I am central to the therapeutic 

endeavour, both explicitly and implicitly. There are two subjectivities, and “we are both 

influencing, and being influenced by, our partner’s words and actions” (Beebe and 

Lachmann, 2005, p.25). My awareness of the role I play is paramount for my client work, and 

of equal importance for this research. This awareness is developed through an ongoing 

process of reflexivity, defined by Finlay (2016, p.7) as “being thoughtfully and critically self-

aware of subjective/intersubjective elements and of how these impact on the research”. 

I described earlier, some of my own experiences and relationship with stigma and it is from 

this starting place that I initially approached this research, and also from where I conducted 

the interviews and restoried (Creswell, 2013) the participant’s narratives. My experience of 

shame in navigating stigma has made me aware and empathic to this same struggle faced 

by others. Whilst my interest in understanding others experiences feels entirely genuine, I 

also accept this may reflect my ongoing efforts to further understand myself by comparison, 

as Fay (1996, p.241) proposed: “There is no self-understanding without other-

understanding”.  Aspects of the participants’ stories that I have focused on will not only be 

those which I considered interesting and ‘socially valid’ (Ballinger, 2004), but inevitably will 

also be those which have resonated with my own experience in some way.  

Having my own experiences of stigma and seeking therapy, to an extent, position me as an 

“insider researcher” (Robson, 2002, p.7). I prefer, however, the notion of an “insider-

outsider” described by Dwyer and Buckle (2009, p.54/61), which sees the researcher as both 

embedded in the research, but also distanced from it, meaning that I “occupy the space 

between, with the costs and benefits this status affords”. 
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In attempts to increase my awareness of my experiences of stigma, I asked a colleague to 

interview me prior to my meeting with participants; my intention was to further explore my 

attitude, assumptions and predispositions. What struck me most following this process, was 

how deeply rooted my feelings of shame were, and how alive they remained. This was later 

emphasised further as I sought to re-engage in my own therapy, and I talk more about this 

process in a later section. Reconnecting with my own experience of stigma in this way 

helped me attune to the participants as they shared theirs. In addition, as part of my ongoing 

process of reflexivity, I kept a journal throughout the research process, noting my 

experiences and reactions. Excerpts from this, following the first interview, can be found in 

Appendix D.   

 

 

Participant criteria and recruitment  

 

The inclusion criteria for this study were that participants had completed at least 12 sessions 

of weekly one-to-one therapy and had finished working with their therapist within the last six 

months. This was in an attempt to allow participants to have settled in to the process of 

therapy, although this can often take significantly longer, whilst also wanting their 

experiences to be recent enough to assist recollection and reflection. Whilst it felt necessary 

to set timeframes to these criteria, I acknowledge this was done speculatively and that 

equally insightful interviews could have transpired from experiences that lay outside of these 

parameters. Participants were also required to feel there is a stigma that surrounds therapy 

and be willing to share their experiences of it. The inclusion and exclusion criteria did not 

involve the type of therapy received, or the age, gender or ethnicity of the clients, as the 

study aimed to capture the complexity of subjective experience which these criteria might 

represent. 

Participants were recruited through two avenues. First, recruitment posters were sent to 

three general counselling services in London and the Home Counties and were requested to 

be placed in their waiting rooms (Appendix E). The second avenue was via my professional 

network that I asked to share my recruitment poster with any potential participants.  

Over the proceeding weeks I was contacted by three people. Given the sensitivity of the 

research area the recruitment process began with an initial phone conversation to ascertain 

the robustness of the participants, along with their willingness and ability to talk in depth 

about their experiences. This initial screening process also enquired as to the participants’ 
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general wellbeing and available support network to ensure they were well placed to 

participate in the study, and to avoid any unforeseen risk. Following this phone call, I 

forwarded on an information sheet (Appendix F) and consent form (Appendix G), for the 

participant’s reference. The three people who made contact went on to participate in the 

study, details of whom are in Table 1, below. To preserve anonymity, all participants were 

given pseudonyms and their ages are approximations; where they grew up and their field of 

work were left intentionally broad.  

 

Table 1 – The participants 

Pseudonym Age Grew up in Field of work 
Number of counselling 

Spells and duration 

Andy 33 London, England Technology Two (6 weeks / 1 year) 

Claire 47 Northern Ireland Corporate One (1 year) 

Sarah 48 North of England Teaching Two (9 months / 2 years) 

 

 

It is interesting to note that the people who came forward to participate in the study were 

white, heterosexual, middle class professionals. Reflecting on why this might be, I 

considered that people of colour, or those from non-Western cultures, may have been less 

inclined to participate due to experiencing higher overall levels of stigma (Dubreucq et al., 

2021; Eylem et al., 2020). In addition, failure to provide culturally responsive therapy means 

that people of colour are also less likely to be engaged in therapy in the first instance (Kim et 

al., 2016; Meyer & Zane, 2013; Conner & Brown, 2014; Han & Pong, 2015). In order to 

reach a more diverse population I could have purposefully looked to recruit from services 

that work with people of colour, such as the Black, African and Asian Therapy Network 

(BAATN), and I feel the project would have benefitted from this.  
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The interview process 

 

I began the interview process by attempting to “abandon some of the power” (Hoffmann, 

2007, p.312) that I was automatically assigned as the ‘interviewer’ (Arendell, 1997; Gubrium 

& Holstein, 2002). I did this initially by offering to travel to the homes of the participants for 

their convenience, which they all agreed to. This enabled participants to control the physical 

dynamics of the encounter, where we sat and our proximity to one another. In all instances, 

we sat in either the living room or living area of the kitchen, and I was offered a seat that was 

perpendicular to the participants. Whilst room layout played a part in this, I wondered if it 

may have signified a desire to avoid an oppositional set up associated with a therapy setting, 

which is arguably more confronting and perhaps reflected the personal and sensitive nature 

of the topic. From my perspective, the arrangement felt appropriate and gave a sense of me 

being alongside the participants whilst we explored their experience. I referred earlier to 

Connelly and Clandinin’s (2006, p.479) “commonplaces of narrative inquiry … which specify 

dimensions of an inquiry space”, one of which is “place”; and how this impacts on the 

experience and the narrative. My comments above illustrate the potential significance of this, 

and whilst it is unclear how the narrative may have been different if it took place elsewhere, 

the point is again to acknowledge that it would have been different. 

I also attempted to redress the imbalance of power by disclosing my own engagement in 

long-term therapy as well as acknowledging my own experiences of stigma; although I did 

not elaborate on this as, not wanting to inadvertently set an ‘agenda’ for the interview. I was 

also open and explicit in conveying my aim of the meetings, to simply learn of the 

participants’ experiences of stigma, before, during and after engaging in therapy. My 

approach aligned with Anderson and Kirkpatrick’s (2015) suggestion that narrative interviews 

do not set out with a fixed agenda, but instead allow participants to control the direction, 

content and pace of the encounter. I saw my role as assisting the telling of the stories by 

encouraging expansion and exploration of experiences through follow-up questions based 

on initial responses. It is this open style of interview that increases the amount of narrative 

collected and also the study’s trustworthiness (Denzin & Lincoln, 2017). 

I spoke with the participants on two separate occasions, several weeks apart. The interviews 

were open-ended, lasting approximately 75 – 90 minutes. Throughout the process I sought 

to develop rapport through attentiveness, respect and authenticity (Allen, 2017). In addition, 

by conducting multiple interviews my intention was to build trust in the hope of yielding richer 

narratives. The first interview allowed the participants and me, to move beyond our pre-

transference and become familiar with one another. This meant that the second interview 
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began from a very different footing, with a relationship already established. In addition, other 

aspects were also more familiar; the specific location for the interviews, as well as the 

structure and nature of the encounter. The time in between interviews was also valuable and 

significant, as this enabled the participants to reflect on their experiences recalled in the first, 

as well as the process of having conveyed them to me. The second interview was introduced 

as an opportunity to hear the participant’s reflections on the first interview and also their own 

stories; to raise anything that had stood out or stayed with them, or anything they wanted to 

add, or clarify.  The time in between interviews also gave me the opportunity to listen back to 

the recordings and to reflect on them; immersing myself in the participant’s stories in this 

way also facilitated my connection and attunement at our second meeting.  

Having two separate interviews seemed to result in deeper reflection and sharing of 

experience. Claire, for example, stated that “obviously, there were taboos and you know, 

even in my head there were taboos about the idea of actually having counselling … maybe I 

hadn’t realised quite how much until I actually sat down and really thought about it, or why”. 

For Sarah, the scheduling of a second interview provided her with the opportunity, and the 

level of trust, to share that she “was surprised at how much emotion came up”, and we were 

then able to talk through and explore this further. In the discussion section, I further highlight 

the value of multiple interviews in helping to yield richer narratives.  

Throughout the interview process I held in mind, Schwalbe and Wolkomir’s (2002, p.205) 

suggestion that participants often perceive interviews as an “opportunity” to consolidate and 

share their experiences, but can also perceive them as a “threat”. Talking about stigma could 

serve as a reminder of the challenges, conflicts and implications it raised for them, 

threatening their psychological equilibrium. I was also aware of the potential for the 

interviews to be triggering for the participants, and so I remained open and attuned to this 

possibility, paying close attention to their emotional state, body language, and tone and 

pacing of their narrative. 

The interviews were recorded on a digital recording device and transferred to a laptop with 

password protection, at the earliest opportunity.  

 

 

Analysis of the narratives 

 

Having completed the interviews with all three participants, I was tasked with converting 

what Riessman (2008, p.28) described as “messy talk” into a suitable text for narrative 
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analysis. In the absence of a universal form of transcription, I made a number of decisions 

about how this was done; guided by theoretical commitments and practical restraints 

(Mishler, 1991). Rather than presenting the narratives as a series of thematic stanzas, I 

chose to present them as a story of their experience which reflected the interactional context 

in which they were created (Riessman, 2008). This approach emphasised the co-

constructed nature of narrative inquiry, and acknowledged the narratives were developed 

and tailored for the context in which they were being told. 

Riessman (2008) described how during interviews with South Indian women about their 

experiences of infertility (See Riessman, 2000, p.32), she was “saturated with concepts”. 

This not only shaped her listening and her questioning, but also her later description of their 

experiences. I was similarly aware of the filter through which I was listening to the 

participants, informed by existing theories and concepts, as well as my own experiences, 

and this can be seen in the extract below from my meeting with Andy. 

 

Me: So if that’s the underlying suggestion if you go to therapy, there’s 

something wrong with you (A: Mmm), perhaps that’s the thing that’s trying to 

be avoided? 

Andy: Yeah it could be, and until you actually admit that, then you haven’t, 

you haven’t admitted there’s something wrong with you, like, so until you, until 

you actually make that decision, I guess you could be pretending in some 

sense, that there isn’t. So yeah, that would make sense. 

Me: And that ability, or that desire then, to tolerate feeling depressed, or 

whatever it may be, for longer, that kind of moves and shifts (A: Yeah), and 

you’ll tolerate that for longer. 

Andy: Yeah, that makes sense to me, I think that would be connected, those 

two things, yeah. 

 

At the time, Andy’s narrative was bringing to mind Biddle et al.’s (2007, p.990) ‘cycle of 

avoidance’ that people go through when considering seeking help and how the threshold 

between “normal” and “real distress”  is continually shifting. I was also reminded of the words 

from Farrimond’s (2011, p.1) study, that help-seeking for mental health was usually 
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“delayed”. This extract illustrates the co-constructed nature of narrative inquiry and the role 

that both researcher and participant play. 

I chose to personally transcribe the interviews, partly as it raises an ethical issue if this is 

done elsewhere, and also to help me “keep intimately connected to the data” (Etherington, 

2004, p.79). My connection with the accounts also contributed to how I presented them, as 

Riessman (2008, p.50) described: “By displaying text in particular ways and by making 

decisions about the boundaries of narrative segments, we provide grounds for our 

arguments, just as a photographer guides the viewer’s eye with lenses and cropping”. I was 

guided by Savin-Baden and Van Niekerk’s (2007) strategy, to present a collection of 

narratives without fragmenting individual voices, by writing a summary of each person’s 

story. The content and the manner in which this is done, highlights the significance that I 

have given to parts or themes from within the stories. As the current study focuses on 

exploring experiences of stigma before, during and after engaging in therapy, I selected 

sections where participants spoke directly or indirectly in relation to this. The stories were 

interpreted and restoried (Creswell, 2013), largely in my own words, but incorporating the 

participant’s language and interspersed with verbatim sections from their transcripts; these 

can be found in the ‘Participants’ Narratives’ section that follows. 

There is a tendency within narrative inquiry to produce what Connelly and Clandinin (1990, 

p.6) described as the ‘Hollywood plot’, “where everything works out well in the end”. This 

involves a process of ‘narrative smoothing’ (Spence, 1986) that must be counteracted with 

the acknowledgement of ‘narrative secrets’ (Kermode, 1980). These are the stories that exist 

but which are not told, and I touch on these later in my reflections. A different researcher, or 

research focus, would have resulted in very different stories from these same narratives. 

 

My decisions on which aspects of the participants’ stories to focus on and which sections of 

verbatim text to include or omit, were complex and multilayered, and ultimately shaped the 

themes which form the basis of this study. This process began with the transcripts, which 

were produced by listening to the interviews numerous times, to ensure accuracy and to 

immerse myself in the stories (Riessman, 1993). Once the participants had given approval of 

these transcripts, I embarked on meticulous line-by-line analysis, noting themes against the 

text (Appendix A). Once completed, I returned to the beginning and began to colour code 

each theme, grouping them together, enabling me to produce a summary of coded themes 

from each interview (Appendix B). Immersing myself in the participants’ stories helped me 

interpret and “restory” them (Creswell, 2013, p.74). In addition to my line-by-line analysis, 

this process was also guided by my felt sense (Gendlin, 1982) of the participants’ 

experiences, gravitating to aspects which held most emotional resonance; as Braud and 
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Anderson (1998, p.210) suggest, emotional reactions are “important indicators of validity”. 

This process was also integral to my collating of themes and subthemes which was further 

facilitated by Ziebland and McPherson’s (2006, p.409) “one sheet of paper” (OSOP) 

technique, devised to assist analysis of qualitative data as part of the DIPEx project, looking 

at perspectives on health and illness. This technique consists of a visual ‘mind map’, as a 

way of gathering many complex themes in one place, and highlighting links between them 

(Appendix C). From this ‘mind map’ I was able to identify and extract the three main themes 

that formed the foundation for my discussion, as well as the subthemes within them. 

When writing the discussion section, I employed a further strategy proposed by Savin-Baden 

and Van Niekerk (2007, p.466), to avoid the fragmentation of the participants’ individual 

voices by writing in the first person. In taking this approach, I attempt to make clear “what is 

interpretation and what is our reflection on that interpretation”.  

 

 

Ethical considerations 

 

This study received ethical approval from Metanoia Research Ethics Committee (Appendix 

H) and followed the guidelines set out in the British Psychological Society’s Code of Ethics 

and Conduct (2009), regarding respect, competence, responsibility and integrity. In addition 

to this, at a more relational and embodied level, I was guided by my own ethical principles 

and guidelines, which Etherington (2004) proposed, left me with greater responsibility but 

also greater flexibility. This enabled me to use my skills as a psychotherapist, to respond in 

the moment to the participants’ emotional experience; positioning ethics as an ongoing issue 

rather than a single event to be ticked off. 

 

Foremost in my ethical considerations was the safety and wellbeing of the participants 

throughout their involvement in the study. This began when deciding upon the inclusion 

criteria, one aspect of which was that participants must have finished working with their 

therapist in order to take part. This was to avoid triggering any experiences or feelings 

around stigma that may interfere with the therapeutic process in any way. Following this, 

during the initial screening phone call I enquired as to, and gauged, the participants’ 

robustness to talk of their experiences, as well as their general wellbeing and available 

support network. Participants were also comprehensively informed about the study and their 

involvement in it during this phone call, which was reiterated in the participant information 
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sheet; this sheet also included numerous contacts for support services. I obtained written 

consent to take part in the study and informed participants they maintained the right to 

withdraw from the process, with all records and recordings being destroyed. Although this 

posed a potential risk for derailing the study, it felt it important for the participants to maintain 

ownership of their experiences and awareness of my interpretation of them, as far into the 

project as possible. This is by way of an acknowledgement of the limitations to the extent to 

which participants are ‘informed’ when they are asked to give their consent to take part in the 

study at its inception.  

 

Throughout the interviews themselves I maintained what Finlay (2016, p.7) described as a 

preparedness to “grapple reflexively with ethical uncertainties and power issues that arise”. I 

also remained vigilant to the possibility of the reactivation of potentially shaming experiences 

associated with stigma and sought to maintain a safe, regulating relationship through affect 

attunement (Stern, 2000; De Young, 2015). During the interview, Sarah became quite 

emotional as she recalled her experiences. I empathised with her sadness and upset and we 

shared a moment of silence together in acknowledgement of this. Rather than moving on or 

drawing the interview to a close, I asked if Sarah was ok to continue or if she would like to 

take a pause; she was happy to proceed. I was aware of my own desire to continue with 

what was clearly a rich, emotional and meaningful account of Sarah’s experiences, and I 

also considered the expectation that Sarah would likely be feeling to do so, but in that 

moment it felt that together, as two therapists, we had contained her feelings in a safe and 

reassuring way. 

 

On completion of each of the interviews we debriefed, taking time to reflect on the process 

and consider what had stood out most for the participants, and whether any additional 

support was needed. I followed this up with an email or phone call a few days after each 

interview to check in with participants; they were grateful for this and confirmed they did not 

require any further follow up or support. 

 

During the write-up process, I sent the original transcriptions of the interviews to the 

participants, asking them to confirm that the content reflected their thoughts and experiences 

at the time and also to invite any comments or concerns. My intention was to involve them 

from the start of the process in acknowledgement of the value of their stories, and my 

gratitude for them having shared them. I had myself, recently been a participant in a study 

exploring male therapists’ experiences. Following the initial interview and subsequent follow 

up discussion, I remain unaware of how, when, or even if, my experiences have been used. 
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My discomfort of this meant that I paid close attention to the involvement and ongoing 

communication with participants in the current study.  

 

Whilst interpreting and “restorying’” (Creswell, 2013, p.74) the participants’ narratives, I was 

guided by Clandinin et al.’s (2007) approach of imagining I was doing so in the presence of 

the participants themselves. As I selected sections of their narratives and discounted others, 

I imagined them reading their own words, how vulnerable I was making them, and how our 

stories may or may not align. By way of maintaining anonymity, as far as is possible, any 

potentially identifying details were altered and they were each given a pseudonym. As 

Etherington (2004, p.82) proposed, due to the collaborative nature of narrative inquiry, I was 

able to discuss this with the participants, arriving at “mutually agreed and morally satisfactory 

decisions”.  I asked the participants to read through their restoried (Creswell, 2013) 

narratives in order to maintain involvement and transparency, as it was ethically important 

that the participants were aware of and comfortable with which aspects of their stories were 

being retold, and how. I made sure to convey that it was my interpretation of their 

experiences rather than a direct relaying of them (Josselson, 2016) and so the emphasis 

may well feel quite different. As before, I invited any comments or concerns and again none 

were raised. All participants gave their approval for the narratives to be included in the 

research.  

 

Throughout the process, all recordings, transcripts and writings were stored electronically 

and password protected. Any written notes were stored in a locked cabinet. 

  

As consideration for my own safety and well-being, details of the location and timings of the 

interviews was left with a third party who was contacted after each interview was completed. 

In addition, throughout the research process I have had support and guidance from my 

research and primary supervisor, along with peers colleagues and my therapist.  
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PARTICIPANTS’ NARRATIVES 

 
In this section I present the participants’ narratives, interpreted and “restoried” (Creswell, 

2013, p.76) in my own words, interspersed with verbatim extracts from their transcripts. The 

narratives are presented in the order in which the interviews took place. 

 

 

Andy  

 

Introduction 

 

Andy is a 33 year old white male, born and raised in London with his parents and sister. He 

has been in a relationship for the last two years and is currently living in shared 

accommodation. He works fulltime for a technology company and had an easy going 

presence and a very active mind.  

Andy had engaged in therapy on two occasions. The first was around five years ago, when 

he attended six sessions via IAPT (Improving Access to Psychological Therapies), following 

a referral from his GP. The second was last year, when he attended weekly sessions for just 

over a year with an integrative therapist working in private practice.  

 

 

The Shepard tone and engaging in psychotherapy 

 

Andy was into technology and considered the brain to be an “organic computer”. He had an 

interest in psychology, especially his own, and one of the reasons for his recent engagement 

in therapy was as an “intellectual activity”; seeking greater understanding to help him see life 

through a “cleaner lens”. Andy also sought therapy as he was feeling depressed. Although 

these feelings were not ruling him, as he was easily distracted through work and social life, 

he felt it was a good thing to go and explore.  

Previously, when Andy attended therapy for the first time, it was under quite different 

circumstances. He had felt that he “needed help”, that he was in trouble and “couldn’t 

approach life in a normal way”. He had been experiencing feelings of depression for a few 
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months following a relationship break up and he likened his experience to a musical 

crescendo, known as the Shepard tone, often used by the film director Christopher Nolan. 

 

“It’s like a note in music … where you play a rising crescendo and then you 

do it again, and it sort of rolls over and so it never breaks, and so it makes 

you feel very uncomfortable … the whole thing keeps you on edge, it’s 

constantly coming to something but it never does. And that was what it felt 

like, I think, in my experience. So yeah, it was just trying to get out of that 

extreme uncomfort.” 

 

On both occasions, Andy felt his decision to engage in therapy was a relatively easy one. He 

was aware of how to access services and believed they could provide the solution. His view 

of therapy was positive, and he felt his upbringing and cultural inputs were significant in 

developing this.  His family were “super supportive” of his engagement in therapy, despite 

his sister having had a negative experience, attending one session but not proceeding any 

further. The American TV show Frasier was also hugely influential; “As fictionalised as that is 

… I looked at it in quite a positive way and it wasn’t like it was crazy people doing it.” 

 

 

Stigma and game theory 

 

Stigma was not something Andy felt in relation to seeking therapy. Instead, it was something 

he located externally, existing out there in society, and so it mainly impacted him in terms of 

whom he would talk to about his attending. He was aware of “semiconsciously” avoiding 

stigma by arranging sessions outside of work hours so he did not need to explain why he 

needed time off. He also chose a Monday evening so it was unlikely to clash with any social 

arrangements. When thinking about disclosing his attending therapy, Andy made reference 

to game theory, the science of logical decision making. He felt there was no advantage to 

admitting he was attending therapy, it was rarely viewed positively so why you would ever 

choose to bring it up? 
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“From what I knew about therapy, that process intrigued me, I suppose. So 

yes… I viewed it in a good light, but then, I don’t think I told any of my friends 

at the time that I had done therapy, or was doing it. So that’s definitely, that’s 

where I felt stigma. I don’t think I felt stigma in approaching therapy, I really 

don’t think it’s ever been a force holding me back from doing it, but it definitely 

has been a, ‘this is something I wouldn’t necessarily talk about’.” 

 

By disclosing he was attending therapy, Andy felt he would introduce uncertainty into 

relationships, fearing the “social repercussions”, and so was very cautious around this. In 

addition, his circumstances and feelings at the time, and his reasons for engaging in therapy 

also influenced his disclosure. 

 

“The first time I didn’t really, I don’t think I told anyone about that, but then I 

wasn’t in a very closely connected situation at that point in my life. So my 

immediate family knew about it, as I was living with them at the time, but I 

don’t think any of my friends did and I didn’t, I don’t know, I think I maybe 

would have hidden it at that point, perhaps, just ‘cause there’s something 

different about that time, I felt like I was kind of in trouble, like I needed help 

from someone.” 

 

“So that time, I suppose, I was more in the camp of like, there’s something 

wrong with me, you know, in a big way, it felt like that. Whereas this latest 

time it felt more like, I don’t need it, but it’s something that I really want to add 

to my life, to explore. And there are definitely things about, you know, it’s not 

like I was a really super happy person and everything was going great, but 

like, ‘oh I’ll add this to my life as well’, you know … but I didn’t feel a need, 

that I was in trouble and I needed help.” 

 

Andy felt there were subtle nuances around disclosing his engagement in therapy. In 

addition to the reasons above, he also wondered if being more mature was a significant 

factor, as well as being familiar with the process of therapy. On this second occasion, after a 

couple of months of attending he felt more open to talking about it. Outside of his immediate 
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family, Andy remained very cautious, only opening up to those with whom he felt incredibly 

close and could avoid things becoming “awkward socially”. He developed a desire to talk 

about therapy and on a occasions, he did. The first was whilst out with a friend and a little 

drunk; “I’m itching to say it, and now I’m inebriated so I will”. Although this was “cathartic” it 

was also out of context and he was left feeling he had introduced eggshells into the 

relationship which were then tiptoed around.  

On another occasion, the experience was quite different. A friend was talking about his 

girlfriend who had been going through a rough period and Andy disclosed how positive his 

experience of therapy had been, and how it might be something that could be helpful for her. 

For Andy, his disclosure was “really positive … in that you’re trying to help … it felt like that 

glow of altruism”. This felt more “charitable”, rather than “cathartic”, and it initiated a very 

open discussion, without an eggshell in sight. 

 

 

Mind vs body analogy 

 

Andy understood stigma through an analogy of the mind versus the body. He felt people 

were enthusiastic about disclosing they have a personal trainer, as it would probably be met 

with interest and curiosity. But when it came to disclosing they have a therapist, he felt 

people were reluctant, that doing so would probably be met with awkwardness and limited 

superficial questions, if any at all. Andy used this same analogy to draw comparisons 

between the initial process of engagement in either therapy or personal training, from 

society’s view and also from his own experience. 

 

“If you feel your body is going in a direction you don’t want it to, if you’re 

putting on weight or whatever, I think that people would be very quick to go, 

‘right I need to do some exercise now’. Whereas if you feel like you’re having 

depressed thoughts or things like that, I think you would leave it way longer 

before you decide, ‘right, I need to go to therapy then’, and it would be almost 

like, ‘it’s got to this level, that now I have to do this thing that perhaps I don’t 

want to do’. That’s how I feel any way.” 
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This view was also shared by some of Andy’s friends where there was a distinct hesitancy to 

seeking help for mental health compared to physical health. Andy felt this was connected to 

admitting there was “something wrong with you”. 

 

“I think for most people, the mind is what you see yourself as, rather than the 

body, in a more complete way … so I think it’s more affecting to you as a 

person that there’s something wrong there, because it’s kind of actually you, 

that there’s something wrong with. Whereas your body, it’s like, it’s just my 

body, it’s this thing I use, where there is something that I can make better. But 

for psychotherapy, it’s like, it’s you [Chuckles] and that seems to be deeper in 

some sense.” 

 

 

Stigma as a strange dichotomy 

 

Andy primarily saw stigma as something external, something that was located in society, 

which was separate from him. 

 

“I think it’s all external, I think the perception is in the other person, that 

something is wrong, not in me … I don’t think in admitting it to someone, that 

that somehow solidifies that something’s wrong for me. That’s my personal 

experience, I can completely see how that might be very different for other 

people … because you’ve admitted it then there’s something wrong, like 

you’ve got a label, when you attach a label to something, it becomes more 

real in some sense.” 

 

Andy was also aware however, that he was influenced by this external view, that it was 

internalised in his beliefs and so there was a degree of overlap between the two. 
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“There’s some sort of perception from yourself, or from others, that 

something’s unstable perhaps, in you, or that you don’t approach the world in 

a way that you’d want to … it just seems that’s the lens people view it 

through, I think, and in some degree I do as well.” 

 

Andy felt some confusion over his conflicting thoughts and feelings, describing stigma as a 

“strange dichotomy”. Whilst he firmly believed that stigma was wrong, he also agreed with it 

on some level. Engaging in therapy was not something he was ashamed of or he wanted to 

get away from, but it was something that impacted how he viewed others, especially in 

relation to a partner. 

 

“If you were searching for a partner and you heard that about someone, or 

they were incredibly open about that, that they were in therapy, I think it 

would, you know, even though I have this positive view of it in an objective 

sense, I would feel that er, do I want to get involved with you? I think that 

would go through my head. I don’t necessarily like it, but it goes through my 

head … I realise that’s not fair really, because someone who’s not seeking 

therapy may be in a really unstable place in their life and someone who is, 

may be getting much better, so it doesn’t really follow.” 

 

“It would very much depend on … the conversation around it, I suppose. If 

you were on a first date and someone said ‘what do you do? What are your 

hobbies?’ kind of thing, and they said, ‘oh, well I have a lot of these fucked up 

thoughts so I go to therapy quite a lot’, like that would be a big red flag. But if 

someone said … I don’t know, ‘my parents are psychotherapists and I’ve 

always seen that in a really positive light, so I tend to go quite regularly to 

psychotherapy’, then I don’t think that would be any sort of red flag, I’d be 

really interested in that.” 
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Part of you wants to hide 

 

Although Andy became more likely to tell people about his engagement in therapy after a 

couple of months of attending, he then experienced “kind of a flat line”, and the level of 

stigma he felt remained the same.  

 

“I didn’t feel like a steady drop off of stigma, it was still, there was still 

something different about walking into that building [Chuckles], that people 

see you on the street going into that building, rather than a different one, that 

some part of you wants to hide and people not see that.” 

 

The ambiguous notion of “something being wrong with you” was however, something that 

altered for Andy whilst he was in therapy. 

 

“When I think of what could happen to that feeling, I can see, and I probably 

experienced some of this, that you just become more comfortable with that 

fact, that there are these things that are wrong, if you want to call it that, 

although that’s not the kindest word to yourself, but there is something you 

would want to change, let’s say, about your psychology.” 

 

So Andy’s notion of ‘something being wrong’ became ‘something he would want to change’, 

and this shift came through therapy. Part of the work he had done was about developing 

self-compassion, thinking about how he viewed and spoke to himself. 

 

“That’s all subjective obviously, like that’s all how I’m seeing it about myself, I 

don’t think it changes how I think society see it, so that stays the same. But I 

guess for me, yeah, I think there’s a bit of that about doing therapy that I 

found useful, that kind of acceptance and not seeing it as this terrible thing, 

more, it’s just a part of your make up.” 
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There was something about this gradual shift in Andy’s understanding that reflected his 

overall experience of therapy. There was no “sea change moment”, no “massive impact”, but 

more of a gradual improvement over time. 

 

 

I’m more of an engineer than I am a poet 

 

Andy felt he did not approach life from an emotional perspective. He was aware that he 

probably experienced it that way but that his mind didn’t really go there, he was less 

interested in the emotional experience of therapy and more interested in the “craft”, stating; 

“I’m more of an engineer than I am a poet”. Andy had considered whether this focus was due 

to his personality, or whether he was avoiding his emotional experience. Either way, he 

knew he had a tendency to externalise his experience and to universalise things. He also 

knew there was always a point at which he would stop short in talking about his experience 

of therapy, even in a perfect world that facilitated openness. 

 

“So in terms of like, swapping stories about our personal emotional 

experience, it’s just not something that I would naturally go to because of who 

I am, I think … I’m more interested in the methodology and what actually 

happened for them in that sense, rather than their emotional experience, 

because also, that can vary massively. So this is connected to the way I think 

I approach things … Whereas if they talk about, like, what they did and their 

methods, that’s really interesting to me because then I can go and read about 

them and you know, the theories behind them and all that kind of thing. I can’t 

really do that with somebody’s emotional experience, you just take it at face 

value, so yeah. So I don’t know if that’s the society that I imagine in a perfect 

world is … people to be able to talk about that personal emotional experience 

if they wish, but I just don’t know if I’d do that, I suppose.” 
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Integrating medical and lifestyle spheres via technology 

 

Andy combined his interest in technology and psychology when thinking about ways to 

tackle stigma surrounding mental health, by again drawing comparisons with physical health. 

Just as fitness trackers have made monitoring our heart rate part of everyday practice for 

many, Andy thought we could soon find ourselves monitoring our mental health in a similar 

way. By making self-monitoring “part of everyday life”, it becomes a constant backdrop, 

helping to demystify the issue, increasing understanding and reducing the associated 

stigma. For Andy, the routine nature of this would help to promote a “preventative mind set”, 

addressing the reluctance he felt most people have to seeking help, preferring instead to 

adopt an “I hope it’s nothing” stance, and delaying engagement. 

 

“In terms of admitting that there’s something wrong, there is a parallel there, 

with a doctor, I think. You kind of ignore something for a while and be like, I 

hope it’s nothing, and then when you realise it’s not nothing, you go to the 

doctor. But you definitely do that at a stage before you would with the mind, I 

think.” 

 

Andy felt that it was widely accepted in society that you visit your GP when “something is 

wrong” and that a visit to a therapist was seen in the same way; with both residing in the 

“medical sphere”. He felt the key to reducing stigma was to position seeing a therapist within 

the “lifestyle sphere” alongside personal training, which was generally viewed positively. 

 

“Someone who’s got to a point with their fitness where they’ve thought, right, I 

need to do something about it, and that’s seen as positive. But I think 

generally, the picture in your head when you think of someone who has a 

personal trainer, is someone who is already very fit, like that tends to be, I 

think, the kind of people who do that, or at least some sort of perception of 

that. So it’s like there’s no problem there, it’s just they’re maintaining a life 

style they enjoy and it’s seen like it’s a healthy addition to life. Whereas a 

therapist is very different to that, I think, or the perception of it, in that if you 

decided to go to that, there’s something wrong with you, like the perception of 

somebody who is going to therapy is not someone who is of mental fortitude, 
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it’s someone who is in trouble, mentally. So that’s like a big difference I think, 

in how we see those.” 

 

 

Reducing the fear of mental health and therapy 

In moving therapy from the medical to the lifestyle sphere, not only did Andy feel this would 

help to reduce stigma, he also felt this would help to reduce the fear associated with it. This 

fear was the possibility of a permanent change in who you were, rather than a temporary 

phase that you would pass through. There was also a distinct difference between the fear of 

a threat to your physical health and the fear of a threat to your mental health. 

 

“I think the fear for me is it’s going to be something that’s going to completely 

change your way of life in terms of some kind of chronic illness, or kill you, 

right, so they’re the big fears about physical health. And then mental health is 

really different in that it’s you that’s changing, it’s not like it’s a threat to you, 

which is what I see as something like a cancer … but if your mental health is 

changing and possibly going to stay that way, in that new state, then that’s 

really you that’s changing, it’s kind of, it’s not like there’s some looming threat 

on the horizon that might end you, it’s like you are becoming someone 

different, and that’s really difficult to grapple with I suppose. So it’s a very 

different kind of fear I think.” 

 

 

Fear of becoming awkward socially 

 

Although Andy viewed this fear as separate to stigma, he did feel that both were related to 

introducing uncertainty into relationships, “So maybe the stigma is very connected to that 

kind of social unease of what to do with that person.” Andy felt this unease was experienced 

in relation to both physical and mental health, however with mental health there was an 

additional element of potential danger. 



 
 

56 
 

 

“You’re just not really sure where the line is, if they want to talk about it or if 

they don’t, or it feels like you have to treat that person with kid gloves or 

something like that … I think there’s so many questions and not knowing the 

right thing to do, and whether, in an extreme case, it’s safe to be with that 

person because lots of times mental health is depicted in pop culture as 

something very dangerous, and that person could become dangerous. Or just 

if you want to do the best thing for them, which I think is some kind of 

underlying impulse, is like, what is that? I don’t know what that is, do they 

want to, is this something we talk about and ask about if you’re not sure, or, 

should it be left alone and treated as if it’s not there and all that kind of thing.” 

 

Andy felt this element of danger associated with mental health was probably due to how it 

was depicted on TV and in films, as this was often extreme, with multiple personality 

disorder being the “go to … when you’re talking about some crazy person”. He also felt that 

a series of advertisements aimed at increasing mental health awareness were actually 

positioned in a way that reinforced the notion that something was wrong by suggesting that 

we shouldn’t be scared of a person with a mental health issue. Andy felt this only served to 

contribute to the “public misunderstanding” of mental health and the reasons for seeking 

therapy. As an alternative, he proposed promoting the idea of bringing therapy into all our 

lives and emphasising how “we are all that in-group”. 

For Andy, interactions with people were held within a “societal contract” that determined 

accepted levels of reactions to things, and when an element of perceived mental instability is 

introduced, “that goes out the window”.  

 

“I don’t know how to treat that person, if I annoy them just a little bit are they 

going to fly off the handle? And again, could that become a dangerous 

situation? All of those kind of things, I think there are so many unknowns 

introduced and it throws a lot of baseline expectations out, of dealing with 

someone.” 
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These unknowns were most problematic where you had little else to go on. For example, 

with Andy’s work colleagues who he only knew at a surface level, if he learned that one of 

them was attending therapy, that would introduce uncertainty into their relationship, and at 

the extreme, a concern for safety: “I don’t know if I want to be alone with that person, what 

exactly are they experiencing? Are they angry? Or do they have problems with that?” 

With these unknowns and uncertainties introduced, Andy would question how he should 

interact with them, would his normal way of interacting be appropriate? He felt not. Rather 

than “taking the piss” out of people as a friendly way of breaking down barriers, he would 

instead focus on not causing “mental harm”. The prospect of someone changing their 

behaviour towards him in this way, based on the knowledge he was attending therapy, was 

not an attractive one. Andy was aware he was “breaking the golden rule” by not acting in the 

way he would want to be treated, but he just wouldn’t feel confident enough to do that. He 

was left feeling a little uncomfortable and conflicted about this. 

 

Summarising Andy’s experience of stigma 

For Andy, stigma is something that was located out there in society and so it mainly 

impacted him in terms of whom he would talk to about attending therapy. By being open, he 

would be introducing uncertainty into his close relationships, changing the dynamic and how 

he was viewed. There is also a tenuous link, for Andy, between stigma and fear. Fear of 

social awkwardness, of potential danger, and of fundamental change in who you are as a 

person. 
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Claire  

 

Introduction 

 

Claire is a 47 year old white female. She was born and grew up in Northern Ireland, is an 

only child, and was raised by her mother after her parents separated when she was young. 

Claire is now living and working in London for a large corporate company. She is single and 

lives alone. She had a confident presence and spoke with an open and reassuring 

directness.  

Claire had only attended therapy on one occasion, which was last year. She attended 

weekly sessions for about a year with an integrative therapist working in private practice. As 

part of this work she had a number of sessions of EMDR (Eye Movement Desensitisation 

and Reprocessing). 

 

 

Engaging in psychotherapy: a last resort 

 

Claire made the decision to get in touch with a therapist because she didn’t want to just carry 

on with the second half of her life feeling the way she had done during the first. Throughout 

her life, Claire had felt strange, like an outsider. She was unsure if she had suffered from 

‘depression’, but she suspected that she probably had. Her decision to engage in therapy 

was not an easy one. 

 

“I knew there were obviously psychological and developmental reasons for it, 

but I didn’t know how to find out about those things and I always shied away 

from it because, I suppose, because of the stigma and because I was worried 

… if people thought that I was looking for any sort of help for mental issues … 

I was embarrassed and ashamed.” 

 

It was a combination of this long standing feeling and difficulties she was facing with her 

relationship at the time, that led Claire to engage in therapy. She was in a relationship that 
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she wanted to leave, but felt that she couldn’t and this feeling was driving her “mad”, it felt 

like the last straw. 

 

“I just couldn’t seem to find a way to get myself out of it and it was really 

messing with my head, not being in control of myself, thinking, that’s what I 

want to do, I don’t want this, that’s the action I want to take, I want to break 

away from this, but I can’t, and I just couldn’t understand it, I could not get my 

head around the fact that I couldn’t do what I wanted to do.” 

 

Clare was getting desperate, she knew something had to change; she just didn’t seem able 

to do it for herself. She felt she needed to get some help, to get some perspective. She 

began looking online to figure out what was going on, but this just worried her more when 

she started seeing stuff about borderline personality disorder. It was at that point she looked 

up therapists in her area and as “last resort”, fired off an email.  

 

 

The stigma was mine as well as other people’s 

 

As soon as Claire sent the email she felt scared and afraid. She had made the first step and 

was going to have to see it through. She didn’t know what to expect. She only knew of one 

friend who had seen various therapists and it had been very “hit and miss”. Claire had no 

great expectations of therapy actually doing her any good; it was more a case of having 

nothing to lose. When she saw the therapist had replied she began to doubt the difficult 

decision she had made. 

 

“Maybe this was really stupid, because maybe I should just be able to deal 

with this myself, what is wrong with me that I can’t just get on with it, and this 

is ridiculous … I can’t afford to be paying money for sessions, and also the 

fear of the unknown I suppose, this could be an absolute disaster or this could 

make things worse … and the fear of having to talk about things that I hadn’t 

talked about … forever.” 
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Claire was aware that her view of therapy was a cultural and generational one; people 

should buck themselves up and get on with their lives. This was “the old school way of 

thinking … the Northern Irish way of doing things”. It was not something she even thought 

about, it was just understood, it was just there. Claire felt that she had picked up this way of 

thinking from hearing adults talking when she was growing up, from seeing stuff in papers 

and on TV. Mental health issues were something that was “laughed about … it was a 

running joke”. Therapy was only for serious mental health issues, like psychosis, anything 

else was simply “wallowing in self-pity”. 

 

“Back in the day there was a view that somebody who’s really mentally ill, it 

would be obvious that they’re mentally ill; they would be walking around with 

visible symptoms of being mentally ill. Whereas somebody who might be 

quietly suffering, but seemingly getting on with a normal life and able to have 

a normal conversation, whatever that may be, yeah, I certainly think there 

was a view of, there’s nothing wrong with you.” 

 

Growing up, Claire remembered feeling there wasn’t much time for talking about problems. 

Any attempts she had made over the years to talk to her family about things that had 

happened in the past, “never ended well”. There was a suggestion that problems were of 

your own making and you should be able to sort them out, you shouldn’t be complaining to 

other people, you should consider yourself lucky for what you’ve got. Claire was aware that 

these taboos were not just the thoughts and opinions of others, they were also in her own 

head, she had internalised them; “the stigma was mine as well as other people’s”. She had 

made comments herself, about people or situations; she had joined in with the jokes and 

laughed things off. 

 

 

I didn’t want it on my record 

 

Claire covered up her own suffering. Not doing so would have felt naïve, not brave; to let 

people know that level of detail about her would have made her feel vulnerable. She always 
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believed, and still does, that many people see going to therapy as a weakness or an excuse. 

She feared that people might have used it against her, especially in the workplace.  

 

“Where I work now, there’s this employee assistance scheme and things like 

that, but I didn’t dream of approaching them, I’d rather go and spend money I 

couldn’t afford to spend on having private therapy rather than trying to go 

through my GP or any other source where I might have got it free.” 

 

Although many companies support and promote mental wellbeing in the workplace, Claire 

felt this was largely superficial, to utilise this support would actually be putting yourself at 

greater risk of further distress. This was the unfortunate experience of a friend of hers, who 

tried to stand up to being bullied in her workplace, but claims she was subjected to breaches 

of confidentiality and her mental health suffered even further as a result. 

 

“I know that now a days, obviously, we’re all a lot more PC and employers are 

told they have to look after their staff and you can’t discriminate against 

someone if they have mental health issues or whatever, but I’m sure it does 

still happen.” 

 

Once Claire had made the decision to see a therapist, she wanted it to happen quickly, and 

thought there would be lengthy waiting lists if she went via her GP. There was also a 

concern that her needs might not be serious enough to get a referral; therapy was only 

available if there was “something wrong with you”. The biggest deterrent however, was that 

visiting the GP for her mental health could potentially affect her medical insurance and she 

was concerned as to who might have access to that information and how might it be used 

against her. 

 

“I didn’t want to go through my doctor because I didn’t want it on my record … 

I wanted to deal with it myself and know that it was completely private and no 

way anybody else could find out. And when I had my sessions, I lied to them 

in work about where I was, I told them that I had a doctor’s appointment or I 
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had this, or I had that, or whatever, I never spoke to anybody in work to tell 

them exactly where I was.” 

 

After six months of therapy however, this changed. Not only did Claire tell her manager at 

work she was having therapy, she also told some of her friends and even her mother; “I just 

felt totally different about the whole thing”. 

 

 

Brain as an operating system 

 

The process of therapy completely changed Claire’s view of stigma and how she felt about 

herself. She felt some instant relief within a few sessions, just to be able to talk to someone 

who was not judging her in any way. She also felt she got lucky with her therapist, in that she 

was quickly able to recognise what it was that she needed.  For Claire, the key factor was 

the therapist’s recommendation of a book, which helped her to see her brain as an operating 

system and to understand what she had been experiencing for all these years. The book felt 

like a “turbo boost”, enabling her to do a lot of the work herself, to develop her own 

understanding so that the therapist did not have to “pull it out of her”. As vital as the book 

was, Claire’s felt it would not have been sufficient on its own. The follow up conversations 

with her therapist enabled her to apply the concepts to herself and also to really feel her 

physical feelings, to become curious about her experience rather than stressed by it. 

 

“Thank god, I’m not crazy. This isn’t me, there isn’t something wrong with me, 

this is just a natural process that’s happening in my body and there’s a reason 

why it’s happening and you know, when I started to then think of my brain 

more as an operating system, something like that, looking at it purely from a 

physical point of view and attributing the things that had happened to me and 

thinking, ok, so there are hormones being released and that’s why this is 

happening, and that’s why I’m feeling that, and that’s why I’m thinking this 

way, I was able to then take the blame away from myself, and stop thinking I 

was just wallowing in misery.” 
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It was this new understanding that had completely turned her head around in terms of how 

she viewed herself and other people. Claire had gone from feeling that something was 

wrong with her, to knowing there was nothing wrong at all. She had learnt that people have 

strong emotions and it’s important to know what they are and where they come from, and 

most importantly, that you can change them. This understanding was very powerful; it felt 

like it had “unlocked everything”. Knowing how her mind and body worked felt like a weight 

had been lifted, and this was not just her mind and body, but everybody else’s as well. 

Although this understanding did not result in a complete change in her behaviour, as she 

would find herself getting caught in old familiar patterns, it did mean that she was able to 

recognise this and rather than feeling confused, overwhelmed and powerless, she simply felt 

annoyed.  

 

“There are still old habits and whatever, that I may never be able to 

completely break away from, but, but I no longer sit there and mull over them 

and think, well what’s wrong with me, when I find myself doing something, I 

can catch it and understand why I’ve done it and step back and think, Ok, well 

you’ve just done it again, but anyway let’s just, you know, think about why that 

might have arisen.” 

 

Claire had experienced strange feelings in her gut since she was a child. Her mother had 

taken her to the doctors as she thought it was an ulcer, but nothing was found. Claire 

instinctively knew it wasn’t a physical pain, but she had no idea what it was. She thought she 

was the only person in the world who had ever experienced it and so wouldn’t dream of 

talking to her friends, or anyone else, about it. Claire still has the feeling now at times, but “a 

little bit of knowledge goes a hell of a long way”. She wondered how different things would 

have been if she had realised that what she was thinking in her head, was also manifesting 

in her stomach. 

 

 

Why are we not told about this? 

 

As much as this new understanding was transformational for Claire, it also left her feeling 

really quite angry and frustrated. She considered herself to be well educated and intelligent 
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and yet until now, was completely unaware of this logical explanation of how life experiences 

can manifest themselves physically. It left her feeling disbelief; “It’s scandalous … why are 

we not told about this?” 

 

“I can’t say that this wouldn’t have been available to me earlier because it 

would have been, if I had gone looking for it, but that’s the thing, I would have 

had to go looking for it which would have involved me having to, I suppose, 

go against everything that felt right to me, that felt normal.” 

 

“Instead of having to find it, more by luck than anything, it should be 

unavoidable. Obviously it would be up to each individual how deep they want 

to go into it, or how they want to embrace it or learn about it for themselves, 

but you should know the basics at least.” 

 

Claire felt it was not only adults’ responsibility to feed their children but also to look after their 

wellbeing, to ensure they know this stuff. Claire grew up feeling ashamed of how she felt; 

understanding why would have undoubtedly made a huge difference for her. 

 

“There should be something that just explains to people how their brains and 

their bodies are developing, what it is that’s happening, and how 

circumstances and events and everything that you experience has some sort 

of impact on what’s going on in there.” 

 

Claire considered early intervention to be extremely important, that children and young 

people need to be aware their future wellbeing depends very much on what they do now. 

That understanding changes everything. People of her age and generation in particular, are 

unlikely to engage without this understanding; the need to do so is less recognised and 

therefore less important. To ensure this trend doesn’t continue, Claire believes that the 

concept of therapy should be positioned as the norm from a young age. Not in the same way 

as visiting a doctor, which you do when something is wrong, but in the same way that you 

visit the dentist, just for a check-up; it becomes something that everybody does. You would  
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learn to talk about yourself and how you’re feeling, maybe not one-to-one but in groups, 

perhaps once or twice a month; “therapy wouldn’t be therapy as such … it would just be part 

of everyday life … like making a cup of tea”.  

 

“It’s just a well-being thing. Not there’s something wrong with you, it’s just, as 

they say, you go to the gym to look after your body, but where do you go to 

look after your head?” 

 

 

From weakness to strength and the old ingrained default  

 

Starting therapy was the best choice Claire had ever made for herself and she was coping 

better with her life as a result. Having initially seen therapy as a weakness, she now saw it 

as a strength. She felt proud to have had therapy, of “finally having the strength to admit to 

myself that I needed to get some help from somewhere else”. Whilst her opinion of seeking 

therapy had completely turned around and it was now more acceptable in society in general, 

she was under no illusion that stigma still remained.  

 

“We say that things are changing but, you know, people, even now, 

sometimes think it’s not necessarily a sign that you’re mentally unstable if you 

have counselling, but you know, that you’re a bit flaky or something like that, 

maybe not quite as robust, as reliable as maybe the next man who doesn’t, 

who’s able to cope with life on his own without feeling the need to sit in a 

room and talk to someone about his woes.” 

 

Claire was also aware that her old ways of thinking were “deeply ingrained” and when 

caught off guard, she could react automatically and unconsciously and would catch herself 

being quick to judge. She instantly recognises these old responses and quickly rights 

herself, saying “what are you talking about? You know that’s not the case”.  

For those who cannot ‘right themselves’, Claire felt it is they who have the problem, not the 

person seeking therapy, and their close-minded view was the reason that stigma persists.  
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“There’s no excuse for it. It’s actually annoying when I hear people come out 

with ridiculous statements now or say things that are, you know, 20, 30 years 

out of date, oh really? God! I can’t always be bothered to have an in depth 

conversation to explain to them why they’re wrong, but yeah, I just find myself 

thinking, oh god, here we go again. But rather than agreeing with them, 

whereas I might once have done, or having a laugh with them going, oh yeah, 

they probably are a bit crazy, or whatever, I find myself thinking, about the 

person who’s said it, actually, you’re just an idiot or you’re uneducated, or 

you’re not doing yourself any favours.” 

 

Claire would no longer take these comments personally, she refuted the idea of the 

snowflake generation that she must be mental, or selfish, or unable to cope. There was no 

blame now, except perhaps in those rare and fleeting moments when something stirs within 

her as the “old ingrained default” is triggered. 

 

 

Openness  

 

Although the ingrained default remained, Claire would no longer hide that she had attended 

therapy. She did not preach about it, but was open with friends and also strangers, if it were 

to come up in conversation. The more she was open about her experience, the more she 

found that others reciprocated and this added a new depth to their relationships. 

 

“It’s probably made me more empathetic I suppose, maybe towards other 

people and to start thinking more about, well I wonder what this person’s story 

is? You know, even people I have known for a long time, you talk to them 

about some things, but you don’t necessarily talk to them about how they 

really feel. You might think you are, you know, even with close friends you 

might think that you’re being really honest with each other, but I’m not too 

sure that it always is, sometimes it’s just skimming over stuff isn’t it, you 

know, you’re not really getting underneath the skin. I’ve certainly found that 
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where I’ve been able and willing to open up a bit more about myself, that 

other people tend to reciprocate. Not all, but some.” 

 

When Claire told her mother she was attending therapy, it was initially met with a negative 

reaction. Her mother thought it was a waste of money and that the therapist would simply tell 

her it was all her parents’ fault. But Claire explained that was not what the therapist was 

telling her, although that may be part of it, and her persistence eventually led to 

conversations between them that they may never have had. Her mother began to open up 

about her own experiences and childhood, and acknowledged that she had shared similar 

feelings to those that Claire had described. 

There was some relief for Claire to hear of these shared experiences with family and friends, 

as she was no longer so alone with them. But there was also sadness that so many people 

faced difficulties for which they did not seek help. Instead, many people were just drifting 

through life feeling “pretty miserable, most of the time”, forgetting that we are all human 

beings, and we all have our flaws.  

 

“In some ways, whilst it’s sad, it’s also kind of a bit of a relief to know that 

everybody else is feeling the same way, we’re in it together.” 

 

Claire’s openness was facilitated by the general shift she felt in society over recent years. 

Prince Harry and high profile footballers’ sharing their experiences was encouraging and a 

helpful way to tackle stigma on a wider level. On a personal level, Claire felt it was important 

for her to be open because if others had been open with her, she may well have been 

persuaded to seek help earlier. Beyond that, she was unsure what could be done to address 

stigma, but was clear that there was a long way to go before mental health was treated in 

the same way as physical health.  

Whilst Claire felt attitudes towards mental health and therapy were improving, she was also 

aware of an “epidemic” of mental health issues among the younger generation. The public 

way in which young people are forced to lead their lives seemed to be contributing to serious 

‘depression’, suicides, self-harm and eating ‘disorders’, all of which felt a long way away 

from her own experience. There was a distinction in her mind between these more serious 

issues and a more general struggle with angst. 
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“Obviously there’s mental illness and there are conditions and things that 

possibly need more specialist help, or therapy, or interventions even, but the 

majority of the population, most of us are having some sort of angst or 

another, or thinking, we’re all sitting there thinking we’re the only ones feeling 

this, when actually, we’re all feeling it to some degree or another.” 

 

 

Summarising Claire’s experience of stigma 

 

For Claire, stigma created within society and has attached itself to mental health and help-

seeking. Stigma comes from a place of naivety and lack of understanding about basic 

building blocks of human development and how our bodies and minds respond to and 

manage adverse experiences. Once you understand this, you can no longer accept any form 

of stigma attached to mental health or help-seeking. People are a product of their 

environment and experiences, and so therapy becomes about education. 
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Sarah  

 

Introduction 

 

Sarah is a 48 year old white female. She was born and grew up in the North of England, with 

her three siblings, but now lives in the South of the country with her husband and their three 

children. She works as a teacher and also provides pastoral care for pupils at the school. 

Sarah had a very warm and calm presence and spoke with a gentle and considered voice. 

Sarah had attended therapy on two separate occasions. The first was around 20 years ago, 

when she attended weekly sessions for around nine months. This began with a referral from 

her GP for eight sessions, which she continued on a private basis with the same therapist. 

The second occasion ended recently; she had attended weekly sessions for two years with a 

psychodynamic therapist working in private practice.  

 

 

Psychotherapy: a dirty little secret 

 

When Sarah engaged in therapy on the first occasion, she had been in a relationship for four 

months and had begun to doubt whether it was right for her. The long distance relationship 

felt quite fragile and she was struggling to cope with the anxiety it evoked. In previous 

relationships Sarah had not wanted to commit and felt that the same was happening here; 

she wondered if this was connected to her father having passed away when she was young. 

As she cared deeply for this person she went to seek help from her GP who referred her for 

therapy. The eight sessions she was offered did not feel like long enough, she felt it opened 

up some old wounds and was uncomfortable stopping at that point, so she continued on a 

private basis with the same therapist. Sarah did not disclose that she was attending therapy 

to anyone. 

 

“I didn’t tell anybody that I was going to the doctor, I didn’t tell anyone that I’d 

started therapy and it felt like it was very private, but almost, it was something 

I couldn’t speak about because I felt that people saw me as a capable person, 

a sociable, happy, positive person. And I think I was very aware there were 
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issues for me around being vulnerable and … I think it was about not being 

acceptable.” 

 

“That was a sort of internal battle that I was having, because I did really want 

to speak to somebody and be able to, not share what was going on in the 

therapy necessarily, but just … to be able to sort of say to someone … that I 

was feeling vulnerable and that I needed some support. I didn’t feel I could.” 

 

The second occasion that Sarah engaged in therapy was when it was a requirement of a 

counselling training course she had begun. Being a requirement was key in her decision to 

be more open about it, in her mind it instantly became more acceptable. 

 

“In retrospect, I think I wanted to tell people this was part of the course 

because I wanted to be able to tell people I was having therapy and be able 

to talk about my experience of it, that it wasn’t a dirty little secret … but it was 

still only acceptable for me, I thought it would only be acceptable, as 

something that I had to do.” 

 

 

Messed up or Indulgent 

 

Sarah’s initial decision to engage in therapy 20 years ago was a difficult one. She felt 

therapy was only supposed to be for people who had really big problems, who were “messed 

up”, and so she didn’t really qualify. This view of therapy was echoed in her concerns over 

what her family would think of her if she were to engage. She imagined they would think she 

had lost the plot that she was really in trouble, and they would be worried for her. She also 

thought they might take another view, which actually concerned her even more: 

 

“What a load of nonsense, what’s she doing that for? She’s got us, why would 

she need to spend her money on that? Why would she need to spend her 
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“time doing that? Why would she think that that is for her? Because actually 

she’s ok, she’s fine, there’s nothing wrong with her. 

 

This anticipated response left Sarah believing that therapy was an indulgence; to sit and talk 

about yourself for an hour every week was a bit precious. 

 

“I’d been raised with the idea that the best way to make yourself feel better is 

to do things for others, the best way to feel happier or to resolve any sense of 

loneliness, or lack of purpose, or any of those things that I was feeling at the 

time, was really to reach out to others and do for others, rather than sort of sit 

and navel gaze.” 

 

Faced with the option of either being seen as messed up or self-indulgent, Sarah was not 

able to share her experience or indeed that part of herself with anyone; the part that felt 

vulnerable and unacceptable. She could still clearly recall “just how lonely that felt”. 

 

 

Us and them 

 

Sarah knew her view of therapy, and of herself if she were to attend, was greatly influenced 

by her upbringing. There was a strong family culture and acceptable “way of doing things”.  

 

“There were comments made: all Americans have therapists, you know, they 

need to start talking to their friends and family, that kind of comment. There 

were comments about … I had a friend, it was my boyfriend’s friend actually, 

who suffered with schizophrenia and they would talk about the madhouse 

down the road, for the nutters, you know. The word therapy wasn’t used but 

mental illness was talked of in quite a derogatory way. It wasn’t a case of, you 

know, we’re all sort of nuts in our own way now and again, because, you 

know, there’s a bit of being irrational in all of us. It was more, us and them, 
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you know, the ones who are ok, who get on with their lives, who sort of 

muddle through, push through, and do normal things like talk to friends, and 

then there are the others. I suppose there’s a split, there’s the nutters and the 

not nutters, and we were in the camp of the not nutters.” 

 

There were numerous other examples of these influential statements that came to mind and 

although Sarah knew they were judgemental, they were usually expressed in a joking way. 

But the mentality was clear: “we get on with things, we cope, we manage, and then there are 

others who don’t”. Sarah considered the culture she grew up in to be a significant factor in 

this. In the North of England, where her family are from, the general way of thinking is to just 

get on with things. There are hardships and lots of things go wrong, but you just get on. 

There was a moment that encapsulated the depth of this stigma that Sarah felt, when she 

considered disclosing to her friends the first time she engaged in therapy. She had a close 

group of friends at the time, and they remain close today. They met through a prayer group. 

Faith had always been a great inspiration and support to Sarah and as a result, there was a 

way of life that she and her friends subscribed to. They had strong views about how they 

were as women, their sexual ethics and the way they wanted relationships to be. When 

Sarah was having difficulty in committing to relationships she began to consider that long 

term relationships and marriage may not actually be for her, despite being something that 

she wanted.  Instead, maybe her life would consist of shorter term relationships and 

companions. Before meeting her husband, Sarah was in a relationship where she contracted 

a sexually transmitted disease and required regular treatment at a clinic. She was attending 

these weekly appointments at the same time that she attending weekly therapy.  

 

“What I find interesting is even though there was this huge, for me, there felt 

like this massive stigma around this young woman who had subscribed to a 

particular way of life, who now could be exposed as having been 

experimenting in other ways, that actually, that stigma, although it was very 

strong, I did end up telling one of my friends about that, but I still never told 

any of my friends or my boyfriend at the time, about the therapy. So I think 

that that is quite a telling contrast in a way, because both stigmas were 

strong, but actually telling people that I was in therapy was even greater for 

me.” 
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The process of therapy: indulgence became disturbance 

 

Having navigated her way beyond initial feelings of indulgence and allowed herself to 

engage in therapy, Sarah soon found herself with an additional aspect of stigma that 

although she was aware of, had not anticipated experiencing it for herself. 

 

“As I went through the therapy it was so deep, reaching very deep into lots of 

stuff, that I started to feel that … that I was in trouble, I started to realise that 

there was a lot there that I hadn’t looked at, and the more I felt that things 

were unravelling, the more difficult it became to tell people. Because then 

there was this stigma about, you know, only those who are really mentally ill 

or very disturbed, need therapy. And I started thinking, maybe I am really 

disturbed, maybe I am really erm … I felt that I was struggling, but it made it 

even more, just all of those sort of societal stigmas, I was sort of buying into 

them a little bit.” 

 

It was at this point that Sarah felt stigma most acutely. Not only did part of her believe that 

she was being indulgent, but now part of her also believed that she was messed up. She 

had bought in to the stigmatising views that had surrounded her growing up, and now she 

was experiencing them too. She felt like she had entered a pit that she might never come out 

of.   

Sarah made the distinction between societal stigmas and her internalised experience of 

these. She considered the degree to which this internalisation occurred was related to her 

predisposition and sensitivities. 

 

“The stigma was certainly there, you know, I don’t have any doubt about that. 

And the degree to which I felt it, I think was, you know, my particular 

personality and I suppose the sense of being a bit of a pleaser, wanting 

people to be happy with me, me caring maybe a bit too much about what 

people thought of me … I think there was also an element [of] how people, 

including myself, might be more robust or less robust in terms of being able to 

get beyond that stigma and beyond that barrier.” 
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Sarah understood her difficulties as being connected to the loss of her father at an early age 

and how her family coped with their grief. She experienced a sense of abandonment and not 

really knowing where she was. 

 

“Those things, I think, would have played in to me being particularly 

susceptible to wanting the approval of others and worrying about people 

disapproving, on the basis of, you know, I’m asking for too much, I’m being 

self-indulgent, I’m asking for things that really I don’t deserve, you know. I 

wasn’t aware of it at the time, but I think that those kind of thoughts are, on an 

unconscious level, much of it.” 

 

Sarah also wondered the feeling of having entered an inescapable pit might be partly 

connected to the abilities of her therapist. Although she obtained some practical ideas from 

her first therapist, she did not feel that she moved a great deal in their time together, and that 

her sense of deeper anxieties and losses remained unresolved. Her second therapist, 

however, helped guide her through these darkest and most vulnerable places at the bottom 

of the pit, places that she knew she needed to visit “before being able to go into the light”. 

 

 

No choice but to be more open 

 

Sarah felt that these different experiences of the therapeutic process may have influenced 

her decision to disclose that she was attending therapy, having only done so on the second 

occasion. And whilst the main reason that disclosure felt possible was due to therapy being 

a requirement of her training course, rather than a choice that she had made, there were 

other additional factors. Sarah had a greater sense of supportive structures around her at 

this time, stemming from her family, friends and a secure home, and she was also more 

mature and had greater life experience. Sarah also felt that her living in the South of England 

rather than the North could also be a significant, as culturally and economically, there were 

some marked differences. 
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“In the North where I‘m from there’s a lot of unemployment and deprivation, 

people have difficult lives, there’s not the money, there’s not the money to 

spend on therapy. Generally you don’t hear of people being in therapy.” 

 

Sarah also felt there was a general shift in society’s perception of stigma over the last 20 

years. There wasn’t the same feeling that there must be something really wrong with you to 

go into therapy, it was acceptable for a number of different issues, not just for those who 

were “losing it”. Sarah also had her own experience of therapy becoming more visible and 

acceptable. There was a counsellor in the school where she worked and also in her 

children’s schools, other parents had also spoken of their children having anxiety and 

attended therapy. In addition, Sarah had seen television programmes related to mental 

health and of Prince William talking with high profile footballers.  

 

“Although in some of those programmes the actual word therapy, the actual 

experience of therapy isn’t spoken of explicitly, but just the fact that mental 

health is being spoken about, I think means that by association, therapy 

becomes something that is part and parcel of our health offering, you know.” 

 

All these factors contributed to Sarah attending and disclosing her therapy, but there was a 

clear distinction in her mind about it being acceptable as a training requirement and 

acceptable because she needed it.  

 

“It took me a good year into therapy to really be honest with anybody about it 

actually being a need for me, that it was really supporting me. And I say to 

people now that, you know, I didn’t realise how much I needed it, but it was 

really helpful for me and I don’t know where I would be without it, having had 

it, having had that support.” 

 

Sarah’s openness about her need for therapy was prompted by the mounting difficulties her 

son was having at school, she was very worried about him and it felt like things were falling 
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to pieces. She felt overwhelmed and was struggling to make difficult decisions; the situation 

went on for months. 

 

“I think at that point, just any pretence that I had about being ok, just sort of 

went out the window, I was just brought to a point where I had no choice but 

to be more open.” 

 

 

The relief of openness and the strength in vulnerability 

 

Sarah’s openness paved the way for conversations she would never have had before. 

Friends would enquire as to her experience and ask how they could get support themselves 

and what they might expect from therapy. The most significant conversation that her 

openness triggered was one with her mother.  

 

“It’s been a really healing thing for me with my mum  who’s now 78 and she 

said to me, I was really worried when you said to me that you were going into 

therapy because of that course, because I thought that we’d start having 

arguments and that you would be telling me everything that I’ve done wrong. 

And it was a really healing conversation for us to be able to [have], for me to 

be able to say to her, well you know, I have looked at lots of different things in 

my experience and let’s be able to talk to each other about what our anxieties 

and worries are. Because I didn’t know that she was feeling that at the time, 

that she was feeling really threatened and worried. And she said to me that 

she was, just really pleased that I had the support.” 

 

This conversation provided a sense of relief for Sarah, although it took some time for her to 

really understand why that was. She came to the conclusion it was partly due to knowing it 

wasn’t damaging for her mother to find out that she had been struggling so much, and partly 

because it didn’t irritate or annoy her, or colour her view of Sarah in a negative way. These 

were of course, the deeply rooted fears that Sarah had held for many years. 
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Sarah found that sharing her experiences led to deeper relationships, but she was careful to 

only share with people who she really trusted.  It remained something very private and not 

something she would band around or talk effortlessly about at the dinner table. Sarah also 

considered why she had not told her children about her attending therapy 

 

“I’m thinking, why have I not told my children about it? It would be because I 

wouldn’t want to worry them that their mum might not be as stable, or as 

together as they need me to be. I think with children it’s slightly different 

because they do need a mum who’s solid and safe, but that’s interesting. I 

haven’t even thought about that before, why have I not told my children?” 

  

“Maybe what my conversation with them should be about, is the reason I’m 

more robust, I’m able to be more robust, is because I’ve had my own therapy 

and that therapy has helped me. And at some point, that may give them 

permission themselves to seek out therapy in the future. Because actually if I 

don’t tell them, and they’re not aware of it, what am I doing? I’m doing the 

same thing, pretending to be strong and maybe giving them the message that 

they should be strong and that they don’t need therapy, nobody needs 

therapy.” 

 

For Sarah, sharing vulnerability is what makes people who they are, it makes them good 

friends and good parents; she saw “strength in vulnerability”. From an early age she always 

admired people who shared all parts of themselves, who were not too polished and too 

perfect, but would share the things that were going wrong as well. Sarah felt that sharing this 

depth of experience was integral in forming a sense of connection, togetherness and 

belonging. 

 

“Part of it is about being angry, being sad, having difficult experiences is just 

part of what it is to be human isn’t it, to have those sorts of experiences … 

and for my own children, I hope that they understand that that’s part of life 

and we talk about it, it’s not a mental health issue, it’s just sadness.” 

 



 
 

78 
 

Different therapies and different stigmas 

 

Sarah understood vulnerability as fundamental to establishing deep connections, and that 

sadness, anger and difficult experiences were an integral part of being human. So the 

question for her was at what point did these feelings and experiences require more specialist 

help in order to process them.  

This was not a straight forward question however, as Sarah felt different therapies had 

different stigmas attached to them. For example, she considered Cognitive Behaviour 

Therapy (CBT) and Neuro Linguistic Programming (NLP) to be viewed as forward thinking, 

with a focus on getting things sorted out. Sarah knew that CBT was most widely available 

and offered by the NHS and so was likely to be most familiar to people. She felt people may 

be unaware that other therapies were available and could potentially be more helpful. 

Sarah’s view of CBT and NLP was that they proposes your thinking controls who you are, 

and so problems are resolved by changing the way you think. Sarah does not agree with 

this, and whilst she feels these therapies have a place, they would not have provided the 

space that she needed to explore and understand her experience. This space was more 

associated with psychoanalytic or psychodynamic therapies, which came with the 

stereotypical image of lying on the couch, indulging yourself, talking forever about your 

problems. 

 

“Because CBT would not, I don’t believe … have been helpful for me, in fact I 

think that could have disrupted, it could have been … well, I don’t know. I 

think different therapies are good for different situations and for me that could 

have been more problematic. It could have delayed the progress; it could 

have interrupted what I needed to do. “ 

 

The stigma of engaging in therapy still remains for Sarah, at both a public and an individual 

level. Although her understanding and view of therapy has changed, if she were to re-

engage, the stigma would remain. Sarah had recently opened up a conversation with her 

husband around them having couples counselling which she felt evoked a different stigma, 

especially for him.  
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“I think it would be really good for us, you know. Especially with all of the 

conflict that we’ve had raising our son and joining our thinking together on 

that. It’s sort of shown up weaknesses in our relationship, and it’s something 

that I would like us to do. But there’s also stigma around that, well there 

certainly is for my husband much more than even for me; you’re really in 

trouble in your marriage if you start going to therapy … It’s like admitting that 

you’re not happy, or you’re not satisfied with each other, or that things are 

going wrong. Where as my view is, and this is what I say to my husband, my 

view is that we have the therapy before we get to the point that it’s really 

difficult to repair. So there’s a different stigma around that.” 

 

Couples therapy was now Sarah’s priority, rather than individual therapy. She saw it as 

something that was for the good of the whole family, not just for her. She knew she would 

benefit from it too, but as an investment for the family, it felt less indulgent. Sarah was aware 

these feelings still remained and she would tell herself, “if you want it, just have it”. 

 

 

Stigma as a motivator  

 

Sarah’s experience of stigma is also a great motivator for her current work. She remembers 

when she was six years old, after the death of her dad, how valuable the space of openness 

and acceptance was that a teacher provided for her; a space that she now offers to pupils at 

her school. She knows the value of early intervention, having experienced how ingrained 

beliefs and feelings can become without it, and how difficult these can be to overcome. 

Sarah strives to provide and normalise a therapeutic space for pupils, a space to talk, to 

share experiences and emotions, and to position this as acceptable rather than indulgent.  

 

 

 

 



 
 

80 
 

Summarising Sarah’s experience of stigma 

 

For Sarah, stigma is something that is very subtle but also very powerful. It’s about what is 

acceptable and what is indulgent. Stigma has influenced many important decisions that she 

has made and feelings that she has had. Despite her own experience, her own training and 

understanding, stigma is something that remains very alive for her today. Part of her still 

wants to prove to herself that she can manage without therapy. 

 

“… that I can go on with my normal life without it, and manage ok. I know 

there’s an element of me wanting to show myself that. I think some of the 

stigma around, ‘you should be able to be strong, you should be able to 

manage without it’, is possibly at play.” 
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DISCUSSION  

 

I was fortunate to conduct the interviews with participants in person, as a week or so 

afterwards, the country entered lockdown due to the Covid-19 pandemic. At the time of 

writing this discussion, the country is slowly coming out of this lockdown, for what is hoped to 

be the final time. This has brought numerous challenges and struggles for many, myself 

included, but it has also brought a focus and acknowledgement of the impact the pandemic 

has had on the nation’s, and the world’s, mental health. It feels like a poignant time to be 

writing about the struggles people face in seeking help when it is desperately needed by so 

many. The impact of this pandemic on the nation’s mental health is set to increase and 

persist, leading it to be described by the mental health charity Mind, as a “second pandemic” 

(Mind, 2020). 

 

This discussion section is organised around three main themes that I drew from the 

participants’ narratives presented above. I introduce themes at this stage for the purpose 

described by Bager-Charleson et al. (2018, p.4), “to push interpretation along and facilitate 

as a kind of structure to [my] own story, which makes it easier to communicate”. By grouping 

aspects of the participants’ experiences into themes helps organise the narratives, but also 

to harness their value, as these themes ultimately lead to the development of the core 

contribution of this research, the ‘considerations for therapists’, which unfold throughout this 

discussion section.  

 

The first theme in is titled ‘The entanglement of stigma’, which discusses how stigma is 

experienced as complex and multifaceted, involving both the external and our internal 

worlds. The second theme, ‘The rising crescendo and engaging in therapy’, looks at the 

participants’ experiences leading up to starting therapy and how they navigated their way 

into, and through it. The final theme is ‘A dirty little secret - the dilemma of disclosure 

and the need for connection’, here I discuss the participants’ desire to, and challenges of, 

disclosing their experiences to others.  

 

Throughout this discussion, I aim to convey the individual experiences with all the complexity 

that being human brings, and to discuss these within the context of the existing literature and 

relevant psychological theory. At the end of certain subsections I outline considerations for 

therapists resulting from the discussion as a way of highlighting specific clinical areas of 

focus. 
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The entanglement of stigma - where external and internal worlds collide   

 

Throughout the participants’ narratives there was a strong sense of the complexity of stigma 

and how at times it felt complicated, frustrating, and full of contradiction. Stigma was 

experienced as an entanglement of external messages, beliefs and implications as well as 

internal thoughts, emotions and sensations. Sometimes these two worlds aligned, 

generating a sense of a shared understanding, at other times they collided, resulting in 

feelings of guilt and shame. It was this collision between the external and internal worlds that 

I think Andy captured when he described his experience of stigma as a “strange dichotomy”. 

At the time, I imagined he might be describing the interaction between ‘public stigma’ and 

‘self-stigma’ that Corrigan (2004) had identified, and which forms a central tenet of the 

existing research. But as his narrative unfolded I began to understand the strangeness that 

he referred to as reflecting the complexity of the interaction between these two worlds, the 

bidirectional influence operating along many strands and at many levels, and with deep 

reaching implications.  

My discussion of the entanglement of stigma is presented in three subsections. The first 

section is ‘The explicit and the implicit’, which reflects how stigma operates at different 

levels of experience. The second section is ‘The big red flag of certainty and the problem 

of uncertainty’, which highlights the tendency of mental health to be perceived as 

something which is very clear cut. The final subsection is titled ‘Culture shaping the 

internal world’, and the participants are presented in sequence in order to focus on the 

uniqueness of their individual experiences as they consider sources of influence. 

 

 

The explicit and the implicit 

 

Throughout each of the three narratives there were stories of how, both explicitly and 

implicitly, people experienced stigma in relation to their mental health and the prospect of 

seeking therapy. It was clear from their accounts there was a lot at stake in terms of how 

they would be judged by those around them, and by themselves. 

Just saying the words therapy, or, mental health, out loud, instantly triggers numerous 

associated thoughts and feelings for me, and presumably for others. Although these 

associations have changed significantly over the last decade, it’s easy to recall my instinct to 

recoil, the need to distance myself from the words and the feelings they evoked. I wanted to 

distance myself from the weakness, fragility and sense of inadequacy that I associated with 
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therapy, considering it to be something reserved for those who cannot cope. I always felt 

that my response was not a subjective one that existed in isolation, but rather one that I 

absorbed from the external world around me, just as others did too; it felt as if it was a 

shared understanding. Having only heard comments that seemed to support these 

stigmatising views, I had internalised them and began to believe them myself.  

The feeling of a shared understanding around mental health and help-seeking that I had 

experienced also seemed evident in Andy, Claire and Sarah’s narratives. They described 

stigma as something that was located in “people”, “society” and the “media”, and it was 

through these channels that stigmatising views were conveyed and reinforced.  Claire 

described how her views on mental health had come from “hearing people talking … 

listening to the adults when I was growing up, from seeing stuff in papers, on TV”. She also 

emphasised the way in which mental health was spoken about, it was “the sort of thing that 

would have been laughed about on TV, in sitcoms and things like that … it would have been 

more of a running joke”. There was an explicit message here that Claire had received 

around mental health and help-seeking, and it came from multiple sources.  

The experience of stigma at this explicit level seems to reflect what Corrigan (2004, p.616) 

referred to as ‘public stigma’ which he defined as; “what a naïve public does to the 

stigmatized group when they endorse the prejudice about that group”.  There is a sense of 

something overt and explicit in this definition, suggesting that stigma was something that 

was said or done. Corrigan’s (2204) definition also positions this form of stigma as 

something which is located externally, beyond the individual, which is also echoed in Claire’s 

description.  

The participants’ narratives, however, suggested that the experience of stigma went beyond 

what was conveyed explicitly, that there was an implicit ‘felt sense’ (Gendlin, 1982) of it too, 

as Claire also described:  

 

“You know it’s there but it’s almost there so obliquely in some ways … you 

don’t even realise it’s there, you don’t think about it, it’s just understood, it’s 

just something in your, I don’t know, I suppose in your defence mechanisms 

that thinks, hmm, better be careful who knows about this” 

 

Claire’s reference to her defence mechanisms could be understood as an attempt to ‘cover’ 

herself psychologically, which illustrated Pines’ (1990, p.1) description of the process of 
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experiencing shame, where we “adapt to, and protect ourselves from, our outer and inner 

psychic environments, covering and uncovering ourselves”. Claire’s implicit experience of 

stigma was a powerful one, it posed a threat which she must defend against; it was threat of 

being shamed.  

Andy also spoke of his implicit experience of stigma when he described it as existing “under 

the surface” and as a feeling of wanting to hide, for people not to see him walking in to “that 

building”. Andy’s story in particular encapsulated the entanglement of stigma and of the 

complexity of his explicit and implicit experience. The implicit aspects only began to emerge 

later in his narrative as we delved deeper into his story. Initially, he located stigma as 

existing externally in films or in other people, but not in himself; “I think it’s all external, so I 

think the perception is in the other person, that something is wrong, not in me”. Andy went as 

far as to say that that stigma was not really active in is life at all.  

 

“I’ve never heard anyone really in my peer group say it’s a bad thing, or 

anything against it … or again in pop culture, on tv, or anywhere … I can’t 

remember sort of any negative side of it, being portrayed in that way.”  

 

Despite the absence of stigma that Andy was describing, it was still something he felt 

implicitly, a feeling that was generated within him, of something being there. Whilst this 

apparent incongruence in his experience could be understood as reflecting the way he 

conceptualised stigma, it is also possible that his implicit experience was not immediately 

evident to him and only emerged through our inquiry. This implicit experience seemed to 

hold hidden meaning for Andy, and it was through our dialogue that this was “brought to the 

surface” (Ponterotto, 2005, p.129). 

I considered the significance of an implicit ‘felt sense’ (Gendlin, 1982) in relation to my work 

as a therapist; how I encourage my clients’ awareness of this level of experience, to connect 

with it and be curious about it. I too am guided by my own implicit experience as I tune into 

my countertransference and the latent content of clients’ narratives, remaining open to that 

which is communicated unconsciously. The experience of stigma at this embodied level 

features infrequently in the existing research, presumably as it is so difficult to quantify, but it 

was at this level that stigma seemed so influential for the participants. 

 



 
 

85 
 

 

 

Consideration for therapists – Stigma presenting in the therapy room 

 

A consideration here for therapists is the potential pervasiveness of stigma and how it may 

be experienced and present itself in therapy, both explicitly and implicitly. Before undertaking 

this research I gave relatively little thought to stigma when working with clients, despite 

grappling with my own experience of it throughout my training and personal therapy. I 

naively assumed that my experience would not be shared by others, as they had chosen to 

engage in therapy, rather than it being a requirement as it was for me.  

I highlight the importance of therapists to remain curious and open to clients’ experiences 

around stigma at an explicit level and to actively invite this into the therapy room. What does 

attending therapy mean to the client? Do others know they are attending? How did they 

respond? I also highlight the importance of therapists to remain vigilant to clients’ 

experiences of stigma entering the room at an implicit embodied level as well, as it manifests 

as shame, especially as this is potentially heightened in the therapeutic encounter (Jacobs, 

1996). The embodied ‘felt sense’ (Gendlin, 1982) of stigma and shame is not always 

immediately evident for clients and so it is the role of the therapist to help increase 

awareness through the tracking of sensations and emotions, using techniques such as those 

found within sensorimotor psychotherapy (Ogden et al., 2006). Therapists who regularly work 

with the body in this way might also remain open to experiences of stigma being part of this 

process. 

 

 

The big red flag of certainty and the problem of uncertainty 

 

Throughout the participants’ narratives there was a strong sense of their ongoing struggle to 

position their experiences, and themselves, within the strict parameters they associated with 

mental health and help-seeking. At the same time, it seemed important for them to do so, to 

provide themselves with some certainty rather than having to tolerate the discomfort that 

came with uncertainty. This discomfort was not being sure if they were actually “unhinged” or 

“really in trouble”, not being sure of what they were experiencing or how others might 

perceive this. Where they were positioned however, was not simply a decision they could 

make in isolation for themselves, as the influence and perspective of others was not only 

hugely influential but also unavoidable. 



 
 

86 
 

Across the narratives there was a shared perception that the external world viewed mental 

health issues as very clear cut; you were either ‘ill’ or you were not. As Claire explained, if 

you were “mentally ill, it would be obvious”, there would be “visible symptoms”, or as Sarah 

described, her family made the distinction between “the nutters and the not nutters”. These 

examples demonstrate how a person’s mental health can be defined externally, by others, 

and with a great deal of certainty. There was no sense of ambiguity here, there was no 

uncertainty. Casement (1985, p.5) suggests that imposing such certainty is an attempt to 

lessen the anxiety of not knowing, he described how “the unknown is treated as if it were 

already known”, and can therefore be understood. In an unfamiliar situation, we look for 

elements that can be seen as familiar and are taken as signs, whether they are of security or 

of danger, just as Claire and Sarah described. 

Furthermore, the participants also described how this degree of certainty about a person’s 

mental health could be applied based simply on their attending therapy. Andy described how 

therapy could be seen as a “big red flag” that something is wrong, or as Claire described, 

therapy was associated with “serious mental health issues like psychosis”. This direct 

association that Andy and Claire described seemed to illustrate Link’s (1987) proposal that 

therapy was seen as a behavioural cue linked to ‘mental illness’. For Andy however, this 

association was not straight forward as it depended on the context; a person may attend 

therapy because they were having “fucked up thoughts”, or, because their parents were 

therapists and they had “always seen that in a really positive light”.  

In highlighting these two possibilities, Andy is describing the potential for uncertainty, that 

there could be different explanations and motivations behind seeking therapy. This 

uncertainty brings discomfort for many people who experience anxiety as a result 

(Casement, 1985). There is a comfort that comes with certainty. It provides us with an 

understanding of the world, helping us locate ourselves within it and navigate our way 

through it. If we can be certain of who others are, we can either associate ourselves with 

them or differentiate ourselves from them, helping to create our identity through a sense of 

belonging (Tajfel et al., 1979). Andy’s narrative described the anxiety that uncertainty can 

bring: 

 

“If you say something like, I go to therapy regularly … that fills up all that 

unknown [Chuckles], all that bunch of unknown space in their personality that 

you don’t know about, and that could even go to a place of, I don’t know if I 

want to be alone with that person, like what exactly are they experiencing?” 
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Certainty provided the participants with a degree of reassurance as none of them considered 

themselves to have “serious mental health issues” and did not appear concerned that 

anyone would see them this way either, so they were able to distance themselves from “the 

nutters”. At the same time however, this certainty raised a problem when they considered 

attending therapy themselves, they became uncertain as to how they might be perceived by 

the external world and how they experienced themselves in their internal worlds. Andy, for 

example, described how therapy clients could be seen as “unattractive”, for Claire they were 

considered to be “less robust” and “flaky”, and for Sarah, they were seen as “weak” and 

“unable to cope”. By attending therapy without having “serious mental health issues”, the 

participants were blurring the boundary between being ‘ill’ and being well, blurring the ‘us 

and them’ mentality that mental health seemed to generate. Therapy clients could be 

obviously unwell, but they could also be quietly suffering, and this meant there could be a bit 

of ‘them’ in all of ‘us’.  

Claire considered herself to have been quietly suffering with her own mental health, but 

understood this as a general angst that we all experience at one time or another, rather than 

part of what she described as the “epidemic” amongst young people, whose quiet suffering 

was resulting in self-harm, eating disorders and even suicide. Despite differentiating her 

experience in this way, Claire knew she needed help and her story demonstrates the 

entanglement of stigma, between external and internal worlds, and between certainty and 

uncertainty. You could have visible signs of being ‘mentally ill’ and therefore needing 

therapy, but if there weren’t visible signs and you went to therapy, you were either ‘mentally 

ill’ but kept it hidden and were quietly suffering, or you were just weak and unstable. This 

ambiguity around clients presenting for therapy throws the doors of possible explanations 

wide open, removing the certainty that humans are drawn to. This ambiguity could account 

for the range of different reactions, beliefs and associations that the external world is 

perceived of holding in relation to those who seek therapy, and also the different ways in 

which these are internalised and impact at an individual subjective level.  

 

Consideration for therapists – Assisting clients in tolerating uncertainty 

 

The tendency for mental health to be seen as clear cut, that you are either ‘ill’ or ‘not ill’, 

highlights the importance of therapists to remain open and curious as to how clients 

conceptualise their mental health. Therapists can assist clients in beginning to challenge this 

black and white portrayal of mental health and instead begin to consider themselves as 
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“people with problems, not patients with illnesses” (Longdon and Read, 2017, p.24). This 

process can be facilitated with psychoeducation around the nature of psychological 

suffering, increasing understanding and normalising distress. Not only does this potentially 

reduce internalised stigma, as Longdon and Read (2017) proposed, but may also assist the 

client in developing self-compassion and greater connection, just as the participants had 

experienced, whilst simultaneously facilitating the therapeutic relationship and deeper 

psychological reflection. Therapists are also reminded to avoid making assumptions as to a 

client’s depth of suffering, holding in mind how ‘quietly’ this can take place. 

 

 

Culture shaping the internal world 

 

Whilst there were nuanced differences in the participants’ experiencing of stigma as they 

perceived it in the external world, they shared a relatively similar understanding of it. Where 

their narratives began to differ more significantly however, was how, by what means, and to 

what extent, these perceptions influenced and shaped their internal world. The participants’ 

narratives showed this to be a complex, intersubjective and multifaceted process which was 

influenced by their familial, social and cultural surroundings, which ultimately shaped their 

self-perception and subsequent behaviours. The three sections presented below discuss the 

participants in sequence, unpacking their subjective experiences which have shaped their 

internal worlds. 

 

 

Andy – Pandora’s Box, Frasier and Fear 

 

What was significant for Andy in navigating stigma to engage in therapy was his perceived 

distance from stigmatising views and his proximity to positive ones. Andy felt that stigma did 

not really feature in his everyday life or “social sphere”. He emphasised how his family had 

been “super supportive” of him attending therapy and how fortunate he was not to have to 

overcome the hurdle of telling them. Andy’s experience is consistent with Vogel et al.’s 

(2009) proposal that the views of those in our immediate social group were significantly more 

influential than those of wider society, which might be assumed to be due to the immediacy 

of the interpersonal dynamic exacerbating the experience of shame. Whilst shame is often 
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experienced as a great sense of aloneness, it is about social inclusion and acceptance, and 

where this is most important of course, is with those who are closest to us; reminding us that 

shame is relational in all its forms (De Young, 2015). 

This feeling of support from Andy’s family came despite his sister having had a negative 

experience of therapy, ending after one session, and his father having no intention of ever 

attending therapy himself, anticipating it to be like opening “Pandora’s Box”.  I was curious 

as to what form this support took, what would it have been like for Andy to engage in therapy 

whilst at the same time knowing that his father had categorically ruled it out for himself. I 

imagined how this could easily have been experienced as shaming, that Andy may have 

experienced what De Young (2015, p.18) described as a “felt sense of self-disintegrating in 

relation to a dysregulating other”, in this case, his father. I wondered if Andy’s 

intellectualisation of therapy and his engagement in it may have been significant in 

addressing the sense of self-disintegration he might have felt. Whilst this is speculative, I 

also imagined how difficult it might be for Andy to disclose to me that his father’s attitude was 

less than ideal.  

Andy positioned himself in opposition to his father by taking up the “challenge” of therapy, 

rather than avoiding it. At the same time however, he also acknowledged that he too had a 

tendency to avoid his emotional experience, both inside and outside the therapy room; “I 

don’t really know why that is, I mean maybe it’s just the way my head works, maybe I’m 

more of an engineer than I am a poet”. I wondered about the role of emotion within Andy’s 

family, if, when and how it might be expressed, and whether Andy’s assimilating himself to 

an engineer was an adaptive strategy to accommodate this (Berne, 1974).  

Unsurprisingly perhaps, the nature of our interviews followed suit and I frequently felt myself 

being drawn into Andy’s intellectual activity of conceptualising stigma rather than exploring 

the emotional experience of it. I wondered if this was influenced by the dynamic between us 

as two men, perhaps unconsciously seeking safer territory that aligned with more traditional 

gender roles. I have come to consider my pathway into psychotherapy as a form of 

subversion and have worked through reconceptualising my view of masculinity. Despite 

having negotiated this over many years, it is an ongoing process and I am aware of 

inadvertently, and sometimes intentionally, aligning with more traditional gender roles as part 

of a default protective measure. Researchers have repeatedly found that men are more 

reluctant to seek help than women (Topkaya, 2014; Gove, 1984) and that gender role 

conflict plays an integral part in this (Wahto & Swift, 2014; Vogel et al., 2011).  I concluded 

that like me, Andy did not strictly conform to traditional gender roles, at least not sufficiently 

to deter him from seeking therapy as he made no reference to gender in relation to his 
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experience, but it was unavoidably there between us. Did I represent the supportive or 

opposing father? Or perhaps I represented an opportunity for twinship (Kohut, 1971), as 

someone who would be accepting and validating of his experience? Or was I perhaps, 

Frasier, from the U.S. TV sitcom, an idealised other (Kohut, 1971)? 

The programme Frasier was hugely influential in shaping Andy’s perception of therapy. It 

was centred on a psychiatrist who hosted a call-in show on a talk radio station, and it gave 

Andy a sense of therapy being for everyone; for those with low level problems as well as 

those who were “unstable”. Sarah also referenced therapy as being commonplace in the U.S 

and generally less stigmatised than in the UK (Havis, 2018), and whilst this was a notable 

cultural difference for Andy and Sarah it is important to also consider this in a wider context. I 

wondered if ‘low level problems’ were perhaps only something that was afforded to white 

people, especially in the Western world, as we do not have to experience the systemic 

racism that black people endure. Furthermore, with black people having poorer experiences 

in therapy than white people, and more likely to be misunderstood by white professionals, 

the notion of therapy being for ‘everyone’ is undoubtedly a contested one (Kim et al., 2016; 

Meyer & Zane, 2013; Gara et al., 2012). 

Andy was quite clear in defining the influential factors which shaped his view of therapy, and 

initially he was clear in identifying stigma as something that was located externally, that “the 

perception is in the other person that something is wrong, not in me”. I wondered whether in 

the early stages of our conversations Andy was keen to locate stigma externally in order to 

distance himself from the ‘bad object’, and occupy a position of the ‘good object’, and 

consequently, the good participant (Klein et al., 1975). As we progressed however, and 

began to dig deeper into his experience, he described sharing this view, that attending 

therapy meant there was “something wrong with you“. In naming this, Andy seemed a little 

uncomfortable and was quick to emphasise his dislike for thinking this way and how it 

conflicted with his beliefs and the positive view that he held of therapy. I wondered whether 

this was also indicative of ambivalence that he might hold towards his own engagement in 

therapy which he may still be grappling with but which was difficult to explore further, 

especially given my position as a therapist. I imagined the aliveness of stigma and shame 

between us reflected a parallel process that might occur between therapist and client, 

reflecting the co-constructed, mutually influential nature of relationship (Beebe & Lachmann, 

2005).  

Despite partially sharing the view that attending therapy was an indication that something 

was wrong, Andy did not consider this as him being impacted by stigma, he instead 

described being impacted by a fear of “becoming someone different”. So rather than feeling 
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depressed or anxious being a temporary experience that he would pass through, it might 

actually be a permanent change in his mental state. Although Andy did not describe it this 

way, I wondered if his fear was of becoming one of ‘them’, a “nutter”, rather than being one 

of ‘us’, a “not nutter”? Or as Biddle et al. (2007, p.990) described, he would be crossing the 

“threshold” from “normal” to “real distress”, a move which was associated with permanence 

and with engagement in therapy. I also wondered if Andy was describing his fear of being 

seen as a “nutter” when he spoke of his discomfort when attending therapy, walking in to 

that building, how “some part of you wants to hide and people not see that”. At that moment, 

his fear and shame appeared to be very alive, the unease of which was also conveyed in the 

chuckle that accompanied his words. 

 

 

Claire – Shame and the Northern Irish way  

 

In contrast to Andy’s experience, Claire’s was more evidently steeped in shame. She had 

internalised the belief that if you were suffering psychologically, not only were you “weak” 

and “flaky” but you were also responsible for having caused your suffering in the first 

instance.  This belief that problems “were of your own making”, was so deeply ingrained in 

Claire’s internal world that the shame it brought felt inescapable. To admit she was 

struggling psychologically meant she effectively became “bad-me” (De Young, 2015, p.27), 

believing that there was something fundamentally wrong with her.  

Claire’s narrative conveyed a lack of sympathy for her suffering as well as feelings of 

responsibility for having caused it.  In my earlier review of the literature I discussed Bathje 

and Pryor’s (2011) study which highlighted sympathy and responsibility as integral to the 

internalised experience of stigma, and identified intricate correlations that occurred between 

them. In my review I highlighted a number of questions that this raised for me; how are these 

intricate correlations actually experienced in real life? And why do some people feel they are 

responsible for their difficulties and struggle to feel sympathetic towards them, whilst others 

do not? In Claire’s narrative we begin to get a flavour of this experience and some answers 

to these questions.  

Claire described how she located her beliefs as stemming from her family, but with 

awareness that they reflected “the Northern Irish way of doing things”, in that “you just get on 

with it”. Problems were there to be sorted out, not complained about, and you should just be 

grateful for what you have got. Claire described how this message had shaped her internal 
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world, becoming part of her life script (Berne, 1972); “I basically carried that through my 

whole life.” There was an intergenerational aspect here too, where the sense of hardship 

and focus on individual responsibility was passed down through generations. Claire 

referenced her parents as having “harsh upbringings where there wouldn’t have been very 

much love or affection or time for talking”, and she grew up with the message that “your 

parents aren’t to blame for everything that’s happened in your life, for the way you’ve turned 

out”, reinforcing the idea that problems were of her own making.  

Claire is explicit here in her reference to the influence of her Northern Irish culture and how 

this defined the parameters on how mental health was conceptualised and managed. Her 

experience reflects the individualistic culture of the West where independence and self-

sufficiency are emphasised (Shea and Yeh, 2008; Mojaverian et al., 2013), leaving her with 

no option but to address her struggles through personal resolve. There are also the cultural 

and historical implications of Claire and her family living in Northern Ireland and the impact of 

the ‘Troubles’ that overshadowed parts of the country for decades (McKittrick & McVea, 

2012). Now living in the UK, I wondered as to the significance of this change in Claire’s 

environment and her later engagement in therapy. Given the depth of her ingrained beliefs, 

her physical distance from where they emanated may have reduced their potency and 

contributed to making therapy a conceivable option. 

When meeting with Claire, I wondered how the differences between us influenced her 

narrative; I wondered who I might represent for her. At times I felt as though I was an 

available and accepting other, which enabled her to tell her story in confidence and without 

judgement. When conveying her early experiences there was a strong sense of how she had 

taken ownership of them, and as her story unfolded she connected more deeply with the 

emotion of it, there was a real sense of the anger that she felt which seemed to reflect the 

confusion and isolation that she experienced as a child. Her cry of “why are we not told 

about this?”, although rhetorical, felt as though it was also directed at me, and in that 

moment in the transference, I may have been the adult, the parent, who she felt should have 

been there for her earlier, with an empathic explanation. 

During our interview, Claire spoke openly but with a confidence and directness, conveying a 

sense of her independence and self-sufficiency. She was single and chose to live alone, 

having secured a career that enabled her to do so financially, and she came across as being 

in control of her life and taking full responsibility for it. It was not difficult to envisage these 

traits and her situation as a natural progression of the messages she had received 

throughout her upbringing and which had shaped her internal world. Claire spoke of the 

absence of her father growing up and I wondered how this may have contributed to her and 
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her family’s need for independence and self-sufficiency. Perhaps this was also reflected in 

her apparent distrust of others, especially in the workplace, when it came to considering 

disclosing her problems, which is something I will discuss later. 

To return briefly to Bathje and Pryor’s (2011) study and the questions I posed at the 

beginning of this section. Claire’s narrative provides an invaluable contribution to the field, 

demonstrating the complexity of lived experience in contrast to the distinct and 

compartmentalised process suggested by Bathje and Pryor (2011). Claire’s account gives a 

flavour of the all-consuming embodied experience of internalised stigma and the complexity 

of historical, cultural and familial influences that inform it. 

 

 

Sarah – Indulgence, faith and the North South divide 

 

Family was also influential in shaping Sarah’s internal world and how she positioned herself 

in relation to the external world’s view of mental health and help-seeking. Like Claire’s 

experience, Sarah’s was also grounded in shame but the message she received from her 

family was subtly, but significantly, different. It was not so much that you were responsible 

for your problems, but rather that they should be dealt with by turning to family, or by doing 

things for others. This positioned both therapy and Sarah, if she were to attend, as 

“unacceptable” and “indulgent”, and consequently evoked deep feelings of shame.  

Sarah’s experience can be understood in terms of McLaren’s (2010) notion of ‘applied 

shame’ which comes from the external world, and ‘authentic shame’ which comes from our 

internal world, helping us avoid violating our own and other people’s boundaries. Being 

shamed by others impedes a healthy connection to our ‘authentic shame’, and instead, 

shame is ‘applied’ and we become “coerced into embodying other people’s ideas of right and 

wrong” (McLaren’s, 2010, p.201). I would argue however, that categorising shame into 

separate entities in this way can be misleading and overlook the complexity of experience 

that we begin to see in Sarah’s narrative. 

As Sarah was unable to attend therapy without being immersed in the shame of her 

“indulgence”, the alternative, which was determined by her family, was to turn to others for 

support. However, this did not feel like an option for her as it would be going against what 

people perceived, and therefore expected, her to be. 
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 “I felt that people saw me as a capable person, a sociable, happy, positive 

person. And I think I was very aware there were issues for me around being 

vulnerable … I think it was about not being acceptable”.  

 

Sarah seemed to be describing her “false self” (Winnicott, 1965, p.140), created from the 

need for compliance with others’ expectations.  She explained in her own words how, at an 

unconscious level, she would be “wanting the approval of others and worrying about people 

disapproving, on the basis of …  I’m asking for too much, I’m being self-indulgent, I’m asking 

for things that really I don’t deserve”. Sarah was insightful as to her own process and felt that 

her fear of vulnerability and need for acceptance were connected to the loss of her father at 

an early age and how grief had been managed within the family. 

Sarah’s experience demonstrates the depth, complexity and significance of stigma. And 

although it is something that impacts most, if not all of us, in some way, it is at the same time 

a uniquely subjective experience. In these short excerpts we get a glimpse of how Sarah’s 

relationship with stigma provides a window into her internal world and to a deeper level of 

her psychological process. 

Another significant influencing factor in shaping Sarah’s internal world was her faith, through 

which she had made many of her closest friends, and which had been a “great inspiration 

and support” throughout her life. Sarah’s faith had informed her values and ethics as a 

woman, but she also stated how there had been “issues with that whole way of thinking”, as 

it emphasised the importance of supporting others to such a degree that it reinforced her 

struggle to acknowledge and accept her own needs. Sarah spoke hesitantly around her faith, 

acknowledging its importance and also its implications; there was a sense of it impeding the 

process that she later embarked on in therapy, to “talk about the really dark spaces … 

before being able to go into the light”. 

It was during our second interview that Sarah spoke about the impact of faith on her 

experiences of stigma, and shared some of the most personal aspects of her story. She 

described a particularly significant experience of feeling greater stigma around attending 

therapy than she did around attending a sexual health clinic, even though it was the latter 

that conflicted most with the way of life that her faith subscribed her to. To share such a 

personal experience, I felt was testament to the value of repeated interviews. I wondered 

whether this disclosure in the second interview was only possible because of the 

development of rapport and trust that we established in the first interview. 
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Sarah also highlighted the cultural differences between the North of England, where she 

grew up, and the South, where she now lived. She described how in the North, “people have 

difficult lives” with high levels of unemployment and deprivation, there just wasn’t the money 

to spend on therapy; this resulted in a “just get on with it” attitude. Now living in the South, 

Sarah wondered whether it was more financially viable and perhaps just more acceptable to 

turn to therapy here. There is a suggestion that this long standing discrepancy between the 

North and South of England, in terms of mental health treatment, has begun to change 

significantly over recent years. Just ten years ago, the North of England saw some of the 

highest prescribing rates for antidepressants in the UK (Easton, 2012), but in 2020 it had 

some of the highest numbers of people looking to engage in private therapy (Greedus, 

2020). Whilst this may be encouraging, others would argue that the North-South divide is 

actually getting worse (Burton, 2021). 

 

 

Participants and ethnicity 

 

It is important to acknowledge the whiteness which encompasses the current study; Andy, 

Claire, Sarah and I, are all white and British or Northern Irish. As I discussed earlier in the 

literature review, our whiteness means that we have a very different and privileged 

experience compared to black people and those from ethnic minority groups. We do not 

have to endure systemic racism and ‘racial trauma’, and the increased risk this brings to our 

mental health (Comas-Díaz, 2019; Conner & Brown, 2014). As white people we are less 

likely to be diagnosed with a ‘mental disorder’ and more likely to be prescribed therapy than 

medication (Schwartz, 2014; Jaye, 2020). We are more likely to engage in therapy as we 

have better access to it, face fewer stigmas, and have a more satisfactory experience when 

we do (Conner & Brown, 2014; Han & Pong, 2015; Masuda & Boone, 2011; Khan, 2000; 

Dubreucq et al., 2021; Eylem et al., 2020; Kim et al., 2016; Meyer & Zane, 2013). As white 

people navigating our way into therapy, the participants and I do this from a position of 

privilege, as Khan (2000) suggests, therapy is currently failing people of colour.  
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Consideration for therapists – Stigma as the tip of the iceberg 

 

The implication here for therapists is to consider a client’s experience and relationship with 

stigma as being the tip of the iceberg, reflecting the wider context of familial, social and 

cultural influences.  The participants’ narratives demonstrate how these factors interact and 

combine to make stigma a highly complex and subjective experience. Therapists will benefit 

from considering stigma in relation to cultural difference; maintaining awareness, curiosity 

and openness to clients’ sources of influence, as well as transgenerational factors.  

Taking Sarah’s experience as an example, if a therapist were to enquire as to how she felt 

about attending therapy, her response may be that it felt “indulgent”, or that she had 

questioned whether it was “acceptable” for her to being doing so. These initial feelings 

associated with stigma are just the tip of the iceberg, reflecting her personal experiences, 

her family dynamic, cultural background and faith. When we consider Sarah’s experience in 

this context we begin to appreciate how her experience of stigma reflects a much deeper 

level of her psychological process. In conceptualising stigma this way, therapists are 

afforded a nonintrusive area of enquiry around a client’s thoughts and feelings towards 

engaging in therapy which may prove very insightful. 

Outside of the current study, and across different cultures, numerous other factors may also 

be integral in shaping clients’ views of mental health and help-seeking, such as race, 

gender, ableness and education, amongst others. Therapists’ awareness of their own 

position, assumptions, biases and privilege is of course a fundamental and integral aspect to 

this process. 

 

 

The rising crescendo and engaging in therapy 

 

The participants’ experiences discussed so far, demonstrate the entanglement of stigma, 

which can be understood as featuring both figure and ground (Joyce & Sills, 2018). Stigma 

resides in the background when perceived and conceptualised externally in the world around 

us, but begins to move to the fore when experienced subjectively as it influences our internal 

worlds. Where stigma really comes to the fore, however, is when we directly encounter the 

threat of exposure that it holds and we consider engaging in therapy? This process of 
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engagement was significant for each of the three participants and provides the second 

theme that emerged from the narratives.  My discussion of this theme will be split into the 

following subsections: Therapy as ‘A need or a choice’, which focuses on the participants’ 

process of internal negotiation in order to engage in therapy; ‘Entering the pit’ which 

explores the experience of therapy itself; and ‘The process of change’ which discusses 

perceived pivotal moments within it. 

Stigma is usually researched in relation to its impact prior to entering therapy, in terms of 

negative attitudes and the barriers this imposes; almost suggesting that this is the only point 

at which it is relevant. However, as this section will demonstrate, stigma remains very much 

alive and relevant throughout the process of therapy and beyond, as suggested by Vogel et 

al. (2007, 2009). My own experience is also testament to this, as having completed the four 

years of compulsory therapy required for my training, I have not engaged in therapy since. 

Over the past year, living through the pandemic and sharing the struggles that many others 

have faced, I have turned once again to personal therapy for support. Even with my previous 

experience as a client, I was surprised to discover the conflict that this gave rise to within 

me. Re-engaging in therapy was in the back of my mind for many months as I contemplated 

what this would mean for me, and with it came a growing sense of shame; that I was failing 

in my role as therapist to not be able to manage my own struggles whilst attempting to 

support others with theirs. As I recall this process, I am reminded of Andy’s powerful 

description of his experiencing mental suffering as a “rising crescendo” that continues to 

build, but never break, which ultimately led him to engage in therapy; an experience which 

resonated with my own.   

My knowledge of the field of psychotherapy means I am able to follow my preferences when 

looking to engage in therapy, but for many others this is not so easy. I always feel for 

individuals attempting to reach out for support for the first time, trying to make sense of the 

swathes of therapists and acronyms that accompany them. There are hundreds of therapies 

available and various ways to access them, and knowledge of these provides the opportunity 

to follow any preferences individuals may have, which has been shown to significantly 

increase the efficacy of therapy (Norcross & Cooper, 2021). Stigma plays a part here too, as 

Sarah identified feeling that different therapies had different stigmas attached, making the 

distinction between psychoanalytic therapy and CBT. She considered CBT to be viewed as 

“forward thinking”, a way of getting things “sorted out”, and was therefore less indulgent and 

more acceptable than psychoanalytic therapy which consisted of “lying on a couch … talking 

forever about your problems”.  
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Sarah also described how this same feeling of indulgence made the prospect of engaging in 

couples therapy feel more acceptable than if she were to re-engaging in individual therapy. 

There was a sense that couples therapy was for the good of her relationship and for the 

family as a whole, rather than the individual indulgence of personal therapy. These 

perceptions not only demonstrate how difficult it is for Sarah to acknowledge and be 

accepting of her needs, but also the value for a therapist to be able to offer a flexible 

approach which can accommodate client preferences, or at least be able to explore them. 

 

 

A need or a choice 

 

The way in which participants approached and conceptualised therapy at the time of their 

engagement appeared to be very significant in shaping their internal experience of stigma, 

specifically in terms of whether therapy felt like a need or a choice. In individualistic cultures, 

such as the UK, independence, self-sufficiency, autonomy and agency are often promoted 

and aspired to; to be self-determining beings in control of our own destinies. Seeking 

psychological help initially appears to directly contrast with this, as in that moment there is a 

suggestion that we are dependent on the other, lacking sufficient resources to support 

ourselves and unable to control and direct our lives in the way we want to. As Claire 

described:  

 

“I just couldn’t seem to find a way to get myself out of it and it was really 

messing with my head, not being in control of myself, thinking, that’s what I 

want to do, I don’t want this, that’s the action I want to take, I want to break 

away from this, but I can’t, and I just couldn’t understand it, I could not get my 

head around the fact that I couldn’t do what I wanted to do.”  

 

Claire was describing her desire for a sense of control and autonomy, and this was 

accompanied with feelings of shame when she felt she had to reach for support. Claire’s 

experience seemed to reflect a conflict occurring within her emotion-regulation system that 

Gilbert (2019) identified as underpinning human motivation; that of self-protection and of 

soothing and contentment. The drive to protect ourselves from exposing our vulnerabilities 
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and perceived failings means that soothing cannot be easily obtained from an other, in the 

form of therapy. 

Whilst this conflict is likely to persist for anyone who experiences stigma, what seems to 

influence this process is the way in which therapy is perceived by the individual and also 

their self-state (Bromberg, 1996) at the time they are seeking it. What emerged as significant 

in Andy’s experience was whether his engagement in therapy felt like a need, or a choice 

that he was making for himself. Andy described the first occasion that he sought therapy: 

 

“I felt like I was kind of in trouble, like I needed help from someone … I was 

so depressed and down that I couldn’t approach life in a normal way. I didn’t 

really know how to cope with that.” 

 

Andy equated his feeling of need with “admitting that something was wrong”, mirroring what 

Erskine (1995, p.113) described as the life script so often associated with shame, that 

“something’s wrong with me”. Claire described a similar experience; “I just felt I really 

needed to get some help … and just didn’t seem to be able to do it for myself”; this left her 

feeling embarrassed and ashamed, asking herself, “what’s wrong with me?”. 

When Andy engaged in therapy on the second occasion, it was under very different 

circumstances. He was making an active choice for himself, explaining; “I don’t need it, but 

it’s something that I really want to add to my life”; on this occasion he was looking forward to 

it. Where Andy’s first experience of engaging in therapy could be understood in terms of the 

‘cycle of avoidance’ proposed by Biddle et al. (2007, p.990), where his need for help saw 

him cross the threshold from “normal” to “real distress”, on this second occasion he was 

crossing the threshold voluntarily. Engaging in therapy in this context resulted in a very 

different experience for Andy; the shame, feelings of helplessness and the sense that 

something was wrong were much less active, if at all. Andy had reframed therapy as an 

“intellectual activity”, one which he was choosing to undertake. The use of reframing in this 

way, to avoid stigma, was also described by Farrimond (2011, p.1), where men reframed 

help-seeking behaviour to align with an “action man” persona rather than the outdated 

“Neanderthal man”, who they associated with avoidance behaviours. Similarly, Prior (2011, 

p.697) reported how young people adopted a position of “problem-solver” in order to avoid 

stigmatising discourse.  
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On the first occasion Sarah entered therapy she did not reframe it to avoid stigma, nor did 

she describe it as something that she needed to do, it was an active and purposeful choice 

that she made. She was at a “decision point” in her life regarding relationships and chose to 

address the longstanding issues she had faced. Whilst for Andy, positioning therapy as a 

choice rather than a need was instrumental in alleviating his feeling of shame, for Sarah, this 

was not the case. Her feelings of shame, of indulgence and unacceptability, remained 

present and powerful. I wondered if the persistence of such strong feelings could be 

understood in terms of the “emotional core”, the “affective nature of the psyche” (West, 2004, 

p.521), which influences our relationship to reality and our emotional attachment to others.  

The second occasion that Sarah entered therapy it was a requirement for her training 

course, and under these circumstances it felt much easier to engage.  

 

“I thought it would only be acceptable as something that I had to do, I’d been 

told I had to do … I wasn’t doing it just because of the self-indulgence, and it 

wasn’t because I was in such a terrible state that I’d had to take it up”.  

 

Sarah’s experience resonated with my own, as I too was able to sidestep this process of 

having to navigate stigma before engaging in therapy, I was able to hide behind the 

requirement. I don’t feel I would have entered therapy otherwise, as even now I’m aware of 

the conflict inside me as I look to restart sessions. I have undergone a process of reframing 

therapy as something I can use that helps me to engage in life in its fullness, to connect with 

myself and with others. The overriding factor is that I feel I owe this to my clients, which of 

course continues to position it in my mind as a requirement rather than my need. 

 

Consideration for therapists – Reframing and empowering 

 

The way that therapy is positioned in wider society has a large part to play in influencing 

whether people perceive it as being a need or a choice. The significance of reframing and 

empowering are supported, to a degree, by the experiences of the participants in this study, 

with Andy’s experience in particular demonstrating this process. From his initial experience 

of therapy being a something he “needed”, Andy later reframed this as an “intellectual 
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activity”, a “challenge” that he was prepared to take on. This process of reframing resulted in 

a sense of empowerment, a feeling of taking control and making a purposeful choice.  

As I mentioned earlier, the strategies of reframing, empowerment and normalising are widely 

reported to be effective in reducing the experience of stigma surrounding mental health 

(Corrigan & Calabrese, 2005; Corrigan, 2004; Rosen, 2003) and help-seeking (Vogel & 

Wade, 2009). The implication here for therapists is that they also have the opportunity to 

introduce or reinforce this process once therapy has begun. I often discuss with clients their 

perception of strength and weakness in relation to their emotional and psychological 

experience and emphasise the courage required to engage in therapy and attempt to instil a 

sense of ownership over the process; to borrow Sarah’s words, “there is strength in 

vulnerability”. 

 

 

Entering the pit 

 

Therapy can provide tremendous support, it can be insightful, empowering and life changing, 

but it can also be an incredibly challenging process. Sarah described part of her experience 

of therapy as feeling as though she had “entered a pit” that she might never come out of. 

How people engage with and experience therapy is highly subjective and the participants’ 

narratives reflect this. Previous research has shown that those who enter therapy with higher 

levels of stigma are less likely to comply with therapeutic interventions (Fung et al., 2007), 

are more likely to miss appointments (Vega et al., 2010), and are more prone to early 

termination of sessions (Sirey et al., 2001). Andy, Claire and Sarah’s experiences all showed 

a different picture as they either completed the maximum number of sessions available to 

them, if these were time limited, or remained in therapy for approximately a year.  Vogel and 

Wade (2009) suggested that people’s concerns about help-seeking do not automatically 

disappear when they engage in therapy and that they continue to evaluate their decision 

after sessions have begun, and it is this suggestion that will be the focus of this section. 

 

Claire’s concerns about engaging in therapy dissipated quickly once she began sessions, 

primarily due to feeling that she was not being judged by the therapist; “after a few sessions I 

definitely started to feel a relief, from, I suppose, being able to just talk to somebody who I 

knew wasn’t judging me in anyway whatsoever”. Claire seemed to experience what Rogers 

(1957) described as ‘unconditional positive regard’, one of the core conditions for therapeutic 

change, and it was this feeling of nonjudgement that provided instant relief and quashed 
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many of her deeply held fears and associated shame. It was interesting to hear Claire speak 

of the significance of nonjudgement, something which neither Andy nor Sarah made 

reference to. I understood this to echo the ingrained message from within her family, that 

problems “were of your own making” and not something to complain about but to get on with. 

There was a strong sense of Claire’s self-awareness and ownership of her vulnerability as 

she shared her experiences with me, I hope in part at least, due to my provision of this same 

acceptance and nonjudgement that had been so significant for her. 

 

For Andy, a significant factor relating to stigma during the process of therapy, was not about 

the process or the relationship itself, or about disclosing his feelings or worries, it was about 

being seen walking into the building; “I didn’t feel like a steady drop off of stigma … there 

was still something different about walking into that building … that some part of you wants 

to hide and people not see that.” No matter how positive his view or personal experience of 

therapy was, Andy remained acutely aware of how he might be perceived by others. All the 

negative judgements and beliefs that he associated with the external world were 

experienced in that moment, walking into that building. Andy’s experience often seemed 

contradictory, claiming at times that he did not feel stigma, but also describing moments 

such as this, where he was aware of becoming self-conscious but stopped short of 

connecting with his emotional experience of it. His wanting to hide was again reflecting the 

need to cover ourselves in order to maintain a sense of safety and avoid feelings of shame 

(Pines, 1990). I considered this contradiction to be a reflection of Andy’s ambivalence 

around his experience of stigma and also the mixed messages from within his family; 

supporting one another and the process of therapy whilst also seeming to avoid emotional 

experience. Andy’s perception of himself as an engineer rather than a poet, and of therapy 

as an intellectual activity, suggests the use of what McWilliams (2020) described as the 

higher order defensive process of intellectualisation, in order to isolate affect from intellect as 

a means of coping. This was also reflected in our interviews, where we had a tendency to 

grapple intellectually rather than emotionally, with the experience of stigma.  

I am aware of how aspects of Andy’s experience, parallel my own, both historically and 

currently, whilst I am writing. There is a sense of my own ambivalence at times as I strive to 

remain visible in the study, acknowledging my own process, rather than stepping back and 

trying to engage intellectually, from a distance. I’m aware of the tension I feel in holding both 

intellect and affect together and I’m required to regularly check in to ensure I maintain this 

balance. 
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Sarah’s experience was different again. The first occasion that she engaged in therapy, was 

in accordance with Vogel and Wade’s (2009) suggestion that concerns around engaging 

may actually intensify once sessions had begun. Sarah had navigated her way through her 

feelings of indulgence and engaged in therapy, but as her sessions progressed she felt 

things begin to unravel as she started connecting with deeper parts of her experience. She 

started to feel that she was “in trouble”; “I started thinking, maybe I am really disturbed … I 

felt that I was struggling, but it made it even more, just all of those sort of societal kind of 

stigmas, I was sort of buying into them a little bit”. At this moment Sarah’s external and 

internal worlds were colliding, becoming increasingly entangled. She experienced her 

internal world of indulgence, unacceptability and shame, colliding with her perception of the 

external world view that she had “really big problems” and needed to be in therapy. She 

described feeling as though she had entered a dark pit and was unsure if she would ever 

find a way out; it took the skill of her second therapist to help her do this. When she did 

emerge, her self-perception, at least in terms of being in trouble, had abated, but she was 

left with feeling that therapy remained an indulgence, if she were ever to re-engage again. 

Sarah’s depictions of entering the “dark spaces” in the pit were metaphorical and 

psychological. They spoke to the loneliness and isolation of her experience in relation to 

stigma but also at a much deeper level. When Sarah was describing the response she 

anticipated from her family if she told them she was having therapy, she became upset and 

tearful; “I think what I’m feeling at the moment is quite how, well just how lonely that felt. And 

not being able to share a part of my experience or a part of myself.” In this moment, there 

was a sense of the loneliness that Sarah had touched upon in relation to losing her father at 

an early age and the “sense of abandonment” she experienced; “not really knowing where I 

was”. There was again a parallel between Sarah’s experience of stigma and what was 

happening for her at a much deeper level of her psychological process.   

 

 

The process of change 

 

All three participants suggested that their perception of stigma that existed in the external 

world remained largely unchanged following their engagement in therapy, as Claire stated, 

“it remains in their heads”. Claire and Sarah did however, describe feeling that things were 

gradually improving over time, that there was greater understanding and acceptance of 

mental health issues and of seeking therapy. This was attributed to an increase in media 
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coverage and of high profile figures opening up and publicly sharing their own experiences, 

as Claire described; “it’s more out there in the public consciousness”.  There has 

undoubtedly been an increase in visibility, awareness and conversations around mental 

health issues over the last few years, such as the Heads Up campaign that Claire and Sarah 

made reference to (HeadsTogether, 2021), as well as new campaigns launched this year in 

response to the Covid-19 pandemic, such as Every Mind Matters (2021),   

Where significant change did occur however, was in the participants’ relationship with stigma 

in their internal worlds. The process of change in psychotherapy is uncertain but 

undoubtedly complex. I understand this process as involving what the Boston Change 

Process Study Group (BCPSG) (2010, p.30/31) described as “something more” than 

language based knowing; the something more being “Implicit relational knowing”, which 

involves procedural representations of interactions with others which are affective and 

interactive, as well as cognitive. This process was indeed evident in the participants’ 

experiences of change in relation to stigma, but in very different ways, suggesting once 

again the complexity and subjectivity of stigma that this study has sought to demonstrate. 

For Andy, there was no “sea change” moment in therapy, but he experienced a more 

gradual change over time. He encapsulated this change as a shift in the notion of there 

being “something wrong”, to there being “something he would like to change”. This shift 

reflected work that he had done in therapy around developing self-acceptance and self-

compassion, and although speculative, one can imagine this would have occurred 

intersubjectively between Andy and his therapist, and would have consisted of affective 

interaction as well as cognition, as BCPSG (2010) had suggested. Whilst I understood this 

shift to reflect a significant change in how stigma shaped Andy’s internal world, for Andy, this 

felt like a digression from stigma, which remained firmly located externally rather than 

internally. I was reminded of Bathje and Pryor’s (2011) research which proposed that 

sympathy for one’s difficulties correlated with lower ‘self-stigma’, and it seemed as though 

Andy had developed some of this, which may have accounted for his decision to be more 

open about his engaging in therapy, on this second occasion. 

Andy’s ambivalence remained apparent, as although the shift in his internal world felt like a 

digression, he remained aware that he still felt impacted by stigma.  The result of this impact 

was a hesitancy to share his experiences of therapy despite wanting to encourage others to 

engage, believing it would be “super positive for almost everyone”. His hesitancy was due to 

fear of negatively impacting the social dynamic with his peers, that they might act differently 

towards him. He could understand why they might, because somewhere deep down he 

knew he would probably do the same.  
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For Claire, the process of therapy completely changed her relationship with stigma and her 

perception of herself and her suffering; “it totally turned my whole head around”. She no 

longer considered herself flaky or weak to have had therapy, in fact she was proud to have 

done so. This change could also be seen as reflecting the correlation identified by Corrigan 

(2004) between empowerment and the diminishing experience of stigma. What was integral 

to this process was the book that Claire had been recommended by her therapist, as it 

provided invaluable insight and understanding into what she was experiencing. She had 

learned the physiology behind her suffering and begun to view her brain as an operating 

system, making her realise that “this isn’t me, there isn’t something wrong with me, this is 

just a natural process that’s happening in my body and there’s a reason why it’s happening”. 

Claire’s new understanding eradicated the blame and shame that had dominated her 

experience and provided a great sense of relief, enabling her to normalise her distress and 

to cope better as a consequence.  

This significant shift that Claire experienced seemed to encapsulate the same shift that 

Longdon and Read (2017, p.24) proposed is most effective in reducing stigma, which is 

framing individuals as “people with problems, not patients with illnesses”. Viewing suffering 

through this lens provides an instant leveller; it is not about us and them, or “nutters” and 

“not nutters”, but instead conceptualises mental suffering through a “continuum model” 

(Longdon & Read 2017, p.27) that involves us all. Claire’s experience also highlights the 

importance of well-placed, relationally delivered psychoeducation within therapy and just 

how transformative this can be. Psychoeducation has been shown to positively impact 

attitudes towards mental health and help-seeking (Gonzalez et al., 2002), as well as assisting 

clients with a range of presentations (See for example Srivastava & Panday, 2016; Colom & 

Lam, 2005) and can be affectively integrated across different therapies (Busch & 

Auchincloss, 2018).  

Claire also highlighted the significant role played by her therapist in conjunction with the 

psychoeducation acquired through the book. There was a sense of how the therapeutic 

relationship was central in facilitating her understanding. 

 

 “It would have taught me something but I don’t think it would have been the 

same because I wouldn’t have had the follow up conversations and been able 

to, you know, whatever I’d read in the past week, or whatever, come back and 

sort of apply it to myself and think, well you know, I can see what’s happening 

with me now”. 
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These therapeutic interactions provided deeper reflection and processing of experience, akin 

to what Stern et al. (1998, p.300) called a “moment of meeting”. These moments are integral 

to the BCPSG’s (2010) theory of change, which updates self-regulating abilities (Beebe and 

Lachmann, 2005) as well as expanding consciousness to a more coherent and complex 

state (Tronick et al., 1998); processes which can be seen reflected in Claire’s account. 

Sarah’s experience of change also seemed to reflect the notion of “implicit relational 

knowing” (BCPSG, 2010, p.30), as she had described the skill of her therapist in guiding her 

through the “really dark spaces … before being able to go into the light”. What struck me 

most about Sarah’s experience was how it compared and contrasted with Claire’s. Initially, 

they appeared to be similar in many ways, they described similar influencing factors in terms 

of family, geographical and generational considerations, as well as similar beliefs around 

public and personal perceptions of mental health and help-seeking. Where they began to 

differ, was in the evolution of their self-perception during therapy; Claire’s feelings of blame 

and shame were removed and replaced by anger at the injustice of information not having 

been shared, whilst Sarah’s self-perception had worsened during therapy and upon 

completion, had ended up back where she had begun, with her questions around 

acceptability and her feelings of indulgence. 

Claire and Sarah’s contrasting experiences emphasise the subjective nature of stigma, 

despite its universality, and also suggests that the experiencing of stigma has its foundations 

at a much deeper level of psychological organisation. This is not perhaps surprising given 

the breadth and depth of influences the participants identified, and which is also reflected in 

their contemplation of re-engaging in therapy in the future.  

Andy and Claire had both expressed an interest in re-engaging in therapy at some point, 

feeling as though they would benefit from it; however, both considered it to be a “luxury”. For 

Sarah, the prospect of re-engaging was more complex and required considerable 

justification if she were to do so. She was aware that stigma was still at play and there was 

an element of wanting to prove to herself that she can manage without it, to satisfy the 

thoughts of, “you should be able to be strong, you should be able to manage”. Aware of this, 

she had told herself “if you want it, just have it”; the ongoing internal struggle was still very 

much alive.  
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Consideration for therapists – The therapeutic relationship, acceptance and 

attunement 

 

Therapists are well aware of the therapeutic relationship being the most significant common 

factor in determining the effectiveness of therapy (Asay & Lambert, 2010), and the 

experiences of the participants in this study provide further support for this. Acceptance, 

nonjudgement and attunement (Stern, 2005) were all integral to the participants’ therapeutic 

experience. Andy developed greater self-compassion and self-acceptance, which saw a 

fundamental shift away from his stigmatising view of “something wrong”, to the empathic 

view of there being “something he would like to change”.  Nonjudgement from her therapist 

meant that Claire’s concerns about attending soon dissipated, and Sarah also highlighted 

the importance of having her therapist alongside her as she went to the “really dark spaces” 

where she knew she needed to go. We are reminded then as therapists, of the value of 

adopting an authentic position (Rowan, 2002), focusing on ‘being with’ clients, not ‘doing to’ 

them; as Buber (1923/1958, p.11) reminds us, “the Thou meets me through grace, it is not 

found in seeking”. We are also reminded of the potential value for clients in receiving 

appropriate and relationally delivered psychoeducation and how transformative 

understanding and normalising of experience can be.  

 

 

 

A dirty little secret - the dilemma of disclosure and the need for connection 

 

Throughout each of the narratives, disclosure of attending therapy emerged as a significant 

part of the experience of stigma. The participants had all chosen to disclose at one time or 

another, for different reasons, but it was clear from their descriptions that they all felt a risk in 

doing so. Malcolm Pines (1990, p.1) described how we cover and uncover ourselves both 

physically and psychologically, as part of the “powerful human rhythm of movement between 

openness and concealment”. Andy, Claire and Sarah’s narratives seemed to reflect this 

movement, and tension, between openness and concealment; between connection and 

safety. Stigma threatens both of these; it threatens to expose our failings, both 

intersubjectively and intrapsychically. Humans are however, wired to connect (Lieberman, 

2014), and the deeper connection to self and other that may be found within the therapeutic 

setting also provides a representation of future possibilities beyond this dyad (Gabbard, 
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2017). The desire for continued psychological connection and growth is reflected in the 

subsequent dilemma which clients face, the dilemma of disclosure; if, when and with whom 

do they disclose? Or, does it remain, as Sarah described, a “dirty little secret?” In this 

section I will discuss the participants in sequence, starting with Andy, then Claire and finally, 

Sarah, unpacking their subjective experience of this dilemma and how they navigated it. 

Whilst this process of managing potentially stigmatising information may not be surprising, it 

is important to acknowledge that the participants’ experiences are culturally specific. 

Riessman (2000, p.113) highlights that the assumption that an individual is self-determining, 

that they have choices and privacy available to them, is a “product of Western thought”, and 

that these luxuries are not necessarily available in other cultures. The dilemma of disclosure 

would be very different, for example, in South Asian cultures where ‘mental illness’ is more 

likely to be attributed to a character defect  (Mokkarala et al., 2015), or in Latin American 

cultures where depression is sometimes associated with having a lack of faith (Caplan, 

2019). Furthermore, collectivist cultures found in the Eastern world emphasise 

interdependence and social harmony, where individuals tend to look within the group for 

support rather than outside of it (Shea and Yeh, 2008; Mojaverian et al., 2013), to disclose 

attending therapy in these cultures may suggest failure or inadequacy in the family’s support, 

bringing disgrace and a “loss of face” (Zane & Yeh, 2002, p.123). 

 

 

Andy – “Socially awkward” 

 

Disclosure was central to Andy’s experience of stigma; “I think where stigma really comes in, 

is who I would be open with, about doing therapy, and that’s definitely not completely open, 

like it’s not something I would announce that I was doing.” Andy’s concern was that by 

disclosing, he would make things “socially awkward”. He would be introducing uncertainty 

into his relationships and making people feel that he needed to be treated with “kid gloves”. 

There was an indication here again, that attending therapy represented a fragility, that both 

Andy and the situation would need to be handled with care, and I was reminded of Claire 

and Sarah’s words, that therapy clients were seen as “weak”, “flaky”, and as less “robust”. 

This suggestion can again be understood as representing the wider cultural and political 

emphasis of Western societies, where the focus is on independence, strength and resilience, 

and how these traits should be developed and prioritised.  
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Andy went on to describe how in society, interactions were governed by a mutually 

understood “social contract” which determined acceptable responses and reactions to 

people and situations. By disclosing that you were seeing a therapist, you would introduce 

an element of uncertainty and the possibility that you were unstable.  For Andy, this would 

mean that the social contract “goes out the window”, and would leave people wondering 

“how to treat that person? or whether they might “fly off the handle”. It is this uncertainty 

however, that Becker and Shalgi (2013) argue, needs to be ‘surrendered to’ in order to 

facilitate growth and change, both intrapsychically and interpersonally. This process of 

surrender involves letting go, momentarily, of one’s own sense of self, to break free from the 

rigidity of certainty, of the social contract that Andy spoke of, and to truly be seen by others. 

It was Andy’s desire for a more authentic, deeper connection with those closest to him that 

led him to disclose his attending therapy to them, surrendering in the process. This process 

of psychological surrender was taken from Ghent’s (1990) work, where he made the 

distinction between surrender and submission. In this context, surrender is not giving in to 

someone, but letting go to be with them. 

Andy’s openness however, was polarised. At one end, he shared his experience with those 

closest to him by way of deepening connection, and because he felt there was minimal 

chance of the relationship becoming socially awkward; they knew him too well for that to 

happen. I imagined the social awkwardness that Andy referred to, and was so keen to avoid, 

as resembling the I-It relationship described by Buber (1923/1958), where a ‘genuine 

meeting’ between two people gives way to objectification. Andy had described how looking 

at a dating profile of someone who shared that they were in therapy would alter the lens 

through which he viewed them, looking out for anything that could be seen as “unhinged”. 

Whilst Buber (1923/1958) suggested that any interaction would consist of both I-Thou and I-

It relationships, it becomes problematic when the I-It relationship dominates, which was 

exactly what Andy feared most; the awkwardness persisting. At the other pole, Andy was 

also open to sharing his experience with those he knew little of, as there was no relationship 

as such that could be impacted; he would not be jeopardising any sense of connection. I 

considered his openness in sharing his experience with me as being a direct reflection of 

this.  

I imagine Andy viewed our meeting as an “intellectual activity”, which was how he had 

viewed therapy, the second time around, and which had made disclosing his engagement 

significantly easier. I wondered if  by approaching therapy and our meeting in this way, Andy  

provided himself with a freeing ‘psychological buffer' between his sense of self and his 

narrative; or as Benjamin (2004) might describe it, an intersubjective space created by 

surrender. Whilst Becker and Shalgi’s (2013, p.427) notion of surrender also applies 
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intersubjectively, where, in order to harness it’s full growth potential, an encounter “must 

include the movement between finding each other and losing each other”, I am drawn 

instead to Benjamin’s (2004, p.7) notion of an intersubjective space of “thirdness”. This 

thirdness relates to an “internal mental space” that is shared by both the self and other, and 

which is created when both surrender to it. I find this space of thirdness resonates with the 

feeling of space that was created between Andy and me, which was used to co-create his 

narrative that emerged from it. 

This space within our meeting was seemingly also in Andy’s second experience of therapy, 

but was perhaps absent from his first. Rather than his first experience being an “intellectual 

activity”, where he was “an agent helping to shape a co-created reality” (Benjamin, 2004, 

p.9), he was instead in a position where he really “needed help”. I find Benjamin’s (2004, 

p.9) view of intersubjectivity helpful again here in understanding how Andy’s feeling of need 

did not allow for a space of thirdness, but instead created a position of “twoness”, or 

“complementarity”. In this position, the lack of a shared mental space results in a feeling of 

being either the “do-er”, in this case, Andy’s therapist, or the “done to”, in this case, Andy. 

Feeling ‘done-to’ is perhaps why, on this first occasion, disclosure beyond his immediate 

family felt completely out of the question. 

When describing his process of navigating disclosure, Andy made the distinction between it 

being cathartic, where he was “itching to say it”, and charitable, where he got to experience 

a “glow of altruism”. Andy saw the latter as an opportunity to convey therapy positively and 

to encourage others to consider it as a viable option; he associated this outlook as being one 

that came with maturity and a wider perspective on things. By engaging in a conversation 

about attending therapy he was able to avoid any misunderstandings or people jumping to 

their own conclusions; he was able to reassure them he wasn’t “unhinged”. This again 

shows Andy’s desire to open an intersubjective space of thirdness, to build connection and 

as an opportunity for growth, and to avoid a position of ‘complementarity’ and a feeling of 

being ‘done to’ (Benjamin, 2004).  

Andy made a number of comments, like those above, throughout his narrative which 

reflected his underlying concern of negatively impacting his relationships by changing the 

way people saw him. I also wondered if his desire for others to attend therapy was a way of 

potentially continuing to minimise this possibility and also indicative of a desire for twinship 

(Kohut, 1971); a search for solidarity and continued connection. 
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Claire – Confidentiality and connection 

 

Not only was confidentiality a key consideration in Claire’s process of engaging in therapy in 

the first instance, it was also prominent in her subsequent disclosure of it. Claire would not 

have dreamed of accessing therapy via her GP as she would not want it on her medical 

record, fearing this would affect her medical insurance or her access to a loan in the future. 

This same reluctance also applied to counselling schemes that were offered through her 

workplace, she worried who might have access to that information and how it might be used 

against her. Claire felt very strongly that any psychological suffering “certainly wouldn’t have 

been appreciated in the workplace”. The stories of her friend’s experiences, and her own 

impressions, made her very apprehensive; turning to colleagues, managers or human 

resources could quite possibly do more harm than good. The importance of ensuring 

confidentiality imposed a constraining rigidity on Claire, limiting her opportunity for 

connection, both with herself, in terms of her emotional experience and vulnerability, and 

also with others. In the earlier literature review I referenced the role that power plays in the 

experiencing of stigma and Claire’s concerns around confidentiality seem to illustrate this. If 

attending therapy was “on her record”, she feared this would result in a loss of power,  that 

she would be handing this to others, whether that be insurers, managers or colleagues. 

Seeking therapy privately, meant that she was able to maintain the existing balance of power 

within her workplace. 

For Claire, and Sarah, when they did disclose attending therapy, the main positive that came 

from doing so was a deepening of their relationships; a feeling of greater connection through 

the sharing of experience. Claire felt relief to hear of others’ suffering, realising she had not 

been alone, but also felt great sadness too, knowing that they and presumably many others 

had also been through this. Claire was also motivated to disclose in the hope that it might 

encourage others to attend therapy, that it could be as beneficial to them as it had been for 

her.  She felt strongly about this, knowing that this would have encouraged her to seek help 

sooner if someone had done the same for her. Claire’s strength of feeling seemingly 

reflecting the desire she felt throughout her life to connect with others, and also the difficulty 

of doing so when she felt like an “outsider”. 

As Claire began to disclose that she had engaged in therapy, she described a reciprocal 

process; “the more people that I opened up to, the more they opened up to me”. In the same 

way that Benjamin (2004) had emphasised that it was the role of the therapist to go first, to 

surrender to the intersubjective space of thirdness, Claire too was going first, surrendering to 

her vulnerability in order to foster the deeper connection that followed. This was not always 
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straightforward, however. When Claire disclosed to her mother that she was attending 

therapy, her initial reaction was that it was a waste of money and that the therapist would tell 

her it was all her parents’ fault. Fortunately, Claire’s understanding of her struggles and 

associated fears had completed turned around by this point so she was not deterred by her 

mother’s response. Her persistence with opening up this conversation did eventually pay off, 

and they moved from a position of complementarity to one of shared thirdness (Benjamin, 

2004) where they were able to talk about both their childhoods and discover that they had 

shared many similar feelings. This was a very positive experience for Claire and one which 

brought a deeper sense of connection, healing and growth. 

 

 

Sarah – Vulnerability and relationships 

 

Sarah’s openness around attending therapy was greatly facilitated when it was a 

requirement of her training course. Despite knowing that she probably needed it and would 

benefit from it, attending only felt acceptable when she was told she had to; it was no longer 

“an indulgence”. The unacceptability of therapy, as viewed by her family, was internalised to 

such an extent that by engaging in it, Sarah felt that she herself would be unacceptable. This 

was combined with a great sense of guilt, as the message from within her family was that 

you turn to each other for support, by engaging in therapy, Sarah would be conveying that 

actually, her family were not enough. 

I considered Sarah’s, and Claire’s, experiencing of stigma that was conveyed and 

permeated through their family systems as representative of a psychological defense. 

Taking McWilliams’ (2020) definition of defense as the unconscious avoidance or 

management of a powerful or threatening feeling, and or, the maintenance of self-esteem, 

the suggestion of the family unit not being enough would certainly be something it would 

want to defend against. Sarah found herself conflicted between maintaining the family’s 

sense of cohesiveness and her need to alleviate her own mental suffering. 

There was an additional facilitating factor in Sarah’s openness that built upon the foundation 

of it already being a requirement for her, and that was when her son was going through a 

very difficult time. Sarah was incredibly worried for him and it felt like things were falling to 

pieces. It was at that point that any pretence she had about being okay went out the window, 

she felt she “had no choice but to be more open”. In this instance, Sarah’s desire for 

concealment was unsustainable and she was forced to disclose. Despite the struggle of this, 
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it ultimately came with a sense of relief as it enabled her to connect with others rather than 

“fall to pieces”. I understood Sarah to be experiencing the process of managing shame by 

“covering and uncovering” herself, as Pines (1990, p.1) had described, in order to maintain 

“equilibrium of safety and coherency in ever changing social and personal worlds”. 

Like Claire, Sarah also began to discuss her experience of therapy with her mother, who 

initially had a similar reaction to Claire’s; she was worried that she would be told of all the 

things that she had done wrong.  Many clients that I have worked with are often hesitant or 

averse to directing blame towards their parents for difficulties that they are facing; and this is 

indeed a tendency often found within psychological theory. I usually adopt a position of 

attempting to reframe our parent’s influence on our lives as part of a wider intergenerational 

web in which we, and preceding generations, are caught up in. Both Sarah and Claire’s 

experiences reflect this initial hesitancy and also how, through persistence, understanding 

and empathy, it can be navigated. 

Neither Sarah nor Claire denied that the attitudes and beliefs within their families were an 

integral part of shaping their experience, but they also acknowledged that it was not the only 

factor. Andy’s experience is also testament to this, as even with the very different message 

that was conveyed within his family, his negative experiences of stigma remained. Sarah 

described the conversations that she went on to have with her mother as very “healing”, 

especially the great sense of relief that she felt, knowing that it didn’t “damage” her to find 

out that she had been struggling so much, and that it didn’t colour her view of her in any 

negative way. Just as with Claire’s experience, it was seemingly through a shared space of 

thirdness that Sarah and her mother had found deeper connection, healing and growth 

(Benjamin, 2004). 

For Sarah, vulnerability had become an important aspect of how she felt connected to 

people. She had always felt closer to those who were able to share things that were going 

wrong in their life, as well as things that were going right; therapy had helped her do this too. 

She had begun to prioritise relationships where she felt this deeper level of connection and 

distance herself from those where she did not.  

When I met with Sarah for the second time, she had been reflecting on our first meeting and 

how she had spoken about sharing her vulnerability, and why she had not done so with her 

children. She had wanted to ensure that they felt she was as “solid and safe” as they needed 

her to be, but her thoughts on this had now shifted. She now felt that actually it was 

important to let her children know that therapy had been instrumental in enabling her to be 

those things for them. She hoped that by disclosing this, she might be giving them the 

permission to seek help, which she had not had. This process of reflection demonstrates the 
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value of multiple interviews for developing deeper and richer narrative. Knowing that we 

were meeting again had encouraged this reflection, and provided the opportunity to verbalise 

and integrate this part of her experience.  What she seemed to be describing was a shift in 

her perspective, and a new intention to provide her children with a way out of the 

intergenerational web in which she had been so caught up in. 

 

 

Consideration for therapists – Accommodation to the client’s process and momentum 

  

Therapy provides a ‘potential space’ between an individual and their environment (Winnicott, 

2005), a space to play and to experiment without the confines of our everyday lives, of which 

stigma could be considered one, in the physical or observable sense at least. Therapy that 

provides a deeper connection to self and other is at the same time providing a 

representation of future possibilities (Gabbard, 2017). Therapists then, have an integral role 

to play in this process of providing a new blue print for relating and connecting. 

Having drawn upon Benjamin’s (2004, p.7/25) notion of “thirdness” above, I do so again here 

in relation to the implication for therapists and the importance of “accommodation to the 

other’s rhythm”. In this context, accommodation proposes that the therapist must lead the 

way, to surrender, letting go to be with the client and leaving space for them to follow; laying 

the pathway to connection and growth. 
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CONCLUSIONS  

 

In this final section I will discuss the conclusions that can be taken from this research. I shall 

begin by considering stigma outside of the therapy room, before summarising the main 

contribution of this study relating to stigma in the room: considerations for therapists. I 

will end with some reflections and my final thoughts.  

 

Considering stigma outside of the therapy room 

 

The primary focus of existing research into stigma surrounding psychological therapy is the 

identification of barriers that impede engagement. The focus of the current study has been to 

present individual stories of experience to demonstrate the depth and complexity of stigma. 

Despite stigma being a universal phenomenon (Durkee et al., 2019; Vogel et al., 2017), the 

experience of it is highly subjective and so addressing it with a ‘one size fits all’ approach is 

incredibly challenging. However, I will begin to summarise the experiences of the 

participants in relation to addressing stigma outside of the therapy room at a wider societal 

level, and in the context of existing approaches. 

Throughout the discussion section I highlighted how the participants’ accounts reflected 

existing approaches to managing stigma, that of reframing negative beliefs (Corrigan & 

Calabrese, 2005), the normalising of experiences (Rosen, 2003) and of empowerment 

(Corrigan, 2004), and these will feature in the following section. First, I will consider three 

further approaches identified by Corrigan and Penn (2015) that have been shown to help 

reduce stigmatising views; that of protest, education and contact, and consider these in 

relation to the participants’ accounts.   

Protest might refer to psychological practitioners challenging the media over inaccurate 

representations around mental health, given how influential these were in the participants’ 

experiences. Andy for example, made reference to a series of TV advertisements that he felt 

reinforced the notion of “something being wrong with you” if you are suffering with your 

mental health, and how this contributed to “public misunderstanding”. Over the past 18 

months however, there has been significant increase in conversations, awareness and 

understanding around mental health due to the impact of Covid-19. This increase has been 

assisted by public figures speaking out about their struggles, contributing to the apparent 

shift in society. The second approach of education is aimed at promoting more positive 

attitudes towards mental health through greater understanding of psychological distress, and 
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also refers to conveying information relating to the success of treatment, i.e. therapy. Claire’s 

experience demonstrates the potential impact of this, as for her, understanding “unlocked 

everything” and was integral to her positive and life changing experience. Similarly it was for 

this reason that Claire was also keen to share her experience with others, to pass on this 

‘education’ she had gained. The final approach is contact, which proposes that stigma is 

reduced when people actually engage with others who experience mental health issues, 

demystifying and challenging their unfounded beliefs and fears. I was reminded of Sarah 

describing how her family made the distinction between “nutters and not-nutters” and 

wondered how much contact they might have had with those they were describing.  

In addition to these approaches, all three of the participants emphasised the importance of 

making therapy part of everyday life, so it became, as Claire suggested, as familiar as 

“making a cup of tea”. Aware that this would involve a shift in current thinking, Andy 

proposed how therapy needed to move away from the medical sphere where it currently 

resided, to the lifestyle sphere, alongside visiting the gym, for example. Claire and Sarah 

also highlighted the importance of early intervention, reflecting their own experiences, and 

through her work, Sarah strives to do just that, by providing a therapeutic space for children 

to share experiences and emotions, making it an “acceptable” thing to do. 

It’s difficult to see these comments from the participants as anything other than helpful in 

tackling stigma, but there is of course a huge cost implication in achieving them. Therapy is 

available in the private sector for those who are privileged to afford it, but for those less 

fortunate, opportunities are limited and waiting lists are significant. 

The reduction of stigma at a wider level requires a paradigm shift. We need to humanise 

mental suffering rather than pathologise it (Davies, 2021). In the current study, I set out to 

humanise stigma; to present individual stories conveying the depth and complexity of stigma 

as a lived embodied and affective experience. The aim was to counteract the tendency in the 

field towards the deconstruction of stigma into disparate parts, resulting in the fragmentation 

of experience rather than the unearthing of it. Through narrative inquiry I captured the stories 

of three people who had attended therapy despite feeling there is a stigma that surrounds it, 

and through my interpretation of these stories I have arrived at a number of considerations 

for therapists’ which I will summarise below. 
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Stigma in the room: considerations for therapists  

 

Throughout the preceding discussion I highlighted six specific areas of clinical focus, 

resulting from the participants’ experiences, to help inform therapists’ understanding and 

considerations for working with stigma in the therapy room (Figure 1). In this section, I will 

summarise each of these areas. 

 

Figure 1 - Considerations for therapists 
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Stigma presenting in the therapy room 

 

It is important for therapists to consider the potential pervasiveness of stigma and how it may 

present itself in therapy, both explicitly and implicitly. I encourage therapists to be curious as 

to clients’ experiences of stigma and explicitly invite these into the therapy room, perhaps 

considering the questions: what does it mean for clients to be in therapy? Do family or 

friends know they are attending? And how did or might they respond?   

I also highlight the importance of therapists to remain vigilant to clients’ experiences of 

stigma at an implicit embodied level, as it might manifest as shame, and help build 

awareness of this through the tracking of sensations and emotions. For therapists who 

regularly work with the body in this way might also remain open to experiences of stigma 

being part of this process. 

 

 

Assisting clients in tolerating uncertainty 

 

Therapists are encouraged to remain open and curious to how clients conceptualise their 

mental health, and to consider how ‘quietly’ they may have been suffering in order to avoid a 

label. Therapists may ask the questions: how does the client understand their suffering? 

How do their beliefs impact them and the reactions of those closest to them? 

Therapists have the opportunity to challenge black and white thinking and perceptions of 

mental health and help-seeking. They can begin to assist clients in tolerating uncertainty, to 

consider mental health as existing on a continuum, upon which we are all situated and move 

along throughout our lives; we are “people with problems, not patients with illnesses” 

(Longdon and Read, 2017, p.24). Therapists may facilitate this process with the use of 

psychoeducation to increase understanding and to normalise psychological distress. 
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Stigma as the tip of the iceberg 

 

Clients’ relationship to stigma can be considered a concentrated reflection of their much 

broader experience, incorporating familial, social and cultural influences; stigma is the tip of 

the iceberg. Therapists are encouraged to explore experiences and feelings around stigma 

sensitively and with awareness and appreciation of difference, remaining curious as to 

sources of influence, as well as transgenerational factors. Therapists’ awareness of their 

own position, assumptions, biases and privilege is of course a fundamental and integral 

aspect to this process. 

By considering stigma as the tip of the iceberg, practitioners are afforded a nonintrusive area 

of enquiry around a client’s thoughts and feelings towards engaging in therapy which may 

prove very insightful, providing a window into their internal world and a deeper level of their 

psychological process. 

 

 

Reframing and empowering 

 

Stigmatising beliefs, explicit or implicit, may persist long after clients engage in therapy and 

practitioners might address these beliefs during their work together. Through the approaches 

of reframing and empowering, therapists have the opportunity to humanise psychological 

suffering rather than pathologise it (Davies, 2021). They might also, where appropriate, 

reframe therapy as a choice the client is making rather than a need, to emphasise their 

engagement in therapy as a purposeful action to regain a sense of control in their lives. 

Therapists might seek to emphasise and instil a sense of empowerment for clients through 

agency and autonomy, strength and courage, and consider the questions: how does the 

client perceive weakness and strength? Why might that be?  
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The therapeutic relationship, acceptance and attunement 

 

The process of therapy may trigger complex thoughts, feelings and beliefs linked to clients’ 

experiences of stigma. Therapists are reminded of the importance of developing and 

maintaining a strong therapeutic relationship, founded on acceptance, nonjudgement and 

moment-to-moment attunement (Stern, 2005), that will assist the tolerating, processing and 

integrating of these experiences. Furthermore, therapists may help clients reduce 

stigmatising beliefs through the development of self-compassion and self-acceptance, and 

are reminded of the value of remaining alongside clients, ‘being with’ them, not ‘doing to’ 

them.  

 

 

Accommodation to the client’s process and momentum  

Stigma tells us to cover ourselves, to hide our suffering and feelings of weakness and 

vulnerability. Therapists are reminded of the importance of “accommodation to the other’s 

rhythm” (Benjamin, 2004, p.25), letting go to be with the client, leading the way through 

surrender, and leaving space for them to follow; laying the pathway to connection and 

growth. Therapists can provide both a physical and psychological space to help clients 

uncover and integrate experiences of stigma. In providing a deeper level of connection to the 

self and to an other, clients develop a new blue print for relating and connecting. 

 

The points raised above may be familiar ways of working for many therapists, but my 

proposal is that stigma is considered an integral and active part of these processes, which 

can be held in mind and engaged with directly. Exploring clients’ experiences and 

relationship with stigma may also provide insight to a deeper level of their psychological 

process, and as stigma is an appropriate, and beneficial, conversation to initiate at the start 

of therapy, this insight is accessible much sooner than it might otherwise be. Once gathered, 

this information may assist therapists in attuning with clients during initial sessions and 

developing a therapeutic relationship, providing the necessary foundations for the work that 

lies ahead. 
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Reflections 

 

As I reflect on my experience of the research process there a number or points that emerge 

relating to the study and my learning that I will touch on in this section. 

 

 

Narrative secrets 

 

I referred earlier to the “commonplaces of narrative inquiry—temporality, sociality, and place 

— which specify dimensions of an inquiry space” (Connelly & Clandinin, 2006, p.479), and 

these, along with my own interests and agenda, were hugely influential throughout this 

interpretive process, shaping which stories were ultimately told (Riessman, 1993). 

Kermode’s (1980) term, ‘narrative secrets’ acknowledges the stories that were inherent 

within the participants’ narratives but which were not told, and warrant further investigation.   

I touch on a couple of these stories below, by way of acknowledgement and also as 

considerations for future endeavours. 

All three of the participants touched on the significance of their family dynamic and how this 

was instrumental in shaping their perceptions and relationship with stigma. Although I 

discussed these to an extent, the practical limitations and breadth of experience I wanted to 

cover meant this was somewhat restricted. Sparked perhaps in part by my relationship with 

my father, I was intrigued by Andy’s relationship with his, how he was “supportive” whilst 

also seeming to distancing himself from the process. It would have been interesting and no 

doubt insightful, to learn more about their relationship and the wider dynamic of the family; 

what form did the support take? And where and how did Andy’s attending therapy feature in 

the family?   

The influence of faith on Sarah’s experience also remained largely untold and I could have 

pursued this further. Looking back over the transcripts, Sarah highlighted its significance 

when she stated: “my faith has been a great inspiration and support to me, but there have 

also been issues with that whole way of thinking”. There was clearly a great deal there to 

explore, but perhaps the absence of ‘faith’ in my own life led me to move on from this 

prematurely. I was reminded of the words of du Plock (2010, p.125): “the angle at which we 

enter any field of inquiry determines what is illuminated, and also what is thrown into 
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shadow”. Being more of a sceptic myself, I perhaps inadvertently cast shadow over the 

influence of faith on Sarah’s experience. 

 

 

The presence and absence of power  

Whilst I had made reference to power in this dissertation, it was not until it was highlighted 

further by one of my readers, that I began to appreciate the complexity and centrality of it, 

and this is something that I could have expanded upon. I considered power to be most 

relevant at the wider social, political and economic levels, resulting in discrimination and 

oppression of those experiencing mental health issues, or seeking help for them, and whilst 

not immediately evident was of course running throughout. I came to realise that Claire’s 

experience in particular, reflected the significance of power in her concerns around 

confidentiality, and how vital it was to maintain this. It was following a further discussion with 

my female supervisor that I began to reflect on the power that I hold as a white, Western, 

heterosexual male, and how this might have limited my awareness of the significance of 

power that was at stake, especially for Claire, as a woman in a corporate environment. The 

power and privilege that I automatically hold means I may have a tendency to overlook its 

role and when it is at play, and this is clearly something I need to remain mindful of. I do not 

consider it a coincidence that this oversight was brought to my attention by my female reader 

and supervisor.  

 

Intergenerational aspect of stigma and life stage 

I have also begun to reflect further on the intergenerational aspects of the participants’ 

experiences of stigma that were evident throughout the narratives. The participants all 

described the influence of the preceding generation in shaping their perceptions and feelings 

around mental health and help-seeking, and their desire to implement change for the 

generation that followed. Sarah in particular spoke of wanting things to be different for her 

children, and how she could play a fundamental role in this by potentially disclosing her 

engagement in therapy to them.  

Claire’s experience brought to mind James Hollis’ (1993, p.18/19) notion of the psychological 

experience of the “middle passage”, when a person becomes obliged to view their life from a 

depth perspective, rather than a linear succession of years, and begins to ask, “Who am I, 
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apart from my history and the roles I have played?” It is this experience that resonates most 

with my own. There is something important here about acknowledging and owning one’s 

position, as part of the wider intergenerational web, and also one’s own agency in finding 

meaning and purpose in life.  

All the participants referenced their life stage or maturity as relevant to their engagement in 

therapy, and Andy’s experience reflects the significance of this across his two separate 

experiences of therapy. His proclaimed greater maturity on the second occasion saw him 

attending therapy, as Wilson (1996, p.13) described, “willing to engage” as opposed to the 

first occasion when he was arguably “in crisis”. Engaging in personal therapy again during 

this past year, provided me with the opportunity to observe and reflect on this process, which 

I described earlier. Despite my mixed feelings around this, I wondered if the ongoing 

pandemic, having brought discussions around mental health to the fore, had made this feel 

more acceptable in my mind, almost giving me permission to do so. Engaging in personal 

therapy as a therapist, frames the process in a way that is arguably more acceptable, 

perhaps even expected, and yet I am still aware of my underlying shame in doing so. This 

demonstrates the power of stigma - I will never truly know how it might feel to engage in 

therapy from a position not already associated with it, but I can imagine how shameful this 

might still feel. 

 

 

Critical reflections 

 

This study focuses on three very personal and unique experiences of the much broader topic 

of stigma surrounding psychotherapy. It takes a significant step in unearthing the complexity 

of stigma, and demonstrates the value of doing so. I hope it will spark further interest and 

research in this area. In this section, I critically reflect on aspects of the study. 

I will begin by reflecting on the number of participants involved in the study. I chose not to 

recruit beyond the three participants who initially came forward, partly due to practical and 

time constraints associated with the project, but also because this enabled me to focus on 

capturing the full depth and complexity of subjective experience; the primary aim of narrative 

inquiry. I interviewed each participant twice, generating approximately eight hours of 

narrative, overall. By conducting multiple interviews, which were unstructured and open 

ended, I sought to facilitate the telling of the participant’s stories, inviting any, and all, 
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aspects of their experience, until they felt this had been exhausted. The value of this was 

approach was reflected in the richness of experience that was captured. 

 

For some researchers, the minimum number of participants for qualitative research is 

regarded as five, or until saturation is reached (Dworkin, 2012). Morse (2015, p.587) defines 

saturation as “the building of rich data within the process of inquiry, by attending to scope 

and replication”. In this context, scope refers to the comprehensiveness of data, and 

replication refers to the point at which no new or relevant data emerges. Whilst I would argue 

that both these criteria were met in relation to each of the participant’s individual 

experiences, I would also suggest that at the same time, the concept of saturation is at odds 

with the aim of this study. Rather than seeking a conclusive understanding of stigma as a 

phenomenon, where saturation might arguably be desired, my aim was to unearth complex 

subjective experiences of stigma; an aim which I believe was achieved.  

 

More qualitative research is certainly needed in order to convey additional experiences of 

stigma. This must also involve researchers and participants from a variety of backgrounds. I 

discussed previously, the white, heterosexual, middle class experiences that surrounded, 

and were captured in, this study (see p.38/96), but the cross-culture differences associated 

with stigma (see p.16) must also be reflected in the research field via qualitative methods. 

I have also considered the dual roles that I hold in this research. I discussed the first of these 

in the methodology section (see p.36), where, due to my own experiences of stigma and 

seeking therapy, I am both embedded in the research and remain distanced from it; I occupy 

the space in between, an “insider-outsider” researcher (Dwyer & Buckle, 2009, p.54). In 

addition, I also occupy the dual role of practitioner-researcher which has further implications 

for the study. I felt that my experience as a practitioner contributed to my efficacy as a 

researcher, in particular, my use of empathic attunement and non-judgemental curiosity 

helped the participants convey such depth of experience, when telling their stories. 

These two roles of researcher and practitioner, whilst complimentary, do have fundamentally 

different aims. My focus as researcher was to elicit stories of experience at an embodied and 

affective level. As a practitioner, this would also be relevant, but my focus would shift even 

further towards the client’s process and even deeper levels of meaning. It is here that this 

dual role might arguably bias the interviews, as my practitioner self probes for meaning 

beyond the story the client is telling. Whilst this presented a challenge for me at times, to 

hold in mind the aim of  the interviews, I am also in agreement with Frank (1997, p.89), who 

suggests that, “the challenge is not to eliminate ‘bias’… but to use it as a focus for more 

intense insight”.  
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To this end, throughout the research process, I maintained a position of critical self-reflection 

and reflexivity, and incorporated this throughout my discussion section. The ongoing 

involvement of my supervisor, at every stage of the research process, was integral to this 

reflection. Not only did this relationship provide me with an invaluable sounding board to 

consider my biases and assumptions, but it also provided an alternate perspective to 

highlight aspects outside of my awareness; an example of this being the role of power I 

discussed above. 

In order to avoid unnecessary bias during the interviews, they were left intentionally open. 

And rather than following a directive interview schedule, I instead focused on three broad 

areas of experience, pre, during and post therapy: how were the client’s experiences of 

stigma negotiated in order to begin therapy? What were the client’s experiences of 

psychotherapy, in terms of stigma? And what are the client’s views/experiences of stigma 

now? During the interviews, whilst holding these areas in mind, I tried to remain non-

directive, and in the same way that I approach a therapy session, I sought only to open up 

experience rather than lead the conversation.  I believe this approach, and its value, was 

reflected in Sarah’s openness during her interviews. There was one moment in particular, 

where she conveyed the depth of her experience by comparing the stigma she felt around 

therapy, to that which she felt around sexual ethics and her faith. This was a deep and 

personal reflection, and one which is unlikely to have emerged through a more directive, 

structured approach. 

As much as I sought a position of openness and acceptance, it is also possible however, 

that my being a practitioner-researcher may have meant that certain aspects of the 

participant’s experiences felt less acceptable for them to voice. Talking to me, would 

potentially make sharing negative or critical experiences about therapists, or the profession, 

somewhat difficult to do.  

 

 

Final thoughts 

 

The narratives in this study have generated important considerations for therapists, and 

moved stigma from something that operates solely outside of the therapy room, to 

something that needs considerable attention within it. Therapists will benefit from an 

appreciation of the depth and complexity of stigma as well as its pervasiveness, and to 

recognise they have the opportunity to play an integral role in reducing clients’ perception of 
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stigma during therapy. Not only is this likely to help in the development of a therapeutic 

relationship, but also to help clients remain engaged in the process. 

 

I commented earlier that throughout the process of this research the world has been 

navigating its way through a global pandemic, experiencing months of ‘lockdown’, with our 

lives being impacted on every level. The interviews themselves were completed before any 

restrictions were in place and we knew little of what would lie ahead, so were unlikely to 

have been impacted. The process of transcribing, analysing and writing up has been 

accompanied from start to finish by the pandemic, and at the time of writing, further 

restrictions have been put in place. It is difficult to know exactly how this will have impacted 

what is written here, but it undoubtedly will have. I have tried to honour and convey this in 

terms of my own process in the reflections throughout the piece, and in the same way that 

Connelly and Clandinin (2006, p.479) highlighted the “commonplaces” of an inquiry space, I 

consider this to also apply to the writing space, which is specified by “temporality, sociality, 

and place”. 

Conducting this research has contributed significantly to my own understanding and 

conceptualising of stigma and has been valuable learning for me as a psychological 

therapist. In particular, I was struck by the complexity of experience and sources of influence 

that lay behind stigma, and how the narratives unearthed the depths of this.  I was also 

struck by the uniqueness of experience, how seemingly similar initial conceptions of therapy, 

such as a weakness or inability to cope, turned out to represent such very different things. 

Having engaged in therapy myself and navigated my own experiences and relationship with 

stigma meant that I had first-hand experience of the ‘felt sense’ (Gendlin, 1982) of this. I 

emphasised earlier, the importance of lived experience rather than intentions and 

expectations, and how stigma is most alive when we face it head on and look to engage in 

therapy. I felt my own experience helped me to connect with the participants, particularly at 

this implicit level of their experience.  

Undergoing this process of research has been significant and invaluable for my personal and 

professional development, as it has required me to step into my capacity as a researcher 

practitioner, and to fully own this position. This has been an ongoing challenge for me 

throughout my training, partly due to my own self-belief, but also, as I have come to realise, 

due to my relationship with stigma. Conducting this research from inception to completion 

has required me to engage and connect with my experiences, past and present. The 

realisation that I continue to navigate my own experience of stigma, even now, not only 

highlights the importance of engaging with clients’ experience of this, but also assists me in 

helping them to do so. 
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I caught the end of an interview on the television this morning with a man who was walking 

around the UK to raise money for a charity. He spoke briefly of his struggle with his mental 

health during the Covid-19 lockdown and was encouraging others to do the same. He 

described how stigma makes people feel it is a weakness to say they’re struggling, when 

actually it is a strength. Stigma is often summed up in this way, but this study has shown 

how it is so much more than that. Stigma touches the very core of our being, it is about who 

we are, in our own eyes and, how we perceive to be seen, through the eyes of others.  

We need to keep talking, to open up and share our experiences, but we also need to create 

an environment to facilitate this, an environment where we are not defined by language and 

labels that then marginalise us, and where our opening up is met with empathy and support. 

Stigma operates at multiple levels, from the structure of society, through our cultures, social 

groups and families, permeating our sense of self; it is complex, interwoven, multilayered 

and multidirectional. Eradicating stigma requires a fundamental shift in our day to day 

understanding and conceptualisation of what it is to be human. We need to move towards 

tolerating uncertainty rather than pigeon-holing ourselves or others into being labelled by the 

current system that conceptualises mental suffering and the language that defines it. If we 

can consider ourselves to all be on the same continuum of mental health, moving up and 

down it throughout stages of our lives, then perhaps we can more easily meet one another 

with greater empathy, openness and acceptance. 

 

“People with problems, not patients with illnesses”  

(Longdon & Read, 2017, p.24). 
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Appendix B: Example summary of coding 
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Appendix C: ‘OSOP’ (one sheet of paper) organising of themes 
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Appendix E: Recruitment poster 

 

 

 

Call for research participants 

Research title: The stigma of psychotherapy: Clients’ accounts 

 

 

 

 

 

Have you attended psychotherapy despite feeling that there is a stigma surrounding it?  

If so, it would be great to hear your story. 

 

Stigma is often considered the main reason that stops people attending psychotherapy, yet 

there are many people who do attend. This research aims to better understand different 

attitudes towards psychotherapy and how the stigma that surrounds it can be reduced, both 

in and outside the therapy room. 

My research is focusing on how the stigma of psychotherapy is experienced before, during 

and after attending psychotherapy.  

The criteria to be included in the research are that: 

 You have attended psychotherapy and feel there is a stigma surrounding it 

 You have finished working with your therapist within the last 6 months  

 You participated in at least 12 sessions of psychotherapy on a weekly basis 

 You are willing to talk freely about your experience of stigma and psychotherapy 

 

Participating in this research will give you the chance to reflect on your experiences, whilst 

contributing to the understanding of different attitudes towards psychotherapy, with a view to 

reducing the stigma that surrounds it. 

For more information, please contact Richard Webster: richard.webster@metanoia.ac.uk / 

07949 592336. Or Dr Camilla Stack, the research supervisor: camillastack@gmail.com   
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Appendix F: Participant information sheet 

 

PARTICIPANT INFORMATION SHEET V.1 

March 2019 

 

You are being invited to take part in a research study.  Before you decide whether or not to 

take part it is important for you to understand why the research is being done and what it will 

involve.  Please take time to read the following information carefully and discuss it with 

others if you wish.  Please ask us if there is anything that is not clear or if you would like 

more information.  

 

Title of project: The stigma of psychotherapy: Clients’ accounts 

Name of researcher: Richard Webster 

 

What is the purpose of the research? 

The purpose of this research is to investigate what the experience of psychotherapy has 

been like for people who feel there is a stigma that surrounds it. 

Stigma is often seen as the main reason that stops people from attending psychotherapy. 

However, there are many people that do attend and see it as a way of taking action and 

control in their lives. It is hoped that the results of this research will help to better understand 

these different attitudes towards psychotherapy and how the stigma that surrounds it can be 

reduced, both in and outside of the therapy room. The ultimate aim is to encourage more 

people to seek psychotherapy and to benefit from the insight and empowerment that it can 

often provide. 

The research is likely to be completed within the next twelve months. 

 

Why have I been asked to participate?  

You have been asked to participate because you have completed at least 12 weeks of 

psychotherapy within the last 6 months, and have now finished working with your therapist.  

A total of between 3 and 5 participants will be taking part in the study. 

 

Do I have to take part?  

Taking part in this research is entirely voluntary. If you decide you would like to take part, 

then you will be asked to sign a consent form which you will be given a copy of to keep. If 
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during the study you decide that you no longer wish to take part, you are free to withdraw at 

any time and without giving a reason. In the event of this happening, you can decide what 

happens to any of the data you have provided.  

 

How will I be involved if I take part?  

You will initially be asked to speak on the phone with the researcher to discuss the research 

process and to confirm your suitability and willingness to talk in depth about your 

experiences.  Following this, your involvement will entail talking freely about your 

experience of stigma and psychotherapy in two interviews, which will take place several 

weeks apart. There is no set time limit to each interview, although a guide would be of 

approximately an hour. This is to allow time for you to talk about your experiences and to 

give you the opportunity reflect upon and add to your account during the second interview.  

The interviews will be conducted by the researcher who will ask you questions during your 

account. The interviews will take place at a suitable location close to you, perhaps your 

home or a local community/public space. The interview will be recorded and then 

transcribed. You will have the opportunity to read the transcript in order to check that you are 

happy with what is written.  At a later stage, the transcript will be analysed and interpreted by 

the researcher, who may contact you to ask for clarification on parts of the interviews. You 

may also be asked for your thoughts on the analysis and interpretations offered, and you will 

have the opportunity to review sections of your account to be included in the study.  

 

What will I have to do?  

Taking part in this study entails your willingness to talk openly about your experiences of 

stigma and psychotherapy in two recorded interviews.  It also requires your willingness to be 

contacted subsequently during the research period as outlined above.  

  

What are the possible disadvantages and risks of taking part?  

It is possible that talking about your experiences of stigma and psychotherapy might take 

you back to places of vulnerability and might reawaken painful feelings.  It is recommended 

that you are willing to make contact with a therapist following your participation, if you feel 

you require further support.  The researcher can give you information about other sources of 

support, some of which are listed below. 

 

What are the possible benefits of taking part?  

It is hoped that participating in the study will be of interest to you, and provide an opportunity 

to reflect on your experience of therapy. It is also hoped that the information gained from 

your participation, along with others, will contribute to understanding the stigma of 

psychotherapy, and ultimately help to find ways to encourage more people to seek help. 

However, due to the nature of this kind of research, such outcomes cannot be guaranteed.  
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Will my taking part in this study be kept confidential?  

All information that is collected about you during the course of the research will be kept 

strictly confidential.  Any information which is used will have your name and personal details 

removed so that you cannot be recognised from it.  All data will be stored, analysed and 

reported in compliance with UK Data Protection legislation.  

 

What will happen to the results of the research study?  

The results of this research study will be published as a doctoral thesis. It is also possible 

that articles based on the research will be published in academic and practitioner journals, or 

as a book chapter/book. The researcher can tell you where you can obtain a copy of the 

published results.  You will not be identified in the thesis or any article/publication.   

 

Who has reviewed the study?  

This study has been reviewed by the Metanoia Research Ethics Committee.  

  

What if I have a question? 

If you have any questions at all regarding the research, at any point, these are most 

welcome and you are encouraged to contact the researcher or research supervisor without 

hesitation. The contact details are below. 

 

Contact details for further information  

Researcher contact details:  

Richard Webster: richard.webster@metanoia.ac.uk 

Research supervisor contact details:   

Dr Camilla Stack: camilla.stack@gmail.com 

Metanoia Institute 

13 North Common Road 

Ealing, London 

W5 2QB 

 

020 8579 2505 

www.metanoia.ac.uk 

 

 

mailto:richard.webster@metanoia.ac.uk
mailto:camilla.stack@gmail.com
http://www.metanoia.ac.uk/
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Sources of support 

 

Samaritans 

Telephone: 116 123 

Email: jo@samaritans.org 

Website: samaritans.org 

 

SANEline 

Telephone: 0300 304 7000 

Email: info@sane.org.uk 

Website: sane.org.uk 

 

Mind 

Telephone: 0300 123 3393 

Email: info@mind.org.uk 

Website: mind.org.uk 

 

Ealing Abbey Counselling Service (EACS) 

Reduced cost general counselling service 

1A Montpelier Avenue 

Ealing 

London 

W5 2XP 

 

Telephone: 020 8998 3361 

Email: counselling@eacs.org.uk 

Website: eacs.org.uk 

 

 

British Association for Counselling and Psychotherapy (BACP) 

Find a therapist database 

Telephone: 0870 443 5252 

Website: itsgoodtotalk.org.uk 

 

UK Council for Psychotherapy (UKCP) 

Find a therapist database 

Telephone: 020 7014 9955 

Website: psychotherapy.org.uk/find-a-therapist 

 

 

Thank you for your interest in this study.  

 

mailto:info@sane.org.uk
mailto:info@mind.org.uk
mailto:counselling@eacs.org.uk
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Appendix G: Participant consent form 

 
 

 
CONSENT FORM 

 
 
 
Participant Identification Number: 
 

 
Research Title: The stigma of psychotherapy: Clients’ accounts 
 
 
Name of researcher: Richard Webster 
 
 
 

Please initial box 
 

1. 
 
 
2. 

I confirm that I have read and understand the participant information sheet 
dated March 2019 for the above study. 
 
I have had the opportunity to ask any questions that I may have. 
 

 
 
 

3. I understand that my participation is voluntary and that I am free to withdraw 
at any time, without giving any reason.  If I choose to withdraw, I can decide 
what happens to any data I have provided.  
 

 
 
 

4. I understand that my interview will be recorded and then transcribed. 
 

 
 

5. I agree to take part in the above study. 
 

 
 

6. I agree that this form that bears my name and signature may be seen by a   
 designated auditor. 
 
 
 
  
 
________________________ _____________ ____________________  
Name of participant Date Signature 
 
 
 
 
 
 
_________________________ _____________ ____________________ 
Name of researcher Date Signature 
 
 
 

1 copy for participant; 1 copy for researcher 
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Appendix H: Letter of ethical approval 

 
 

 

 
 
 



 
 

168 
 

Appendix I: Research Supervisor Confirmation of Consent 

 

 

 


