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Abstract 

 This project chartered new territory with its theory-practice-research integration 

of counselling approaches, adult learning principles, and renewed conceptualizations for 

midlife depression.  It questioned counselling efficacy including barriers and facilitators 

to learning and change.  A core goal was critical examination of counselling processes 

and outcomes for depression with a focus on identifying those factors that combine to 

increase self-management of depression and promotion of well-being.  Salutogenesis and 

andragogy provided a theory-practice lens through which this study was conceptualized.  

This project inferred that maintenance of well-being as a lifelong learning process can 

contribute to managing depression, and, it questioned current standardized approaches for 

depression.  Given the prevalence of depression among adults in Canada and the absence 

of client-driven perspectives in the research literature about depression, this study was 

timely.  Fifteen conversational semi-structured interviews with midlife women and men 

who completed counselling for depression were conducted.  Gadamerian philosophical 

hermeneutics guided this qualitative inquiry so that participants‘ experiences and 

perspectives related to depression, counselling, and change could be heard.  Findings 

suggest that participants‘ unique experiences within diverse sociocultural, relational, and 

environmental realms and their feedback about counselling requires varied practice 

approaches for depression.  Factors contributing to the onset of depression included 

childhood sexual abuse, alcoholism in the parental home, discrimination, lack of support 

during adolescence, occupational stress, among other factors.  Depression tended to be 

activated by more than one factor.  Adversity during childhood and adolescence impacted 

depression management in midlife.  When past adversity combined with recent stressors, 

well-being was compromised.  Career change, educational pursuits, and leaving one‘s 
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country of origin during midlife entailed multiple stressors and linkages to depression.  

Change management required self-understanding of aspects that depleted and boosted 

well-being and identification of factors that facilitated and posed barriers to noticing and 

acting on depression triggers.  This understanding was largely experientially learned 

outside the context of counselling.  The therapeutic relationship was foundational to 

learning and change.  Counselling experienced as collaborative with counsellor active 

engagement about client-constructed perceptions about depression, fit of approach, prior 

learning, and resourcefulness was presented as efficacious.  Focusing was identified as a 

self-management skill and facilitative of meaning and purpose. 
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CHAPTER ONE 

COMING TO THE RESEARCH QUESTION: A CASE FOR INDIVIDUALIZED 

LIFELONG LEARNING FOR SUSTAINED WELL-BEING 

 

Without a client, therapy does not exist.  These factors, unquestionably  

the most common and powerful of the common factors in therapy,  

are part of the client or the client‟s life circumstances that aid in recovery 

despite the client‟s formal participation in therapy.  They consist of the client‟s  

strengths, supportive elements in the environment, and even chance events.  

~ Hubble, Duncan, & Miller, 1999, p. 9 

 

 I am a counsellor and researcher interested in how individuals conceptualize, 

experience, and implement learning and change when they engage in counselling and 

psychotherapy for depression.  Transition and change are integral to human existence.  

During midlife people can experience various points of transition including familial 

adjustment as children leave the parental home, employment and organizational change, 

the care of parents, retraining and educational endeavours, biological changes, and health 

issues.  Navigating transition and coping with change and stress can be more challenging 

when depression is present.  The impact of depression can extend to family members, lost 

time at work, and an increased vulnerability to health risks and well-being.  

 Depression is neither pathology nor is it inescapable, and, it seems both universal 

and individual.  Depression is unique in terms of family history, supports (past and 

present), environmental conditions, help seeking behaviour, approaches to coping with 

change and stress, and how one views depression.  In contrast, there are similar social and 

cultural forces at play for Canadian adults such as the strain of a North American work 

ethic, multiple demanding, often competing, life roles, and stigma attached to mental 

health supports and learning in adulthood.  Canada‘s emergent demographic profile 

indicates that the number of women and men in their midlife years is on the rise with 

their mental health and well-being an important area of research.  Lastly, within the 
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context of counselling, these aspects of depression combine with counsellors‘ personal 

and professional conceptualizations of depression and approaches to learning and change 

processes.   

I. Introducing the Research Topic 

 My research inquiry makes the connection that application of adult learning 

principles in counselling has the potential to facilitate ways for adults to manage their 

lives amidst the flux that often accompanies midlife depression.  Adult learning involves 

self-awareness, knowledge of alternatives, practice of new skills, and experientially-

driven strategies.  I am particularly curious about how counselling facilitates change 

processes for midlife adults experiencing depression and to what extent adult learning 

principles are a part of these processes. 

 As I immerse myself in the literature and reflect upon my clinical work with 

clients, it is doubtful to me that standardized treatments for depression solely attend to its 

individualized and multifaceted nature.  This curiosity called forth to me the need to 

dialogue with individuals who have completed counselling, and to discover how they 

experienced depression, counselling, and change.  My approach to inquiry, Gadamerian 

philosophical hermeneutics, invites reflection on the past that informs the present, and, 

combined, these influence the future.  Thus, the history of depression‘s etiology and 

development of treatment interventions is a knowledge base contributing to my 

questioning of current counselling practices.  ―[T]herapies for depression must be viewed 

in context as they have historically been based upon traditional theories of psychological 

development‖ (Carter & Kaslow, 1992, p. 603).  In the second section of this chapter, I 

explore the history of depression and conceptualize it from multiple perspectives. 
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Domain of Inquiry 

 My inquiry focused on the context of counselling psychology and questioned how 

adults challenged by depression learn when they are engaged in counselling.  I view 

counselling and learning as processes that share common elements; this interconnectivity 

is discussed later in this chapter.  My research study considered counselling a learning 

environment or a type of incubator for revisiting past learning and creating new learning 

experiences.  In this regard, my study questioned how the transfer of learning (how 

learning impacts later learning and how we transfer previous learning and experience to 

learn a new skill; Haskell, 2001; Leberman, McDonald, & Doyle, 2006) occurred in the 

context of counselling to help facilitate lifelong learning for wellness (salutogenesis; 

Antonovsky, 1979, 1984, 1987, 1996; Langeland, Wahl, Kristoffersen, & Hanestad, 

2007) and self-management of depression.  Adult learning can be experiential, reflective, 

and transformative drawing on how individuals construct their experience, how they learn 

from it, and what meaning they attribute to learning outcomes.  I questioned how this 

process of construction and reconstruction occurred when depression was present.  I 

believe that individuals are active agents in the creation of knowledge and reality against 

a historical back-drop that is always present, but not always in conscious awareness.   

While I do not disagree that life tends to be guided by developmental milestones and 

transitions, I remain particularly interested in individual differences in experiences of 

midlife depression and change processes. 

Purpose and Scope 

 My qualitative inquiry was intended to increase knowledge and understanding 

about how depression, counselling, and learning are experienced by midlife women and 



4 

 

 

 

 

 

 

men in the contexts of counselling and daily life.  It was proposed that in-depth 

conversations with participants would identify factors that combined to facilitate and 

hinder change and learning for depression.  My study has ‗practical value‘ (Angen, 2000) 

in its potential to inform counselling practice and counsellor education.  A better 

understanding of how individuals transfer awareness, knowledge, and skills from 

counselling into daily life, and visa versa, resulted from my study.  Participants‘ 

conversations about depression, counselling, and their change processes will broaden and 

deepen our understanding about the course of depression, its interruption, and how people 

maintain well-being. 

 My research inquiry makes the connection that application of adult learning 

principles and practices in the context of counselling has the potential to facilitate ways 

for adults to self-manage depression and well-being.  Adult learning theory includes 

experiential, transformative, and self-directed learning.  The more actively engaged 

clients are in their own learning processes, the better equipped and empowered they 

become to make change happen.  What active engagement looks like is of particular 

interest to me.  In short, I was especially curious about how counselling facilitated change 

and to what extent adult learning principles were a part of these processes.  As I 

immersed myself in the literature and reflected upon my work as a counsellor, it was 

doubtful to me that standardized treatments for depression attend to its individualized, 

multifaceted nature.  

Research Question 

 My primary research question was, how do adults with depression experience 

learning during counselling?  Additional research questions included these six questions: 
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(a) what changes would participants notice? (b) what types of learning seemed to 

facilitate change? (c) what interventions did participants find helpful and less helpful? (d) 

how were learning and change fostered in/outside the context of counselling? (e) what 

were participants‘ ideas about intervention strategies for depression? and (f) how could 

adult learning inform future counselling for depression? 

 II. Coming to the Research Question 

 

 It has been said of hermeneutic projects that understanding begins when we are 

addressed by an event in the world (Gadamer 1960/2004).  Researchers are often 

beckoned by questions, curiosity, and an emerging need for inquiry (Koch & Harrington, 

1998; Lopez & Willis, 2004).  Sometimes an event in the world gets the ball rolling and 

makes possible the interpretation and understanding that follows (Weinsheimer, 1985).   

―The unfamiliar always calls for interpretation‖ (Gallagher, 1992, p. 124).  At the same 

time, familiarity with a topic, a necessary precursor for hermeneutic inquiry, triggers 

questions about current understanding of a topic (Geanellos, 2000; Lopez & Willis, 

2004).  The process involves being pulled to what is unknown, unfamiliar, and strange 

about the topic, perhaps even more of an address (Gallagher, 1992).  Acquaintance with a 

topic is not intended as an all-knowing stance; rather, hermeneutics emphasizes our 

relationship, history, and prejudice with our topic. 

 The course of depression is far from linear, or a staircase where one step 

methodically follows the next.  Life, a tapestry of interwoven experiences, weaves 

together predictability, happenstance, pleasure, pain, joy, suffering, and dreams.  There 

are varied pathways to learning – experiential, social, relational, cultural, reflective, 

dialectical, transformative, pragmatic, and didactic; and, diverse teachers – relationships, 
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emotion, art, mentors, literature, intuition, sensorimotor responses, educational programs, 

music, thoughts, family, workplaces, poetry, and so on.  How can it be possible that 

interventions, learning, and change processes for depression are homogeneous?  

 Even though opportunities for learning exist, engagement in exploration, 

questions, new ideas, transformation, and change do not necessarily take place.  Why?  

We can surmise that a certain readiness, perhaps more so an invitation for learning is a 

necessary prerequisite.  Learning, in the context of mental health, suffers barriers such as 

stigma attached to counselling, a history of treatment being prescriptive, practice 

approaches for depression sometimes lacking individualized planning, and entrenched 

ideologies about learning in adulthood.  Moreover, North American culture constructs 

and promotes messages that by midlife adults should have it all figured out, be 

successful, fully self-sufficient – no additional learning required.  This dictum closes the 

door on learning, silences curiosity, and assumes that life is a straightforward trajectory 

for everyone.  Imagine the possibilities if adult learning was conceptualized as ongoing 

growth for well-being, widely accepted, and promoted.  I propose an integration of 

salutogenesis (factors that support health and well-being) and andragogy (processes to 

engage adults in learning) as a renewed way of conceptualizing counselling for 

depression.  Importantly, how counsellors conceptualize depression and mental health 

shapes practice approaches.  Clients‘ conceptualizations about counselling, depression 

and self-management, equally critical, are rarely discussed in the extant research 

literature.  

Being Addressed by Clients, Individual Differences, and Questions 

 As a counsellor and researcher, I am interested in how clients conceptualize 
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factors related to depression and change.  In my clinical work, I collaborate with clients 

to facilitate change, foster resiliency, and enhance learning for self-management. 

Transition and change are integral to human existence.  Midlife is known as a ―transition 

dense‖ period in the life course (Wickrama, Lorenz, Fang, Abraham, & Elder, 2005).  

Examples of transition during midlife include caring for children and family members, 

career change, continuing education, financial strain, the demands of work, and 

physiological changes.  Not only are midlife factors unique for individuals, depression is 

distinct in terms of family history, precursors and onset, supports, and environmental 

conditions. 

 In their discussion of adult transition within the context of counselling, 

Schlossberg, Waters, and Goodman (1995) highlighted how various contexts (e.g., 

biographical, social, institutional, cultural norms, environmental, and organizational) 

influence individual differences in transition.  According to Schlossberg et al., a 

counsellor‘s theoretical perspective about transition influences assessment and 

intervention.  Counselling strategies framed using adult development theories differ from 

approaches for transition derived from a contextual theoretical perspective, or life span 

perspective that consider the influence of life events on transition.  Schlossberg et al. 

emphasized how adult development theories that focus on age and stage of life norms 

narrow the broader context of life experiences (e.g., geographic location, 

socioeconomics, discrimination, and prejudice).  When counsellors collaborate with 

clients to learn about aspects of the transition (e.g., anticipated versus unexpected, areas 

of life impacted, and how the transition might change relationships, roles, and routines), 

this knowledge contributes to intervention planning (Schlossberg et al., 1995).  
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Understanding how clients cope with change and transition and how they perceive it 

informs needed supports, the learning of new skills (e.g., decision-making, negotiation, 

and generating alternatives), and strategies to foster adaptability.     

 An amalgamation of life experiences summoned me to my research topic; 

however, my focal inspiration was dialogue with clients during counselling. Their 

feedback suggested that standardized practices for depression fall short of addressing 

issues they linked to depression such as grief and loss, relational difficulties, disconnect 

from the self, questions about identity, negative past events, current stressors, and 

purpose and meaning in life.  The multidimensional nature of depression, unique and 

contextual for each person, brought to light for me the salience of individual differences. 

Treatment planning, less standardized than previous education and training had presented 

to me, I began questioning the efficacy of traditional approaches to depression.  As 

Greenberg and Watson (2006) stated, ―[d]epression is not a monolithic disorder, but 

rather an experience that varies greatly from individual to individual and within the same 

individual from moment to moment and year to year‖ (p. 5).  Given the uniqueness of 

onset, triggers, coping, and a myriad of other differential factors, how can there be one 

‗best‘ approach?  If depression is on the rise in North America, what is working 

therapeutically, what is not working, and what needs to change?  To me, the experiences 

and perspectives of people who had completed counselling for depression were critical in 

response to these questions.  Strikingly, client perspectives about therapy outcomes, 

efficacy, and self-management of depression are a rare find in the research literature.   

Being Addressed by the Interconnectivity of Adult Learning and Counselling 

 It is assumed that counselling facilitates learning and includes outcomes such as 
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enhanced self-awareness, the acquisition of new knowledge, and the learning of new 

skills.  Yet, research literature about the relationship among counselling, adult learning, 

and client perspectives on how they learn is scarce.  Merriam and Caffarella (1999) 

pointed out the lack of clarity about the ways in which development and learning in 

adulthood are related.  On the other hand, Nezu and Nezu (2001) reminded us of the 

influence of prior learning and developmental and learning histories on one‘s knowledge 

and ability to problem-solve in adulthood.  For example, if effective problem-solving is 

not role modelled during childhood, this competency does not necessarily transfer into 

adulthood (Nezu & Nezu, 2001).  Mackeracher (2006) contended that learning is a 

natural part of everyday existence since the activity of learning is necessary for us to 

make sense of the world, increase predictability and manageability of life, respond to 

internal and external cues, and define our personal views (p. 6).  At the same time, 

however, Mackeracher discussed certain ―conditions‖ for learning to occur such as 

sufficient prior meaning and experiences and time and freedom from threat.  Her main 

concern was not how to motivate learners, but rather how those facilitating learning are 

mindful of potential obstacles to learning.  

 Ohsako (2000) integrated adult learning and counselling by linking heterogeneous 

learning needs to diverse counselling approaches and pointed out the role of counselling 

in helping adults discover barriers (e.g., shortage of time, health, and economic contexts) 

to their participation in learning.  Moreover, Zubialde, Eubank, and Fink (2007) 

discussed the potential of applying adult learning principles (e.g., active learning 

engagement, collaborative processes, and problem-solving) to clinical and medical 

practice.  Bohart (2000) contended that therapy offers ―a set of learning opportunities‖ to 
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help clients ―understand, restructure, and resolve problems‖ (p. 138) and emphasized that 

client involvement is essential to learning.  Bohart viewed therapy as providing these five 

main learning opportunities: (a) an empathic workspace; (b) interpersonal learning; (c) 

co-constructive dialogue; (d) structured exercises; and (e) skills training and guided 

learning (p. 140).  Learning-oriented approaches contrast the medical model viewed as an 

expert treatment provider administering assessment, diagnosis, and intervention with 

minimal client involvement (e.g., Bohart, 2000; Duncan & Miller, 2000). 

 On the path to meaningful educational encounters for adult learners.  ―The 

mind, body, spirit, emotions, and society are not themselves simply sites of learning; 

learning occurs in their intersections with each other‖ (Merriam, 2008, p. 97).  In a North 

American context, people typically acquire information, knowledge, and skills to 

function in the world through formal educational pathways (Merriam, Caffarella, & 

Baumgartner, 2007).  At the same time, however, individuals differ in their exposure to 

learning strategies, information, beliefs, and values.  People also differ in life experiences 

and prior learning, their past experiences of learning, emergent learning needs, and 

participation in informal learning contexts (Merriam et al., 2007).  Adult learning theories 

and practices that once focused predominantly on learner qualities and developmental 

stages have expanded to consider how contextual, environmental, and sociocultural 

factors play a role in facilitating and obstructing learning (Amstutz, 1999; Mackeracher, 

2006; Merriam, 2008; Merriam et al., 2007).  This lens has led to more inclusive, creative 

ways of teaching, learning, and being.  Merriam and Kim (2008) proposed differences 

among cultural conceptualizations of lifelong learning; they, for example, compared 

Western culture‘s affinity for lifelong learning of new work-based skills to a Buddhist 
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worldview espousing mindful daily living.  Over time, new learning tools such as the 

Internet have become available highlighting the influence of social context (Merriam et 

al., 2007).  Nevertheless, a challenge that remains for counsellors and educators is 

making educational and learning moments meaningful and suitable to the individual 

needs and preferences of adult learners (Amstutz, 1999). 

 The dual nature of autonomy.  Adult learning theory has been criticized for 

being overly focused on autonomy, prescriptive knowledge, and the promotion of 

standardization (e.g., competency-based curricula, Amstutz, 1999).  Developmentally 

speaking, in some respect, adults experience polarization between a desire for 

individuation (Jung, 1933) and a sense of connection (Taylor, 1999).  This suggests a 

need for learning to combine both solitary and communal paths for exploration, 

discovery, and practice.  Given the dialectical, relational, contextual, and situational 

nature of learning, it is important that facilitators of learning incorporate learners‘ cultural 

knowledge, personal experiences, and self-determined competency needs (Mackeracher, 

2006; Merriam et al., 2007). 

 Self-directed learning (SDL) was introduced to North America in the 1970s with 

the goal of studying what motivates adult learners and how it differed from formal 

education (Cross 1981; Merriam, 2001; Penland, 1977; Pratt, 1993).  This early work 

influenced future SDL theories of adult learning including transformative learning 

(Brookfield, 1985; Mezirow, 1981, 1985a, 1985b), Kolb‘s (1984) Learning Cycle Model, 

and Knowles et al.‘s (1998, 2005) Andragogy in Practice Model.  Freire (1970) believed 

andragogy functions to help adults become the driving force behind their own thoughts 

and feelings.  Knowles and Associates (1984) posited that internal factors motivate adults 
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to learn more so than external ones.  Researchers have questioned the capacity for 

autonomous learning given the influence of social contexts and they have suggested we 

not assume all learners are self-directed (Brookfield, 1986; Finger, 1991; Grace, 1996; 

Jarvis, 1984; Nottingham Andragogy Group, 1983; Podeschi 1986, 1987; Podeschi & 

Pearson, 1986; Pratt, 1988).  SDL was thought to foster locus of control (Knowles et al., 

2005; Pratt, 1993).  In contrast, self-direction fluctuates according to goals, situational 

contexts, and confidence levels (Pratt, 1988).  Mezirow‘s (1981, 1985b) framework for 

SDL incorporated problem-solving, dialogic learning, and self-reflective learning.  SDL 

has been criticized for insulating learners from broader sociocultural contexts and more 

global understanding of their influences (Brookfield, 1986; Cross, 1981; Finger, 1991; 

Grace, 1996; Jarvis, 1984; Pratt, 1993).  Brockett (1994) asserted that SDL is not an ―all-

or-nothing‖ concept, but, rather a continuum depending on factors such as situations that 

call for individualized, group learning, and combinations thereof. 

 According to Caffarella and Clark (1999), adult development has shaped how 

adult learning is conceptualized and practiced.  They presented the need to integrate 

various aspects (biological, psychological, and sociocultural) related to aging versus life 

stage models that promote autonomy as foundational to adulthood; and, they highlighted 

the importance of interconnectedness and interdependence.  Wolf (2009), for example, 

highlighted the benefits of midlife learners in career transition having access to various 

ways of connecting with others (e.g., in-class collaboration, e-mail, and online support).  

Vygotsky‘s (1978) zone of proximal development (the realm between what learners can 

achieve on their own and what they can achieve given assistance) helps conceptualize the 

balance between independent and communities of learning.           
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 The continuity of life’s narrative.  Through a hermeneutic lens, one could say 

that we are always in the process of learning and making meaning of our lives by virtue 

of living out our life narratives.  Clark and Rossiter‘s (2008) conceptualization of 

experiential learning as narrative learning invites discussion of how individuals interpret, 

author, enact, and make changes in their lives.  They suggested that narratives are co-

constructed since people are embodied by cultural values, life transitions, and 

relationships.  Experiential learning has been viewed as an approach that helps customize 

learning by connecting past experience to new learning (Merriam, 2008).  Use of emotion 

to learn about the self and generate meaning (Clark & Dirkx, 2008; Dirkx, 2008) has also 

been connected to learning related to sensory experiences and memory (Hill, 2001).  At 

the heart of adult learning is the notion that one‘s life context influences learning needs.  

Eduard Lindeman (1885-1953) has been viewed as a key figure in the context of adult 

education (Nixon-Ponder, 1995; Smith 1997/2004).  As cited by Smith, in 1926, 

Lindeman stated, ―Every adult person finds himself in specific situations with respect to 

his work, his recreation, his family-life, his community-life et cetera – situations which 

call for adjustments‖ (para. 13).  Instrumental, experiential, and transformative learning 

have been criticized for limiting sociocultural contexts and collaborative approaches to 

learning (e.g., Amstutz, 1999).   

 Transformative learning.  When a life event or experience happens, it can 

transform self-perception and the direction of life (Baumgartner, 2001).  Johns and Hardy 

(2005) discussed transformation as ―a purposeful and active process of being and 

becoming, of realizing desirable practice as a lived reality‖ (p. 85).  Transformation 

theory (Mezirow, 1991, 1997) is a critical theory of adult learning that emphasizes how 
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individuals negotiate and act on purposes, values, feelings, and meanings – individual 

and social (Mezirow, 2000).  Transformative learning (Mezirow, 1991, 1997) is the 

process of effecting change in a frame of reference and includes the many experiences 

that come from associations, concepts, values, and feelings (Mezirow, 1990, 1991, 1997).  

Mezirow (1985b) described meaning perspective as ―the structure of cultural and 

psychological assumptions within which new experience is assimilated and transformed 

by one‘s past experience‖ (p. 144).  Taylor (2008) has invited us to consider emergent 

alternatives to Mezirow‘s theory of transformation including the role of relationships, 

spirituality, empowerment, and neurobiology. 

 Transfer of learning.  In the early 1960s, researchers (Goldstein, Heller, & 

Sechrest, 1966) discussed the challenges of ensuring the learning that occurs in therapy is 

carried over into ―extratherapy situations‖ (p. 214).  They believed it to be a key area of 

research, but one that had received little attention.  In fact, they purported that 

psychotherapy systems failed to incorporate transfer of learning and simply assumed it 

took place outside the therapy setting.  According to Haskell (2001), transfer of learning 

involves the ability to apply and adapt past learning to new contexts and that previous 

learning influences current and future learning.  As Haskell highlighted, transfer has 

more to do with how one perceives and processes information than with instructional 

techniques.  Leberman et al. (2006) referred to this concept as the development of 

knowledge, behaviours, and attitudes that can be adapted to different situations.  

Researchers emphasized the importance of understanding barriers to learning transfers 

(Lauder, Sharkey, & Booth, 2004; Leberman et al., 2006).  In fact, Leberman et al. 

discussed that since developmental factors and theories of change influence learning, by 
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taking these into account, learning approaches can be adapted to the characteristics of the 

learner.  Furthermore, in her discussion of leaner-centered approaches to ―learning-

facilitating interactions,‖ Mackeracher (2006) highlighted that learning ―is something 

done by the learner rather than something done to or for the learner‖ (p. 5).  I think 

Mackeracher made an important connection among learner factors, the learning 

environment, and that factors that affect learning (e.g., strong emotion, and, values and 

beliefs about learning influence one‘s orientation to learning).   

 Past learning experiences do not suddenly disappear amidst present attempts to 

learn new ways of being in the world (Grams, 2001; Rogers, 1980).  Grams referred to 

this as the principle of continuity and stated that ―we are reminded here that adult 

cognitive capacity is both informed by what we have learned from past experience and 

the determinant of further learning endeavors‖ (p. 108).  According to the transfer of 

learning theory, since past learning experiences impact later learning, identifying barriers 

to transfer of knowledge and skills is necessary; examples of barriers include available 

learning opportunities, degree of original learning, and awareness that new learning is 

needed (Goldstein et al., 1966; Haskell, 2001; Leberman et al., 2006).  

 It has been suggested that, in the context of psychotherapy, learning to learn may 

be necessary and that learning skills can be improved over time (Goldstein et al., 1966). 

Gut (1989) contended that learning across the life span includes attachment patterns, 

family dynamics, and relational interactions.  She also discussed how depression is 

affected by culture, subcultures, and society at large.  Her view considered how 

traditions, beliefs, values, and expectations impact emotional and cognitive responsivity 

to self and others.  Thus, development includes various learning contexts (e.g., family, 
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community, and educational) (Gut, 1989; Leventhal & Martell, 2006).  How these 

contexts facilitate and hinder learning becomes part of the broader spectrum of influences 

on what facilitates adult learning and change. 

 Diverse learning channels: Reflective learning or rumination?  Adult learning 

theories have recognized that if increased meaningfulness, self-identity, and 

empowerment are learning goals, then the pathways toward these goals are quite diverse 

(Baumgartner, 2001).  Merriam‘s (2001) discussion of individual differences in 

motivation, self-directedness, and responses to learning situations and environments 

highlighted the importance of not making assumptions about adults as learners.  Adult 

learning theories have recognized that if increased meaningfulness, self-identity, and 

empowerment are learning goals, then the pathways toward these goals are quite diverse 

(Baumgartner, 2001).  Merriam‘s (2001) discussion of individual differences in 

motivation, self-directedness, and responses to learning situations and environments 

highlighted the importance of not making assumptions about adults as learners.  Even 

though self-reflection has been deemed a cornerstone of adult learning, it is not 

necessarily a universal pathway to learning and change.   

 Contrary to the notion that reflection parallels maladaptive forms of rumination 

including poor problem-solving and negative thinking (Lyubomirsky & Nolen-

Hoeksema, 1995; Nolen-Hoeksema, 1991, 2000; Nolen-Hoeksema, Wisco, & 

Lyubomirsky, 2008; Yip, 2006), investigations about reflective learning during 

counselling found a link to active participation and motivation to seek insight into 

problems (Karlsson & Kermott, 2006).  Reflection has been viewed by many researchers 

as an effective problem-solving tool (Boyd & Fales, 1983; Dewey, 1910/1997; Grove, 
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2004; Schön, 1982), a way to foster critical thinking (Bruning, Schraw, & Ronning, 

1999), a deliberate cognitive activity with the intention of connecting thoughts, feelings, 

and experiences (Andrusyszyn & Davie, 1997), a strategy to generate alternatives to tacit 

understanding, knowledge, and beliefs (Schön, 1982), and a way to explore experience 

for new understanding (Boud, Keogh, & Walker, 1985). 

 One can distinguish excessive rumination that does not lead to problem-solving 

and self-reflection that facilitates increases in self-awareness, consideration of 

alternatives, and constructive self-examination (Anthony, Franklin, & Langford, 2002; 

Levitt, Butler, & Hill, 2006; Lyubomirsky, Tucker, Caldwell, & Berg, 1999; Trapnell, & 

Campbell, 1999), active experiential learning (e.g., Kolb, 1984), and transformative 

learning (e.g., Johns & Hardy, 2005).  In short, the focus of rumination (e.g., negative, 

maladaptive ideation) differs from reflection (Gilbert, Cheung, Irons, & McEwan, 2005). 

Emotion processing has been found to be efficacious for depression (Greenberg & 

Watson, 1998, 2006; Hunt, 1998; Missirlian, Toukmanian, Warwar, & Greenberg, 2005). 

Rumination has been linked to regrets and difficulties in adapting to loss (Nolen-

Hoeksema, Parker, & Larson, 1994; Torges, Stewart, & Nolen-Hoeksema, 2008). 

  One researcher‟s perspective.  How I position myself amidst ever-changing 

perspectives on adult learning is a somewhat integrative conceptualization.  I think 

learning is a personal and unique experience for individuals.  In concert with this belief, 

there are commonalities that influence when, how, and why individuals take up a learning 

opportunity, be it formal or informal.  For example, daily life situations, planned and 

unplanned transitions, work-related training, and personal identity and growth are a few 

examples that come to mind of what tends to motivate learning for adults.  Self-directed 
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behaviour depends on personal goals, motivation, available resources, and knowledge of 

how to be self-directed.  Also at play are social trends, sociocultural forces, prior learning 

experiences, orientation to learning, personal attributes, exposure to learning 

opportunities across the life span, availability and accessibility of resources and learning 

tools, support, and freedom to explore ideas and interests – all of which differentially 

intersect for individuals at different moments in time. 

 I question how learning and change occur in the midst of depression.  Broadening 

depression‘s predominantly biomedical framework to include client-driven factors such 

as experiential learning, resourcefulness, and resiliency may help facilitate more effective 

self-management of depression and renewed counselling approaches.  There is 

insufficient research that focuses on how individuals manage their own well-being when 

depression is a challenge in their lives.  Learning takes many forms in counselling such as 

learning new ways of relating, managing, trusting, bringing meaning and purpose into 

life, interpreting, healing, responding, and self-care.  It also includes acquiring 

information and resources.  If we consider counselling and learning as dialectical 

processes, an interactive exchange and construction of ideas, meaning, experiences, 

interpretations, and opinions (Coleman, Kelledy, & Kopp, 2004; Greenberg & Watson, 

2006; Mackeracher, 2006; Neimeyer & Mahoney, 1995), a critical question in my study 

is how this process unfolds in the context of counselling.  Discovery, learning, and 

change take place within and outside the context of counselling.  When we consider 

learning across the lifespan and the sheer number of skills needed to survive, it is 

staggering.  More in-depth understanding of the barriers that impede and foster learning 

for adults in the context of mental health is necessary.  Some of the barriers identified 
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include multiple demands on time, energy and resources, societal and individual 

perceptions and stigma about learning and seeking help in adulthood, and negative past 

life events, including negative learning experiences.  

Being Addressed by the Prevalence of Midlife Depression 

 The prevalence of depression in Canada is on the rise, predominantly for midlife 

women and men.  Internationally, the prevalence of adults experiencing depression is also 

increasing.  Mental health is the most widely studied aspect of health in midlife with 

depression the major indicator of mental health (Deeg, 2005).  According to the World 

Health Organization (WHO), it is anticipated that by 2020, depression will be the second 

leading cause of disability worldwide, behind heart disease (Murray & Lopez, 1996, 

1997; Willemse, Smit, Cuijpers, & Tiemens, 2004).  ―Depression is already the single 

leading cause of disability for people in midlife and women of all ages‖ (Horwitz & 

Wakefield, 2007, p. 215).  Piazza and Charles (2006) pointed out that despite general 

increases in standard of living and other advances in the second half of the twentieth 

century, this has ―not translated into improved psychological well-being for Baby 

Boomers in comparison to their predecessors‖ (p. 111). 

 In Canada, 4% of employed adults between the ages of 25 to 64 (the equivalent of 

approximately 500,000 individuals) experienced depression the previous year (Gilmour 

& Patten, 2007).  The British Columbia Ministry of Health Services (2002), in a 

Provincial Strategy for Depression, reported that the highest rates of depression in British 

Columbia are during midlife and late life.  In this report, midlife was between the ages of 

35 to 55 years.  Starkes, Poulin, and Kisely (2005) highlighted, in the Atlantic provinces, 

middle-aged individuals were the least likely to receive treatment for depression; 



20 

 

 

 

 

 

 

however, they did not hypothesize why this is the case other than to indicate that focus 

there has been on treating depression for children, adolescents, and seniors.  Ipsos Reid 

(2007) reported that working Canadians (their sample involved 4,122 full/part-time 

employed adults) with depression linked cause to a specific event (64%), stress (62%), 

family history (22%), chemical imbalance (17%), and so on.  For those 64% of 

individuals linking depression to a specific life event, 26% of events pertained to 

relationships, 18% related to a death in the family, 11% to job demand and strain, among 

other factors. 

  Canadian research for mental health in the workplace has been increasing over the 

last ten years as evidenced by the Global Business and Economic Roundtable on 

Addiction and Mental Health‘s contributions to depression and the labour force (Bilsker, 

Gilbert, Myette, & Stewart-Patterson, 2004; Watson Wyatt Canada ULC [Watson], 2007; 

Wilkerson, 2006; Wilson, Joffe, & Wilkerson, 2000).  In a random sample survey of 

1,000 Canadians and 1,000 Americans regarding public opinion of depression and the 

workplace, 14% of Canadians and 20% of Americans (11% and 15% related to the 

workplace) were diagnosed with depression; this survey found that lower income and 

lower education were related factors (Ipsos Reid, 2007).  Concerted efforts are being 

made (e.g., Bilsker, Gilbert, & Samra, 2007) to increase people‘s capacity to more 

effectively self-manage depression while at work through a variety of self-help tools.  

Watson (2007) implicated ―etiological factors‖ and ―efficacy factors‖ as two of four main 

―gaps in knowledge‖ related to mental health in the workplace.  Recognizing the 

multidimensional nature of depression, the Watson report proposed in-depth assessments 

for depression that integrate biological factors, skills, work (e.g., job design, 
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relationships, and work culture), and sociocultural factors (e.g., stress, time pressures, 

work/family issues, elder care, and stigma). 

 It is surprising to me that even though the prevalence of depression in Canada is 

increasing, individuals with major depression have not increased their use of mental 

health services in the past ten years (Wang et al., 2007; Wang, Patten,Williams et al., 

2005).  Ipsos Reid (2007) reported that only 3% of employees with depression sought 

counselling.  In and outside workplaces, depression remains a silent issue (Ipsos Reid, 

2007; Watson, 2007; Wilkerson, 2006).  This underscores the need for ongoing efforts in 

de-stigmatizing and reconceptualizing depression and counselling. 

 In North America, depression is the most common mental health issue for which 

women seek help (Woods & Mitchell, 1997) and they are twice as likely to seek it as men 

(Cyranowski, Frank, Young, & Shear, 2000; Good & Wood, 1995; Heifner, 1997; Nolen-

Hoeksema, 1987; Robbins, 2006).  The risk of recurrence increases with each successive 

episode (Solomon et al., 2000).  Despite intensive treatment often received for 

depression, “individuals are consuming resources that do not meet their needs,” (Scott, 

Palmer, Paykel, Teasdale, & Hayhurst, 2003, p. 225).  

 Scelfo‘s (2007) interviews of men between the ages of 35 to 63 revealed they felt 

stigmatized about getting help and expressing feelings related to their depression.  Men 

outnumber women two to four times for suicide attempts resulting in death (Cochran, 

2001; Möller-Leimkühler, 2003; Murphy, 1998; Orengo, Fullerton, & Tan, 2004; 

Rochlen, Whilde, & Hoyer, 2005).  Sex differences in prevalence are in part because men 

seek help less often and are diagnosed less often (Cochran & Rabinowitz, 2003; Heifner, 

1997; Kilmartin, 2005), and, in part, the result of sex differences in gender role 
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socialization related to willingness to participate in therapy (Betz & Fitzgerald, 1993).  In 

a recent Alberta study (Wang et al., 2007) designed to assess the public‘s knowledge 

about depression, attitudes toward treatment, perceived causal factors for depression, 

among other objectives, the researchers emphasized the need for comprehensive primary, 

secondary, and self-management strategies for depression. 

Questioning Change Processes: Therapy Outcome Research 

 ―Most research studies on the treatment of depression fail to agree on how 

outcome should best be defined‖ (Angst, Kupfer, & Rosenbaum, 1996, p. 413).  

―Because clinical management of patients with depression targets symptom reduction 

within the episode as the primary goal, little attention has been paid to the development 

of interventions that provide both symptomatic relief and durable treatment gains‖ 

(Fresco, Segal, Buis, & Kennedy, 2007, p. 447).  My response is threefold: (a) how a 

study conceptualizes depression (e.g., physiological symptoms and behavioural markers), 

defines outcome measures used in the study (e.g., reduction in symptoms and changes in 

behaviour); (b) the multidimensional nature of depression does not lend well to a single 

diagnostic measurement of change; and (c) outcomes are best defined by clients and their 

goals for change.  One‘s capacity to manage change and well-being post-therapy is a key 

outcome.  In the second section of this chapter, I discuss the history of how depression 

has been conceptualized as well as contemporary definitions of depression.  We then 

begin to see more clearly the connection between conceptualization and treatment 

approaches.  The challenge, for example, of a primarily biological or medical 

conceptualization of depression is the risk of potentially not helping individuals learn 

ways to self-manage depression for change maintenance and longer-term well-being.  
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 What contributes to change?  Therapy outcome research has demonstrated that 

intervention modality is not the primary causal agent of client change.  This research has 

found that extratherapeutic client factors account for 40% of outcome variance with the 

therapeutic relationship factor contributing 30% toward successful outcome (Asay & 

Lambert, 1999; Duncan, Miller, & Sparks, 2004; Lambert, 1992; Maione & Chenail, 

1999; Miller, Duncan, & Hubble, 1997, 2005; Tallman & Bohart, 1999).  As per this 

same research, 15% of client outcomes were attributed to placebo, hope, and expectancy 

followed by the remaining 15% linked to model/technique factors.  Prochaska (1995) 

stressed that the study of change processes requires more than investigating the time 

clients spend in therapy; instead, everyday situations are key elements of inquiry. 

Lampropoulos and Spengler (2005) discussed helping relationships, self-help resources 

and groups, spirituality, and religion as important client/extratherapeutic factors that 

primarily occur outside counselling. 

 Client and extratherapeutic factors.  The key factor, client/extratherapeutic, 

refers to what happens in clients‘ daily lives outside therapy, their strengths, 

environmental conditions, as well as unexpected events (Hubble et al., 1999).  Client 

factors also include severity of the presenting issue, motivation, ego strength, ability to 

identify a focal problem, and capacity to relate (Asay & Lambert, 1999; Lambert & 

Anderson, 1996).  These key factors suggest counselling efficacy through individualized, 

collaborative counselling that draws on accessible resources, strengths, personal 

resourcefulness, and prior experiential learning; these factors tend to be overlooked in 

biologically-oriented conceptualizations of depression and treatment planning.  This may, 

in part, contribute to outcomes such as relapse, difficulties with change maintenance, and 
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the building of resiliency.  Medical approaches do not necessarily consider sociocultural 

factors contributing depression such as family history, acculturation, poverty, and so on.      

 Client-constructed knowledge.  As just discussed, client and extratherapeutic 

factors provide insight into understanding how depression began and how it is sustained 

in a person‘s life.  To gain such insight requires counsellors to be actively inquiring about 

a client‟s theory of change (Duncan & Miller, 2000; Duncan et al., 2004; Miller et al., 

2005), which represents the client‘s beliefs and conceptualizations about the problem, life 

experiences, and the change process.  ―At birth, each of us is handed a lens by our family 

of origin, our culture, our Zeitgeist, through which to see the world‖ (Hollis, 2005, p. 45).  

Individuals‘ past experiences shape their views about learning and change, sense of 

mastery, and self-perception (Kuyken, Dalgleish, & Holden, 2007; Ryff and Heidrich, 

1997).  Asay and Lambert (1999) posited that, when therapists actively inquire about 

clients‘ perceptions and experiences of change during and between sessions, this helps to 

amplify clients‘ efforts.  Duncan and Miller emphasized the importance of therapists 

tailoring in- and out-of-session interventions to match the goals clients state.  As Tallman 

and Bohart (1999) pointed out, it is not therapists who make change happen, it is driven 

by the clients themselves through self-awareness and insight, practice, initiation of 

problem-solving, and using the tools and resources from therapy as they see fit.  

 I conjecture that in the absence of active engagement on the part of counsellors 

toward understanding clients‘ ideas about depression, it can become difficult for the 

following three ingredients of change to take place: (a) taking charge of change and sense 

of empowerment; (b) early active engagement; and (c) renewed self-esteem and 

appreciation that change and learning can occur in spite of lifelong patterns and learned 
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behaviour.  I wonder, too, that in order for one to buy into the idea that change in 

adulthood can happen and can be sustained requires one to experience a sense of mastery, 

perhaps not unlike that which occurred earlier in life.  I am again struck by the question, 

how effectively does counselling incorporate adult learning principles and practices?     

 In the context of adult learning, and, according to Baumgartner (2001), among 

others, there is a critical distinction between ‗passive knowledge absorption‘ and active 

construction of knowledge through participation in environmental contexts.  Similarly, 

Kegan‘s (1994) theory of adult development and learning defines an adult‘s way of 

knowing as one‘s way of understanding and their meaning systems.  Duncan and 

Moynihan (1994) discussed clients‘ frames of reference as their perception and 

experience of therapy, the presenting challenge, and how therapy might best meet goals. 

This construction de-emphasizes theoretical frames of reference.  

 In summary, counselling outcome research has suggested that counselling 

efficacy is enhanced when client and extratherapeutic factors are integrated into the 

counselling process as well as in the design of between-session practice and learning 

exercises.  Lacking from the clinical research literature for depression are client 

perspectives about self-management, appraisal of counselling, and factors contributing to 

and hindering learning and change.  In-depth interviews with individuals who completed 

counselling for depression are intended to help identify these factors as well as 

counselling‘s role in helping clients engage in sustainable change and well-being.   

III. Reconceptualization Begins with Retelling of Origins   

For history is not only not at its end, but we its interpreters are  

situated within it, as a conditioned and finite link in a continuing chain. 

~ Gadamer, 1960/2004, p. 197 
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What is the source of our suffering?  It lies in the fact that we hesitated to speak… 

 It was born in the moments when we accumulated silent things within us. 

~ Bachelard, 1971, p. lix 

 

 The etymology of reconceptualize stems from Middle English and combines the 

ideas of ‗again,‘ ‗anew,‘ ‗retell,‘ ‗back,‘ ‗backward,‘ and ‗recall‘ (Merriam-Webster, 

2008).  This definition suggests the interplay of an integration of past and renewed ideas.  

―A basic contention of hermeneutically-inspired scholars and practitioners of 

psychotherapy is that human existence unfolds within a historically established 

sociocultural life world‖ (Martin & Thompson, 2003, p. 1).  The topic‘s historicity is an 

essential context with the historically-situated interpretations of depression and midlife 

influential on present day definitions and counselling approaches.  ―The hermeneutically 

trained consciousness will therefore include a historical consciousness‖ (Gadamer, 1988, 

p. 77).  Attempts to meaningfully interpret our worlds are situationally influenced 

according to temporal and cultural location (Angen, 2000).  Dilthey‘s (1977) term 

Gesamtgeist, a collective spirit of a given time in history, is fitting.  As such, our period 

in the historical narrative of time is markedly influential (Antonovsky, 1996; Gullette, 

2004; Wahls & Kruse, 2005) as are cultural contexts and the cohort experiencing 

depression (Lachman & James, 1997).   

 These collective forces have shaped, and continue to influence, present 

conceptions and approaches for depression.  Perhaps, if we reconceptualize midlife 

depression, the possibility opens for renewing practice approaches.  Depression‘s 

aetiology has traversed association with the spirit world, black bile in the spleen, natural 

causes, neuropathology, organic causes, and social and psychological effects.  The 

construct of midlife has navigated its way from being associated with the depths of 
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despair to a period of transformation.  In this section, a historical conceptualization of the 

pathogenesis of depression is introduced and highlights an often narrow emphasis on the 

neurobiological elements of depression.  Chapter two explores various psychological and 

sociocultural aspects believed to play a role in the pathogenesis of depression.  In the 

context of midlife, examples of these aspects include stress, social and gendered life 

roles, role conflict and strain, job strain, and occupational stress.  Contrasting the concept 

of pathogenesis is that of salutogenesis and a movement toward lifelong learning for 

well-being, introduced in chapter two.  The problem with solely viewing depression by 

neurobiological determinants is the belief that biology is in charge of change.  At the 

same time, however, with a multidimensional conceptualization of depression, these 

aspects also have to be explored. 

Conceptualizing the Pathogenesis of Depression 

 Overall, depression is defined according to neurobiological, psychological, 

cognitive, and sociocultural aspects.  There is no one succinct definition of depression 

that captures all of these, and, its pathogenesis is thought to be a combination of 

neurobiological, genetic, and environmental factors.  I believe that these multiple aspects 

contribute to depression with its development unique for each person.  Nevertheless, it 

could be said that the most longstanding, dominant view of depression resides with 

neurobiological functioning.  Looking back to the genesis of depression, biological 

functioning was key with little consideration given to external factors such as lifestyle, 

living conditions, and the impact of stressors.  Over time, this conceptualization 

broadened to include a myriad of contributing factors as well as how factors interact.  As 

with any hermeneutically-inspired project, the project‘s history is vital to understanding 
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the topic, questioning its influence, and providing a backdrop for alternatives. 

 The genesis of depression.  Melancholia (Greek melas, ―black;‖ kholé, ―bile‖) 

was initially characterized by the humoral theory of Empedocles (490–430 B.C.E.) that 

connected the element of air to the body humor of black bile (Berrios, 1988).  

Hippocrates (460–377 B.C.E.), considered the father of medicine, also subscribed to the 

theory of humors, proclaiming that too much black bile caused depression (Leventhal & 

Martell, 2006).  Plato (427–347 B.C.E.) hypothesized that excesses occurred when the 

irrational soul severed its connection from the rational soul.  As Pies (2007) pointed out, 

Plato conceptualized melancholia as a state of ―ineducability‖ (p. 8) and that the 

melancholic (melancholikos) was ―the person who cannot be taught‖ (p. 8).  A Greek 

physician practising in Rome, Asclepiades, believed that disorders stemmed from 

passions of sensations (Zilboorg & Henry, 1941).  Hippocrates, a Greek physician, (460–

370 B.C.E.) is believed to have been the first to record a case of melancholia in the 

Western World that combined life events (e.g., grief) and black bile (Akiskal & Akiskal, 

2007).  The Greek physician Galen (131–200 A.D.) associated the humors with 

temperaments such as choleric, sanguine, melancholy, and phlegmatic.  Galen believed 

temperaments to be the result of imbalances in bodily fluids (Kagan, 1998) and viewed 

the central nervous system and brain as key to explaining mental disorders (Leventhal & 

Martell, 2006).  Kraepelin (1856–1926) ―attributed all mental disorder to biological 

factors and divided mental disorder into the curable…and the incurable‖ and developed a 

nosology of two major categories of psychoses, dementia praecos and manic depressive 

psychosis (Leventhal & Martell, 2006, p. 12). 

 Burton‘s (1621/2004) Anatomy of Melancholy discussed ―natural causes‖ such as 
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poverty, death of friends, loss, solitude, an ―offending‖ diet, poor sleep, idleness, and ―a 

life out of action,‖ among other causes.  Burton presented a surprisingly holistic 

conceptualization for its time.  In his 1917 essay, Mourning and Melancholia, Sigmund 

Freud (1856–1939) compared melancholy to the normal affect of mourning, shifting from 

a psychiatric and biological focus to a psychological one (Freud, 1917/1957). 

 Early neurobiological functioning: Vulnerability and risk factors.  Research 

has suggested that exposure to early risk factors can predispose one to increased 

vulnerability of developing depression.  Moreover, when combined with other risk 

factors such as maternal depression, living conditions, and so on, an additive effect and 

increased risk of depression can occur.  This is not to say, however, that over time this 

vulnerability necessarily persists, especially given sufficient protective mediating factors. 

Early risk factors include in utero conditions, maternal and parental depression and stress, 

the living environment after birth, exposure to stress, available mediators to stress, and 

other psychosocial factors.  

 The long-term effects of poor fetal growth, low birth weight, prematurity, and 

maternal health (e.g., Gale & Martyn, 2004; Osler, Nordentoft, & Andersen, 2005; 

Patton, Coffey, Carlin, Olsson, & Morley, 2004; Thompson, Syddall, Rodin, Osmond, & 

Barker, 2001) have been implicated as early risk factors.  Leon (2001) posited that 

maternal physiology and placental function may affect early brain development through 

nutritional and hormonal mechanisms.  Premature birth can contribute to perinatal stress 

and poor ex utero health (Patton et al., 2004).  Maternal nutritional deficiencies have been 

linked to early physiological adaptation changes, specifically of the hypothalamic-

pituitary-adrenal axis (HPA) (Gale & Martyn, 2004; Leon, 2001; Patton et al. 2004; 
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Thompson et al., 2001; van Praag, de Kloet, & van Os, 2004).  Both the HPA and the 

hypothalamo-pituitary-gonadal axes have been implicated in low birth weight and early 

onset depression (Goodyer, Herbert, Tamplin, & Altham, 2000; Patton et al., 1996; 

Thompson et al., 2001).  Patton et al. (2004) have suggested that premature low birth 

weight newborns have ―high circulating glucocortocoids that may indicate an early 

acquired and persisting neurophysiological vulnerability‖ (p. 447).  They stated that this 

vulnerability may lower the threshold for depression and anxiety in response to adversity. 

 Steckler, Holsboer, and Reul (1999) found similar physiological features in adults 

with depression.  They proposed that there may be critical times during fetal development 

that increase susceptibility to depression when gestational stress occurs. Supporting this 

postulation was the conclusion by Thompson et al. (2001) that fetal undernutrition 

predisposed adults to depression perhaps, in part, because of a ―neurodevelopmental 

aetiology of depression, possibly mediated by programming of the HPA axis‖ (p. 450).  

Their line of thinking suggested a type of ‗hormonal programming‘ in utero during 

critical periods of development, and, they purported little possibility for reversing this 

course.  Lastly, they likened ‗hormonal programming‘ to the plasma levels of hormones 

or the set points of the neuroendocrine system that become permanently altered, 

particularly in the HPA, growth-hormone, thyroxine, and insulin axes. 

 Maternal depression.  Postpartum depression affects approximately 10% to 15% 

of all mothers in Western societies (O‘Hara & Swain, 1996).  In Canada, the prevalence 

rates of depression during pregnancy range from 7.4% to 12% (Bennett, Einarson, 

Taddio, Koren, & Einarson, 2004).  Low birth weight is often associated with women 

who are depressed during pregnancy (Oberlander, Warburton, Misri, Aghajanian, & 
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Hertzman, 2006; Orr & Miller, 1995).  Maternal depression during the prenatal and 

postnatal periods has been used to predict infant growth and development (Essex, Klein, 

Miech, & Smider, 2001; Rahman, Iqbal, Bunn, Lovel, & Harrington, 2004) as well as 

birth outcomes and neonatal behaviours (Laine, Heikkinen, Ekblad, & Kero, 2003; 

Oberlander et al., 2006).  Some studies (e.g., Essex et al., 2001; Luoma et al., 2001) have 

proposed that children of depressed mothers are more likely to develop emotional 

problems and display withdrawn behaviours, restlessness, difficult temperaments, and 

less secure attachments to others.  Goodman and Gotlib (1999) conjectured that the 

‗gestational stress‘ of maternal depression causes lasting HPA settings that may or may 

not be reversed depending on exposure to negative maternal affect and other conditions 

related to living with a depressed mother. 

 It is also important to consider factors contributing to maternal depression such as 

family history and childhood adversity, income, poverty, nutrition, lifestyle, available 

supports and resources, education and opportunities, number of children in the family, 

and help-seeking behaviour (Fan & Eaton, 2001; Goldberg, 2001; Rahman et al., 2004; 

Ritsher, Warner, Johnson, & Dohrenwend, 2001; Weissman et al., 2005).  These factors, 

in part, support the notion that there are individual differences in the onset, continuation, 

and resiliency to depression.  Depending on mediating factors such as seeking help and 

available supports, what Fan and Eaton refer to as ‗protective factors,‘ there is potential 

to mitigate vulnerability to depression and/or moderate its impact.  Moreover, precursors 

to depression are to some degree additive; in other words, the greater the number of stress 

events, the more vulnerable one is to depression (Fan & Eaton, 2001; Goldberg, 2001).  

Lastly, it is not only maternal depression within the family system that presents as a 
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potential risk for the development of depression in children, family functioning and 

dynamics also play important roles (Cummings & Davies, 1999).  

 The programming of depression.  As discussed, in utero conditions and ex utero 

health potentially predispose one‘s neurophysiology to increased risk of depression.  

Early exposure to physical and/or psychological stressors combined with continued 

stressful life events can maintain an overactive sympathetic nervous system and LHPA 

axis, high cortisol levels, and a compromised immune system including high blood 

pressure (Foster & MacQueen, 2008; Maletic et al., 2007; Sharpley, 2009).  The kindling 

hypothesis has been used to characterize how family history, early adverse experiences, 

and age of onset of depression can combine to contribute to decreased capacity to adapt 

to stressors (Maletic et al., 2007; Monroe & Harkness, 2005; Post, 1992).  Monroe and 

Harkness referred to kindling as a process in which there is a lower threshold for coping 

with stress and increased sensitization to life events.  Our neurobiology changes in times 

of stress, and, over time, this can wear down one‘s physical and psychological reserves 

for coping with the inevitable challenges that life brings. 

 Some researchers refer to this pattern as allostatic load (McEwen, 1998a, 2004; 

McEwen & Seeman, 1999; Sapolsky, 2004; Seeman, McEwen, Rowe, & Singer, 2001). 

The concept homeostasis was introduced in the mid-19
th
 century by French scientist 

Claude Bernard (McEwen & Lasley, 2002) and it referred to the body maintaining a state 

of equilibrium.  In comparison, allostasis is viewed as achieving stability through 

variability and change (Sterling & Eyer, 1988) and was originally coined by Sterling and 

Eyer to reflect how the cardiovascular system adjusts to active and resting states 

(McEwen & Seeman, 1999).  The neuroendocrine system, autonomic nervous system, 
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and immune system all interact to help one adapt to a myriad of situations ( McEwen, 

2003a, 2003b; Singer & Ryff, 1999; Sterling & Eyer, 1988).  When individuals 

experience various environmental conditions and stimuli, this sets in motion a chain of 

physiological responses involving the HPA axis, autonomic nervous system, and 

metabolic and immune systems (McEwen, 1998b).  However, ongoing adaptation is 

taxing on neurophysiological systems by overworking them, through the absence of 

response, and by failing to wind down (Lindfors, Lundberg, & Lundberg, 2006; 

McEwen, 1998b, 2003a, 2004; McEwen & Seeman, 1999).  These responses are 

considered allostatic load and the multiple factors that contribute to allostatic load 

include how one experiences a stressor, how it is perceived, how one responds, health 

and lifestyle, coping style, genes, early developmental history, diet, and learned 

behaviours (McEwen, 1998b; McEwen & Lasley, 2002; McEwen & Seeman, 1999; 

Schulkin, McEwen, & Gold, 1994).  

 In terms of the link to depression, researchers have implicated two key interacting 

neurobiological systems that contribute to allostasis and allostatic load.  This 

neuroendocrine system is comprised of neurotransmitters (e.g., norepinephrine, 

dopamine, and serotonin), neurohormones (e.g., glucocorticoids and corticotrophin), and 

the Limbic-Hypothalamic-Pituitary-Adrenal axis (LHPA) (e.g., McEwen, 2003b, 2004; 

Luby et al., 2003; Schulkin, et al., 1994).  The LHPA axis helps regulate processes 

including stress response, immune system functioning, mood, emotions, and energy.  The 

limbic system in the brain houses the amygdala, hippocampus, hypothalamus, among 

other structures, and facilitates emotion, behaviour, motivation, and long-term memory 

and learning; it helps the body respond to stress through the release of hormones 
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(McEwen, 2004).  Schulkin et al. have suggested that the amygdala can increase allostatic 

load through overreactivity of the release of stress hormones following anticipation of 

fearful and anxiety producing events.  This programming, through maladaptive prior 

learning, could signal lack of control toward novel situations and stressors thereby 

prolonging HPA axis and cortisol responsivity (Charney, 2004; Krishnan & Nestler, 

2008; Sharpley, 2009). 

 Stress results in the release of glucocorticoids (hormones produced in the adrenal 

cortex) and corticotrophin (hormone produced by the anterior pituitary gland that 

stimulates the adrenal cortex).  A glucocorticoid hormone called cortisol is referred to as 

the ―stress hormone.‖  Some research has suggested a relationship between elevated 

cortisol and depression (e.g., McEwen, 2003b, 2004; Schulkin et al., 1994) and increased 

health risks (Brown, Varghese, & McEwen, 2004).  A meta-analytic study (Burke, Davis, 

Otte, & Mohr, 2005) reported mixed results including unresponsive cortisol secretion in 

response to stress in participants experiencing depression. 

Diagnosing Depression: Is the Focus too Narrow? 

 Current diagnostic systems include the American Psychiatric Association‘s (2000) 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR).  According to the 

DSM-IV-TR (2000), depression is referred to as a clinical syndrome, or mood disorder. 

The most common types of depression are Major Depressive Disorder, Major Depressive 

Episode, Dysthymia, and Bipolar Disorder.  An episode refers to at least two weeks of 

feeling extremely sad or disinterested for most of the day, almost every day, combined 

with other symptoms (e.g., feelings of worthlessness, difficulty making decisions, sleep 

disturbance, loss of energy, social withdrawal, and difficulty concentrating).  A Major 
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Depressive Disorder involves a history of one or more Major Depressive Episodes 

whereas Dysthymia is typically a milder form of depression present for at least two years. 

Lastly, Bipolar Disorder can be characterized as a history of both extreme lows and highs 

in mood.  Depression impacts feelings, physical functioning, behaviour, and thoughts.  

 Leventhal and Martell (2006) discussed three reasons why they believe a 

biological conceptualization of depression is problematic: (a) there are no homogeneous 

symptoms of depression; (b) the implication of a ‗normal‘ mood state of sadness and an 

‗abnormal‘ mood state of depression; and (c) a disregard of ―how a person‘s life situation 

is related to depression‖ (p. 117).  Horwitz and Wakefield (2007) cautioned that 

diagnostic categories tend to pathologize and are insufficient given the complexity and 

individual nature of sadness and depression.  ―[A] disorder increasingly
 
understood in 

terms of its behavioral manifestations will also
 
serve to ‗silence‘ its sufferers" (Radden, 

2000, p. 35).  According to Keen (1978), medical conceptualizations are disease oriented 

and are ―fundamentally built on the Cartesian understanding of the body as machine‖ 

producing ―dehumanization in practice‖ (p. 239).  Global measures (e.g., standardized 

questionnaires and test measurements) and diagnostic criteria (e.g., DSM-IV-TR) are 

limited in helping us understand the individual, multidimensional, and dynamic 

relationship between mental health and factors affecting well-being (Degges-White, 

2006; Duncan et al., 2004; Pies, 2008).  One wonders if current diagnostic and screening 

tools for depression that focus on current symptoms provide adequate information for 

treatment planning given the multidimensional aspects and complexity of depression. 

Conceptualizing Midlife 

 ―Midlife is an ideological construct fraught with consequences for selfhood, life- 
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course narrative, families, the workforce, democratic society, and the economic and 

political systems‖ (Gullette, 2004, p. 80).  Compared to the aetiology of depression, the 

concept midlife is a modern construct.  Its conceptualization traverses developmental, 

personality, and life stage theories and models of psychology.  Jung (1933) proposed that 

midlife represents an inner transformation and that personality characteristics submerged 

during youth seek expression during this time.  Erikson‘s (1963, 1982) seventh psycho-

social developmental stage represents middle adulthood (40-65 years) and is typified by a 

psychosocial crisis involving generativity and stagnation.  Since its inception, midlife has 

been most often associated with crisis.  Early perspectives depicted it as a period (ages 

30-55) of decline and loss (Frenkel-Brunswik, 1968).  Neugarten (1968) suggested that 

people become introspective and take stock of their status within family, work, and other 

social contexts.  

 According to Peck (1968), ‗wisdom‘ was valued more so than ‗physical powers‘ 

during middle age with an emphasis on life experience.  He defined wisdom as ―the 

ability to make the most effective choices among the alternatives which intellectual 

perception and imagination present for one‘s decision‖ (p. 88).  Levinson (1978, 1996) 

divided middle age into five phases of the life cycle placing midlife transition between 

the ages of 40 to 45; he characterized midlife as a time to reappraise the past and become 

more individuated.  Willis and Martin (2005) defined middle adulthood as the period 

between approximately 35 to 65 years of age.  Staudinger and Bluck (2001) loosely 

differentiated adulthood (ages 30 to 50) from middle adulthood (ages 50 to 60); they 

highlighted that such boundaries are open to interpretation.   

The history of stereotypical portrayals such as men renewing a sense of youth and 
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women biologically and psychologically declining during midlife (Degges-White, 2001; 

Stoppard, 2000) are also at play.  ―Counselors need to develop an awareness of the 

interaction of individual, biological, and sociocultural influences on women [and men, 

added] in midlife…and to examine their own myths and beliefs about women [and men, 

added] at this stage of life‖ (Saucier, 2004, p. 423).  Hudson (1999) considered midlife a 

transitional period representing ―a shift from external expansiveness toward internal 

clarity‖ (p. 159).  Some researchers (e.g., Brooks-Gunn & Kirsh, 1984; Lachman & 

James, 1997) have conceptualized midlife in terms of life events.  Farrell and Rosenberg 

(1981) used experiential aspects, change, and adaptation to characterize midlife.  Wahls 

and Kruse (2005) described it as a dynamic time of multiple transitions, turning points, 

and existential questioning.  Midlife carries with it a sense of the temporal nature of  life 

(Heckhausen, 2001; Staudinger & Bluck, 2001).   

Helson (1997) suggested people can feel settled and secure during this period of 

responsibility-taking as they care for those younger and older, referring also to increasing 

complexity in lifestyle. Generativity is the giving of one‘s energies to others and caring 

for the welfare of the next generation (McAdams & Bowman, 2001; McAdams, de St. 

Aubin, & Logan, 1993).  Researchers (e.g., Singer & Ryff, 1999) have reported increased 

allostatic load during midlife.  The Baby Boom generation, born between the years 1946 

to 1964, is the largest cohort ever to enter midlife in Western society and will greatly 

influence how middle age is conceptualized (Whitbourne & Willis, 2006). 

IV. A Renewed Conceptualization: Adults as Lifelong Learners of Well-being – 

Salutogenesis and Andragogy 

 

We can learn to sustain passion, joy, and purpose throughout our years.  

We can find fulfillment in a world different from the one we were accustomed to.  

We can, when we have to, grieve our losses and find new pathways for our lives.  
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Even when we endure transitions and losses, we can draw on resources for  

finding meaning in our down times.  Although we may fall short on some  

occasions and get surprised on others, the more consistently we monitor a  

self-renewing process within our personal lives the more we will ride  

the waves beneath us and guide our rafts down the rivers we are on. 

~ Hudson, 1999, p. 235 

 

 Compared to the pathogenesis of depression is salutogenesis, a model for well-

being, drawing on individuals‘ unique sources of resilience and the potential that learning 

can bring (Antonovsky, 1979, 1984, 1987,1996; Langeland et al., 2007).  Salutogenic 

practice entails collaborative, individualized, and client-centered approaches.  Given the 

course of midlife typifying multiple stressors, life roles, losses, and transitions, helping 

individuals navigate their own well-being can greatly enhance self-management of 

depression.  After all, how we conceptualize midlife depression translates to how the 

goals, approaches, and outcomes of counselling are established. 

Salutogenesis: Well-being as a Lifelong Learning Process 

  ―…[W]e are all, always, in the dangerous river of life….How dangerous is our 

river? How well can we swim?‖ (Antonovsky, 1996, p. 14).  Contrasting a 

pathogenically-oriented framework is Antonovsky‘s (1979, 1984, 1987) approach to 

health research and mental health promotion – salutogenesis – ‗origins of health‘ 

(Antonovsky, 1979).  Salus is the Latin word for ‗health‘ or ‗well-being‘ and the Greek 

word for ‗origins.‘  Aaron Antonovsky (1923–1994) conducted an epidemiological study 

about menopause with female participants from Israeli who had survived the horrendous 

experience of imprisonment in concentration campus during the Second World War; he 

was surprised to discover that some of the women led a good life and were in good health 

in spite of their experiences (Lindström & Eriksson, 2006).  The study entailed analysis 
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of the women‘s well-being, coping, role satisfaction, mood, and family relations sixty 

years following their imprisonment (Antonovsky, Maoz, Dowty, & Wijsenbeek, 1971). 

 Sense of coherence and general resistance resources.  Salutogenesis focuses on 

factors that keep individuals healthy (Holmberg, Thelin, & Stiernström, 2004; Lindfors et 

al., 2006).  Bahrs et al. (2003) viewed these factors as a way to help foster client-centered 

practice and complement pathogenesis.  The main components of salutogenic theory are 

generalized resistance resources and sense of coherence.  These constructs resonate with 

the midlife depression literature about the moderating effects of boosting resilience for 

stress and transition while enhancing self-identity, purpose, and life goals. 

 Antonovsky (1987) described salutogenesis as positive adaptation in stress related 

situations involving these seven generalized resistance resources: (a) artifactual-material 

(e.g., family history and access to resources); (b) physical and biological make-up (e.g., 

immune system); (c) cognition (e.g., ability to utilize available resources, flexibility, and 

having insight); (d) emotion (e.g., role identification and ego strength); (e) valuative-

attitudinal (e.g., use of coping strategies such as problem-solving); (f) interpersonal-

relational (e.g., social support network); and (g) macro-social-cultural (e.g., fit with social 

environment and sense of meaningfulness).  He was interested in how some people cope 

successfully with stress whilst others do not.  Lindström and Eriksson (2006) emphasized 

that one‘s ability to use resources is more important than the resources themselves.  

―Human life is filled with stressors of all kinds (genetic, microbiological, social, cultural, 

etc.) and successful coping is vital for handling stressful and challenging situations‖ 

(Holmberg et al., 2004, p. 227).  Holmberg et al. characterized general resistance 

resources as ―wealth, ego strength, cultural stability, and social support, in effect, 
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everything that strengthens our possibility of developing successful coping‖ (p. 228). 

 Sense of coherence (Antonovsky, 1987) is a ‗global orientation‘ and sense of 

confidence including the presence of these three factors: (a) the stimuli from internal and 

external environments are structured, predictable, and explicable (appraisal/ 

comprehensibility); (b) the resources are available to meet the demands posed by stimuli 

(manageability); and (c) these demands are challenges worthy of investment and 

engagement (meaningfulness and appraisal/comprehensibility).  Sense of coherence is a 

helpful way to conceptualize the assessment of existing coherence factors compared to 

needed internal resources (e.g., the need to boost assertiveness) and external resources 

(e.g., supportive relationships).  The notion of available resources compared to demands 

is also emphasized in the depression and occupational stress literature. 

 Langeland et al. (2007) operationalized Antonovsky‘s salutogenic theory and core 

concept, sense of coherence, using five therapy principles: (a) health continuum; (b) the 

story of the person; (c) health-promoting (salutory) factors; (d) the understanding of 

tension and strain as potentially health promoting; and (e) active adaptation.  Antonovsky 

(1987, 1996) identified the salutogenic constructs of optimism, hardiness, self-efficacy, 

learned resourcefulness, and locus of control as comparable to sense of coherence.  

Overall, the integration of general resistance resources and sense of coherence can help 

one manage life‘s inevitable stressors and navigate well-being.  Nevertheless, as Jantz 

(2003) pointed out, despite people‘s good intentions of promoting life goals, sometimes 

―it is difficult to maintain this commitment amid the pressures of everyday life‖ (p. 41). 

Empowering Adults: Salutogenic and Andragogical Approaches to Counselling 

 Hudson and McLean (2006) referred to adult learning as ―an attitude, a habit, a 
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way of life‖ (p. 109), suggesting an open attitude to learning potentiates resiliency for 

change.  According to therapy outcome research, counselling approaches that utilize 

one‘s resourcefulness, prior learning, strengths, skills, and ideas about change are key to 

the change process.  Could counselling for depression be improved with the integration of  

client-centered approaches, adult learning principles, and therapy outcome research 

findings?  We begin to envision the potential of salutogenesis as an empowering agent of 

lifelong learning; for example, learning to manage the inevitable gains and losses 

inherent in midlife and bolstering self-management of well-being.  Transferred to the 

context of counselling, a salutogenic approach would view clients as active agents of 

learning and change.  In fact, Bohart and Tallman (1996) stated that ―the active client 

model assumes that all important learning is fundamentally self-generated, even if 

stimulated by experiences from without‖ and that this approach to learning ―rests on a 

fundamentally different model of learning than the dominant model in our culture‖ (p. 

22).  Referring to the contexts of medicine, education, and counselling, Bohart and 

Tallman questioned the extent to which doctors, teachers, and therapists co-construct 

ideas, solutions, and self-help strategies. 

 Andragogy.  Adult learning theory integrated with counselling has the potential 

to generate renewed theory-practice connections such as learning environments that 

enhance self-directedness.  Andragogy, ―the art and science of helping adults learn,‖ 

asserts that learning is optimized by an ―informal, comfortable, flexible, nonthreatening 

setting‖ (Knowles, Holton, & Swanson, 2005, p. 61).  The model‘s core assumptions 

characterize adults as self-directed, motivated, and problem-solving oriented.  These six 

assumptions are as follows: (a) the need to know; (b) learners‘ self-concepts (e.g., 
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autonomous, self-directed); (c) prior experience of the learner (e.g., mental models, 

resources); (d) readiness to learn (e.g., the need to cope with a life situation; 

understanding those life events that facilitate or inhibit learning); (e) an orientation to 

learning and problem-solving as life-centered; and (f) motivation to learn (e.g., intrinsic 

value, increased control) (Knowles et al., 2005).  

 The Andragogy in Practice Model (Knowles et al., 1998, 2005) conceptualizes the 

application of andragogy within a variety of adult learning contexts, taking into account 

goals and purpose for learning as well as individual and situational differences (Knowles 

et al., 2005).  The model is process-oriented, interactional, and values consultation.  It 

contrasts content models geared to disseminating information.  Similarly, salutogenesis 

engenders well-being as a learning process, not a static intake of information.  Knowles 

et al. (2005) emphasized the importance of the learning environment, mutual planning, 

assessing learning needs collaboratively, establishing learning goals, use of appropriate 

techniques and materials, and evaluating outcomes.  

 Knowles (1978) traced the birth of andragogy to a German grammar school 

teacher, Alexander Kapp, who, in 1833, coined the term andragogik.  Kapp used this 

term to describe Plato‘s educational theory.  Andragogik resurfaced in 1921 via Eugen 

Rosenstock, a German social scientist.  Later in 1951, Heinrich Hanselmann, a Swiss 

psychiatrist, used andragogy in his book titled, Andragogy: Nature, Possibilities and 

Boundaries of Adult Education, a non-medical treatment for the re-education of adults. 

Reeling forward to 1970, Malcolm Knowles began using the term in North America after 

hearing its use by Dusan Savicevic, who introduced him to it (Merriam, 2001).  The term 

was derived from the Greek words aner (man) and agogus (leader of) (Knowles, 1978).  
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  Andragogy in action for mental health.  The Globe and Mail (Abraham, 2008) 

ran a series for discussions of personal experiences with depression, among other mental 

health challenges.  People spoke of the harm that suffering in silence brought to them and  

their families, the stigma associated with depression, and hesitancy in seeking help.  I 

was struck by this series because of its accessibility, the sharing of real life stories and 

information, and the multiple perspectives about causal factors, treatment options, and the 

need for continued efforts to de-stigmatize depression.  Several people commented on 

feeling empowered by contributing their opinions, experiences, and concerns.  To me, 

this series emulated adult learning principles such as access to information, opportunities 

to discuss personal experiences, collaborating with others, and reflective learning. 

Summary 

 

 Given the prevalence of depression in Canada and projected increases for adults 

over the next 12 years, the present study was timely.  In-depth interviews with individuals 

who completed counselling for depression generated new knowledge and understanding 

of counselling efficacy and recommendations for enhancements to existing practice 

approaches.  I proposed a theory-practice integration of salutogenic and andragogical 

approaches to counselling, self-management of well-being, and prevention of depression 

during the midlife years and beyond.  Importantly, I believe this renewed 

conceptualization offers avenues toward de-stigmatizing depression and learning in 

adulthood. 
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CHAPTER TWO 

HISTORY LIVES IN OUR PRESENT MOMENT OF BECOMING: 

LITERATURE REVIEW AND EMERGING IDEAS ABOUT COUNSELLING 

WITH MIDLIFE WOMEN AND MEN 

 

The stress of modern life is catching up with us.  The fall-out, in terms of  

individual suffering, is immense, but the cost to society at large has yet to be  

counted…Many people keep their problems to themselves, not wishing to risk negative 

reactions from colleagues and employers…The bigger challenge we face is the  

culture of silence that surrounds depression… 

~ James Bartleman, 2003, pp. 1-2 

 

 Individual differences in the onset, course, and risk and protective factors related 

to depression including current life circumstances, treatment history, and readiness for 

learning and change combine in unique ways for individuals.  A procrustean approach to 

treatment planning fails to utilize the most informative guides for treatment – the clients‘ 

themselves, their life experiences, and their capacity for change.  In this chapter, my aim 

is threefold: (a) to review the multidimensional nature of depression in the context of 

midlife; (b) to explore the relationship of this in-depth conceptualization of midlife 

depression in the context of counselling; and (c) to discuss therapy outcome research and 

introduce studies that integrate learning and counselling.  My literature review builds 

rationale for evaluating counselling approaches for midlife depression. 

I. The Multidimensions of Midlife Depression  

 

 Midlife adults bear many responsibilities and roles like the Greek mythological 

figure Atlas characterized as hard, enduring, and independent (Hamilton, 1969; Harper, 

2001).  In our modern age of multi-tasking, juggling life roles, and increasing 

responsibility for others during midlife, understanding both effects to well-being and 

ways to foster resiliency during this time of life is essential.  Furthermore, there are 

powerful sociocultural forces at work.  Peterson and Wilson (2004) invited critical 
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reflection of tensions among North American cultural values such as materialism, 

competition, success, individualism and self-interest, and high standards and 

perfectionism.  They indicated that these values are not necessarily in harmony with 

personal well-being, self-identity, and life goal.  Yang (2008) highlighted that the Baby 

Boom generation, as with any historically-situated cohort, influence factors such as 

expectations and cultural values.  Literature linking stress and depression has examined 

role strain (e.g., Daniels & Guppy, 1997; Harvey et al., 2006; Skaff, 2006; Stephens, 

Franks, & Townsend, 1994), gender roles (e.g., Cochran & Rabinowitz, 2000; Englar-

Carlson & Shepard, 2005; Kessler, Mickelson, Walters, Zhao, & Hamilton, 2004; Real, 

2000; Remennick, 2001), and North American cultural values (e.g., Abraham, 2008; 

Napholz, 2000; Peterson & Wilson, 2004; Yang, 2008).  

Stress Factors During Midlife and Individual Differences 

Exposure to stressors can affect people in innumerable ways.  These effects  

can be physical, psychological, and social, they may be subtle or dramatic, and  

they may occur immediately or manifest themselves over the course of a lifetime. 

~ Cleary, 1987, p. 39 

 

  ―Stress issues are highly salient to health in midlife‖ (Aldwin & Levenson, 2001, 

p. 202).  Stress and depression are often conceptualized by social models wherein 

environmental factors are causal; in comparison, the diathesis-stress approach locates the 

person as primary (Stoppard, 2000).  Piazza and Charles (2006) encouraged expanding 

diathesis (genetic predisposition to illness) to include psychosocial factors.  Kessler 

(1997) emphasized the need for a contextual assessment of depression that includes 

multiple internal and external factors.  

 Defining stress and stressors.  The stage for Hans Selye‘s work in stress and 

adaptation was set by Walter Cannon who discovered the psychophysiology of the stress 
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response around 1915 and developed the popular concept of fight or flight (Cannon, 

1994; Quick & Spielberger, 1994).  Cannon (1929, 1935) coined the term homeostasis 

referring to the stable state that physiologic agencies provide to protect against various 

environmental conditions.  A Canadian pioneer who coined the concepts stress and 

stressor, Selye (1965) described stressor as ―the agent that causes physiologic stress‖ (p. 

98) and labelled stress as a ―general adaptation syndrome‖ or ―stress syndrome‖ which 

involves these three stages: (a) the ―alarm reaction‖ which mobilizes defenses; (b) the 

―stage of resistance‖ when full adaptation to the stressor occurs; and (c) the ―stage of 

exhaustion‖ following a severe and lengthy stressor (p. 98).  Selye (1955) believed that 

adaptation energy or adaptability is finite. 

 Aneshensel and Pearlin (1987) characterized stressors as ―any set of conditions 

that threaten the well-being of people‖ and stress as the ―psychological, physical, 

physiological, or biochemical impact of the stressor‖ on an individual (p. 77).  Selye 

(1955, 1965, 1980) and many researchers who followed him integrated the 

neurophysiological responses to stress that I discussed in chapter one.  As highlighted 

later in this section, there are many factors contributing to stress including social, 

cultural, familial, occupational, and psychological aspects of living. 

 Models that integrate stress, depression, and coping (e.g., Allen, 2006; Holahan, 

Moos, & Bonin, 1999; Pettit & Joiner, 2006) move beyond a diathesis-stress 

conceptualization to one that incorporates environmental and personal systems.  For 

example, Holahan et al. (1999) integrated life crises and transitions, cognitive appraisal 

and coping, and health and well-being; other researchers (e.g., Allen, 2006; Pettit & 

Joiner, 2006) added problem-solving, unresolved issues, and loss of control.  Hobfoll 
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(1998) conceptualized stress as the loss of valued goals through external threats when 

individuals are unable to generate the necessary conditions for obtaining and sustaining 

goals.  Renewed conceptualizations of midlife translate ‗midlife crisis‘ into the 

turbulence that stress and major life transitions can bring (e.g., Wethington, 2000).  Moos 

(1991) highlighted the importance of distinguishing onset of depression in response to a 

current, sometimes acute, life event, and depression that occurs in the context of chronic 

difficulties.   

 Individual differences inherent in stress and depression.  Individuals differ in 

how they perceive, manage, adapt to, and experience stress.  In fact, stress does not 

automatically lead to depression; instead, differential reactivity to stress is said to 

substantially account for individual differences in risk for depression (Holahan et al., 

1999; Kessler, 1997; Kessler et al., 2004; Sapolsky, 2004).  Differential exposure to 

stress (Kessler et al., 2004; Piazza & Charles, 2006) and daily stressors (Almeida & 

Horn, 2004) occurs.  While stress in one life domain may increase, in another life 

domain, it might decrease (Kessler et al., 2004).  Individuals differ in available resources 

(e.g., economic and social) (Lazarus, 1995), family support (Moos, 1990, 1991), and 

personal capacity for coping (Holahan, et al., 1999).  

 ―[D]ifferential incidences of depression can be explained by differences in the 

amount of stress, and/or in stress histories.  But even for the same stressors and the same 

history of stress, some of us are more vulnerable than others‖ (Sapolsky, 2004, p. 306). 

Factors that increase vulnerability to stress and depression include family history and 

childhood adversity, income, poverty, nutrition, lifestyle, available supports and 

resources, education and opportunities, number of children in the family, and help-
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seeking behaviour (Fan & Eaton, 2001; Goldberg, 2001; Ritsher et al., 2001; Weissman 

et al., 2005), and, in some cases, doubling risk for depression (Sherrill et al., 1997).  The 

influence of socioeconomic disadvantage for risk of depression has been reported by 

many researchers (e.g., Clark, Rodgers, Caldwell, Power, & Stansfeld, 2007; Stansfeld, 

Clark, Rodgers, Caldwell, & Power, 2008).  Not only are there individual differences in 

the onset, continuation, and resiliency to depression, midlife has been reported as a time 

of ―substantial socioeconomic differences‖ in health, and, thus in psychosocial factors 

(e.g., family history, social support, social strain, employment, and sense of control) 

(Marmot et al., 1998; Ryff, Singer, & Palmersheim, 2004; Skaff, 2006).  

 The additive effect.  It is not surprising that, over time, hardship and 

unpredictable environments can compromise one‘s sense of control and deplete resiliency 

(Sapolsky, 2004).  Kessler et al. (2004) highlighted that there is no one ―global resource‖ 

to explain differential reactivity to stress; instead, it is more likely that a process of 

―accumulating resources with stress-buffering effects that involve some sort of 

threshold…‖ (p. 247) occurs.  Number and type of stressors as well as age of onset 

increases vulnerability to coping with future stressors, what researchers (McEwen, 

1998b; Sapolsky, 2004; Seeman et al., 2001) refer to as the allostatic load  ―of wear and 

tear, where exposure to severe stress produces rents of vulnerability‖ (Sapolsky, 2004 p. 

306).  This can result in a ―cumulative biological burden exacted on the body through 

attempts to adapt to life‘s demands‖ (Seeman et al., 2001, p. 4770).  Aneshensel and 

Pearlin (1987) differentiated between ‗constellations of interrelated stressors‘ and 

‗isolated stressors.‘  In other words, the greater the number of stress events over the life 

course, the more vulnerable one can be to depression (Fan & Eaton, 2001; Goldberg, 
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2001).  For example, multiple roles can lead to an additive effect with respect to stress 

(van Praag et al., 2004).  Sex and gender roles are discussed in the literature as factors 

potentially contributing to role strain and role conflict, especially during midlife. 

 Protective factors and resilience.  Mediating or ‗protective factors‘ such as 

seeking help and available supports mitigate vulnerability to depression and/or moderate 

its impact (Fan & Eaton, 2001).  Rutter (1985) conceptualized resilience as the additive 

effects of both ―accumulated risk factors minus the sum of accumulated positive 

experiences‖ (p. 600) and defined protective factors as ―influences that modify, 

ameliorate, or alter a person‘s response to some environmental hazard that predisposes to 

a maladaptive outcome‖ (p. 600).  Rutter discussed three key distinctions for protective 

factors: (a) they may not have pleasurable roots (e.g., learning that ensues from early life 

psychosocial stressors); (b) they can help modify one‘s response to later adversity (e.g., 

opportunities to practice prior learning may be beneficial to building resilience to 

adversity); and (c) they may not be an experience, but rather a personal quality.  Positive 

social relationships can facilitate resilience in the context of economic disadvantage 

(Singer & Ryff, 1999).  

 Brown and Moran (1994) found the combination of two psychosocial risk factors, 

childhood adversity (e.g., parental indifference, family violence, and abuse) and 

interpersonal difficulties at time of onset predicted depression chronicity.  Their 

prospective study involved midlife women living in an inner-city community.  They 

speculated that chronic depression for their participants was linked to a lack of supportive 

relationships across the life span and an absence of other intervening positive mediating 

events.  The Lundby Project, a Swedish prospective longitudinal study of mental health 
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that began in 1947, investigated protective factors contributing to health and well-being 

across the life span (Cederblad, 1996).  In 1988-89, 148 midlife adults who participated 

in the Lundby study were re-interviewed (Cederblad, Dahlin, Hagnell, & Hansson, 1994). 

Childhood stress resilience factors (individual dispositions and environmental factors) 

were identified as contributing to positive mental health during midlife (e.g., self-esteem, 

successful coping, internal locus of control, trusting relationships, shared values, and 

sense of coherence) (Cederblad et al., 1994).  

 Some people emerge from a crisis with new coping skills, more maturity and self-

confidence, closer relationships with family and friends, and a richer appreciation of life 

(Moos, 1991; Sakraida, 2005).  Resiliency is about adaptability and one‘s ―ability to 

bounce back‖ (Schlossberg et al., 1995) as well as past coping with transition (Perrig-

Chiello & Perren, 2005).  Hudson (1999) stated, for the ―self-renewing adult‖ (p. 234), 

learning does not have to cease in adulthood, rather, there are many ways to learn to ―live 

fully in the world‖ (p. 235).  Prior exposure to stress can facilitate learning if the same 

stressor occurs (Frese & Zapf, 1988), if, learning has occurred and can be recalled (Cox, 

1987).  In all likelihood, protective, resilience, and risk factors interact in unique ways for 

individuals (Rutter, 1985).   

Multiple Life Roles and Gendered Roles: Do They Add Strain or Boost Well-being? 

The counselling for midlife depression literature is quite dichotomous in its 

presentation of research, largely based on sex differences.  Multiple roles can lead to an 

additive effect with respect to stress (van Praag et al., 2004).  In the context of midlife, 

stress and depression have been linked to inter-role conflict and role strain, particularly 

work-related strain.  Sex and gender roles are discussed as factors contributing to role 
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strain and role conflict.  On the other hand, studies have shown that multiple roles can 

positively contribute to self-identity, purpose and meaning, and well-being.  It appears 

that multiple roles and well-being are mediated by the quality of relationships and 

resourcefulness (e.g., self-control, agency, and social support).  Emerging from the 

literature is a more complex picture than historical role theory has presented.  This 

includes considerations such as quality of relationships, cultural values, gains from 

multiple roles, and interactional effects of roles.  Nevertheless, the demands of multiple 

roles during midlife and well-being are predominantly discussed in the context of 

women‘s lives.  If we are to better understand and work with male depression, more in-

depth analysis of contributing factors is essential. 

 Social and gender roles.  Aneshensel and Pearlin (1987) defined social roles as 

―the rights, responsibilities, and normatively prescribed behaviors that adhere to 

occupants of a given status or position‖ (p. 78).  ―The history of one‘s role occupancy 

shapes both current experience within that role and meaning of such experience‖ 

(Aneshensel & Pearlin, 1987, p. 83).  Gender role refers to social prescriptions or 

stereotypes associated with each sex; gender schema is one‘s beliefs about attributes of 

males and females (Huyck, 1999).  ―Gender is a multidimensional construct that 

encompasses the many ways our society is differentiated on the basis of sex‖ (Cook, 

1990, p. 371).  Worell and Remer (2003) characterized gender as culturally constructed 

beliefs and attitudes about the behaviours and traits of men and women. 

 Gender role conflict.  Gender roles and gender identity go well beyond the 

individual to include contexts and environmental factors (Burnett, Anderson, & Heppner, 

1995; Stoppard, 2000).  These contexts contribute to messages, expectations, resources, 
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and opportunities conditioned over time by sex differences (Cook, 1990).  Gender role 

conflict is a psychological state stemming from negative consequences of masculine and 

feminine role socialization (O‘Neil, 1981; O‘Neil, Helms, Gable, David, & Wrightsman, 

1986).  This form of conflict is a psychological state characterized by ―rigid, sexist, or 

restrictive gender roles, learned during socialization [that] result in personal restriction, 

devaluation, or violation of others or self‖ (O‘Neil, 1990, p. 25).  As social shifts in the 

lives of adults (e.g., dual-career families) occur, traditional ideologies about masculine 

and feminine roles combined with changes in roles can generate gender role strain 

(Cochran & Rabinowitz, 2000; Englar-Carlson & Shepard, 2005; Pleck, 1995; Pollack, 

1998; Real, 1998, 2000).  Part of the problem with gender role socialization is its 

narrowing of possible ways of being in the world.  ―One layer of identity can…function 

as a primary-status trait, overriding other core dimensions of personhood due to the 

stigmatizing act of categorization‖ (Robinson, 1999, p. 75). 

 Wanting to better understand how men‘s internalized messages about gender is 

associated with depression, Mahalik and Cournoyer (2000) used self-report measures 

(Gender Role Conflict Scale, O‘Neil et al., 1986) with depressed and non-depressed men. 

They found depressed men linked self-concept to success, tended to restrict emotionality, 

had challenges with intimacy, and had higher scores for work-family conflict compared 

to the non-depressed men.  ―Men‘s conflicts and stresses related to male gender roles also 

have been theoretically and empirically associated with increased depression and 

psychological distress‖ (Good & Wood, 1995, p. 70).  The pressure to attain traditional 

forms of success defined by male gender roles can harm well-being (Good, Dell, & 

Mintz, 1989; O‘Neil, 1990; O‘Neil et al., 1986).  Good and Wood‘s study about the 
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relationship between gender role conflict and depression in men found that the highest 

correlations with level of depression were reported for conflict between work and family 

and restrictive emotionality.    

 The challenges of gender, depression, and counselling.  ―One of the most 

consistently documented sex differences in incidence of psychological problems is 

depression‖ (Cook, 1990, p. 372).  Researchers (e.g., Gullette 2004; Jack, 1991, 1999; 

Laitinen & Ettorre, 2004) discussed the ‗invisible gendered tensions‘ that contribute to 

depression in women.  Cochran and Rabinowitz (2003) posited that such tensions lead to 

men and women having similar depression symptom profiles but different expressions of 

those symptoms (Heifner, 1997).  Relational and health changes for women during 

midlife can result in isolation, loss, and transition (Deeg, 2005; Jordon, 1989; Turner et 

al., 2004; Woods & Mitchell, 1997).  Rochlen et al., (2005) questioned the idea that 

depression presents differently in men and women stating the need for future research 

and conjectured that the ―culture of psychotherapy‖ has perhaps continued to stereotype 

behaviours of depression expressed by the sexes.  It is important for counsellors to 

develop awareness of internalized gender role stereotypes, knowledge of within-group 

differences, and understanding of the extent to which acculturation influences depression 

(Cochran & Rabinowitz, 2003; Cook, 1990; Sue, 2001). 

 Some researchers (e.g., Cochran & Rabinowitz, 2003; Pollack, 1998) have 

characterized differences rather than commonalities in how the sexes manifest depression 

and that these gender disparities are ill diagnosed by current tools (Pollack, 1998; Real, 

1998).  ―Research and clinical evidence reveal that while both women and men can 

develop the standard symptoms of depression, they often experience depression 
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differently and may have different ways of coping with the symptoms‖ (National Institute 

of Mental Health [NIMH], 2003a).  ―For men to benefit from counseling, however, 

counselors need to be able to conceptualize men through a lens of masculine 

socialization….‖ (Englar-Carlson & Shepard, 2005, p. 384).  Cournoyer and Mahalik 

(1995) suggested that the socialization of men toward independence may come at the 

expense of other aspects of life, contributing to depression (Good & Mintz, 1990).  Good, 

Robertson, Fitzgerald, Stevens, and Bartels (1996) posited that male clients are often 

unaware of the effect of socialization on their mental health necessitating psycho-

education, experiential, and problem-solving counselling approaches (Real 2000; 

Robbins, 2006).  Women, too, need effective problem-solving skills as the Seattle Midlife 

Women‘s Health Study (Woods & Mitchell, 1997) found.  They were interested in which 

pathway to depression (menopausal transition, stressful life context, and health status) 

was most influential.  Results indicated that menopause had little effect on the 

development of depression with stressful life contexts the most influential contributor to 

depression.  Researchers have discussed the myths surrounding menopause encouraging 

counsellor awareness that depression tends to be related to factors other than menopause 

(e.g., finances, loss, absence of control, stressful life events, and self-concept) (Hughes, 

2004; Lindström & Eriksson, 2006; McQuaide, 1998; Sakraida 2005; Saucier 2004). 

 Gender socialization and gender role development occur long before midlife for 

both sexes.  Researchers (e.g., Carter & Kaslow, 1992; Stoppard, 1999) studying women 

and depression have suggested the need for counsellors to gather information about the 

course of depression.  Cyranowski et al. (2000) highlighted the critical period of 11 to 13 

years of age when depression rates for adolescent girls exceeds that of adolescent boys.  
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Social pressures to conform to stereotypically feminine versus masculine gender roles 

become even more salient during the pubertal/adolescent transition, referred to as ―gender 

intensification‖ (Cyranowski et al., p. 22).  It seems female predominance in depression 

dramatically decreases after age 55 (Bebbington et al., 1998; Cyranowski et al., 2000).  

These findings suggest midlife as a critical period for the prevention of depression in later 

life for women. 

 Role conflict.  An individual can experience role conflict when one or more of 

these three events occurs: (a) incompatible expectations associated with two different 

roles; (b) contradictory expectations associated with the same role; and (c) lack of 

congruence between the role and the individual (Long & Porter, 1984).  Pearlin (1975) 

referred to interrole conflict as a time when the demands of a given role are extreme and 

inflexible or when commitment to one role is strong.  This may or may not lead to 

interrole strain.  Multiple roles and potential stressors in various life domains can 

adversely affect sense of control during midlife (Skaff, 2006).  For example, O‘Driscoll, 

Ilgen, and Hildreth (1992) found that contrary to role overload theory, in their results 

from 120 questionnaires to women and men, greater involvement in off-job demands was 

associated with reduced role interference and psychological strain.  Conversely, 

Galambos and Walters (1992) reported that work schedule inflexibility correlated with 

role strain for dual-earner couples with men reporting higher rates of depression.  In 

Aneshensel‘s (1986) study of women with dual family and work roles, it was the quality 

of their experiences in these roles, not dual role occupancy, that reduced role strain and 

depression.  Implications for counselling include closer examination of the contexts in 

which roles are enacted and sources of distress (Aneshensel, 1986). 
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 Role strain.  ‗Role strain‘ refers to the number of different role relationships in 

which a person engages (Snoek, 1966), often distinguished as subjective role strain and 

objective role strain (Long & Porter, 1984).  Early theories of strain put forth the scarcity 

hypothesis that roles drain energy, that individuals have limited energy, in fact, not 

enough to fulfill role obligations (Goode, 1960).  According to this theory, as roles 

increase, strain follows suit.  Later, the expansion hypothesis contrasted this earlier theory 

purporting that ‗net positive gains‘ come from multiple roles (Marks, 1977; Sieber, 

1974).  Greenberger and O‘Neil (1993), among other researchers, have shifted from role 

quantity to dimensions of roles such as commitment, quality, satisfaction, happiness, 

supports, and level of demand in a given role to better understand well-being, including 

predictors of role strain, anxiety, and depression.  Rosenbaum and Cohen (1999) 

emphasized the importance of individual differences in, for example, coping with family-

work conflict, quality of family relationships, and spousal support. 

 What tips the spillover factor?  Stressful life events tend to impact more than 

one life domain (Goldstein, 2005; Lachman & James, 1997; Stephens et al., 1994) with 

life roles being interrelated (Pearlin, Menaghan, Lieberman, & Mullan, 1981).  On the 

other hand, those actively involved in various life roles are reported to have lower health 

risks and less depression (Barnett & Baruch, 1987; Cleary, 1987; McMunn, Bartley, & 

Kuh, 2006; Thoits, 1983; Verbrugge, 1983).  Stephens et al. reported the need to consider 

both stress and rewards associated with roles in that rewards in one role can have a 

positive spillover effect whereas stress tends to exacerbate stress in other roles. 

Heckhausen (2001) suggested that multiple roles have the potential for helping adults 

adapt and enhance resiliency.  The quality of relationships helps mitigate role strain 
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(Barnett & Baruch, 1985; Belle, 1987; Rutter, 1985) as well as how rewarding one finds a 

given life role (Jantz, 2003; Pearlin & Lieberman, 1979). 

 Factors that tend to exacerbate the spillover effect include scheduling time for 

family, leisure and self-care, the rigidity of the labour market (Möller-Leimkühler, 2002), 

number of daily tasks (Jantz, 2003), and long work hours (Galambos & Walters, 1992).  

The potential strain of accommodating daily activities, family and cultural expectations, 

and personal growth can adversely impact life satisfaction (Hollis, 2005).  The provision 

of elder-care during midlife, especially when there is stress in other areas of life and 

when an absence of support exists, can strain well-being (Doress-Worters, 1994; 

Remennick, 2001; Stephens et al., 1994).  One‘s sense of control and resourcefulness in 

relation to various aspects of life (e.g., employment, finances, and relationships) is an 

important consideration (Burnside & Hodgins, 1992; Rosenbaum & Cohen, 1999) in 

terms of how individuals manage role strain. 

 Studies (Frone, Russell, & Barnes, 1996; Frone, Russell, & Cooper, 1992; 

Hammer, Cullen, Neal, Sinclair, & Shafiro, 2005) have found a relationship between 

work-family conflict and depression.  As Frone et al. (1996) concluded, conflict in one of 

these domains can impede self-identity and well-being.  Rosenbaum and Cohen (1999) 

suggested that learned resourcefulness is a helpful coping strategy for family-work 

strains as it includes learning new skills such as planning and problem solving.  They also 

discussed the effects of family support, the family atmosphere, and shared interests. 

Resolving problems in one life domain can help reduce spillover of stress and strain in 

other domains.  Kessler et al. (2004) reported that men tend to experience depression 

related to stress at work whereas women experience depression related to family-related 
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stress.  Kandel, Davies, and Raveis (1985) found that employment helped mitigate 

marital stressors for women.  Kaplan (1984) stated that stress and role strain for women 

are often linked to the maintenance of relationships, self-esteem, and depression.  Belle 

(1987) proposed that women are more likely than men to experience a ―contagion of 

stress‖ (being affected by the distress of others) and potential distress when support is not 

returned.  

 Job strain and occupational stress.  Job strain can be defined as ―high 

psychological or physical demands and low decision latitude‖ (Wang & Patton, 2001, p. 

284).  Wilkerson (2006) stated that ―depression is the leading cause of disability in the 

labour force, and, with heart disease, is on track to become the 21
st
 century‘s source of 

work years lost through disability and premature death‖ (p. 27) at a time when women 

and men are in their ―prime earning years‖ (p. 26).  Job strain, considered a risk factor 

for depression among working adults, intensifies with lack of social support, social 

isolation, poor relationships at work (Bilsker et al., 2004), lack of supervisor support, and 

low job satisfaction (Greenberger & O‘Neil, 1993).  Individuals who highly identify with 

work can experience role strain when work is stressful, particularly when they experience 

lack of control (Lazarus & Folkman, 1984).   

 Occupational stress refers to aspects of the work environment or stressors (e.g., 

task and relationship characteristics) that cause psychological strain (e.g., anxiety, 

depression, and tension) and negatively impact one‘s well-being (Beehr, Glaser, Canali, 

& Wallwey, 2001).  Occupational stress has been linked to high demand and low control 

and when job expectations misalign with job skills and resources; this can lead to work 

and role overload and increased risk of depression (Daniels & Guppy, 1997; Karasek & 
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Theorell, 1990; Mausner-Dorsch & Eaton, 2000; Sapolsky, 2004; Wang & Patten, 2001; 

Watson, 2007; Wilkerson, 2006).  The organizational culture can also be a source of 

stress (Beehr et al., 2001). 

Harnois and Gabriel (2000) identified these five workplace elements that promote 

mental health: (a) time structure; (b) social contact; (c) collective effort and purpose; (d) 

social identity; and (e) regular activity.  Similarly, Bond, Flaxman, and Loivette (2006) 

identified stress in the workplace using these six categories: (a) demands; (b) control; (c) 

support; (d) relationships; (e) role (e.g., understanding one‘s role in the organization and 

conflicting or competing roles); and (f) change (e.g., how well it is managed and 

communicated).  Beehr et al. (2001) reported that changes in work environment such as 

increased job control can help individuals manage stress. 

 In the context of work, control refers to workplace expectations, amount of 

flexibility, available amenities, and authoritarianism (Sapolsky, 2004).  Work-related role 

strain tends to occur with insufficient moderating factors to help manage stress (Harvey 

et al., 2006).  Keeping up with vocational learning demands and a changing labour 

market can alter work control and may impact non-work realms (Mikkelsen, Saskvik, & 

Ursin, 1998; Wickrama et al., 2005).  The construct locus of control differentiates 

internal and external control as primary determinants of outcomes (Rotter, 1966).  

Seligman (1975) connected depression to one‘s perception of environments as 

uncontrollable.  It is further conjectured that locus of control, connected to self-efficacy, 

develops through learning (Bandura, 1977).  According to Bandura, efficacy expectations 

are one‘s perceptions (perceived competence) that they can carry out behaviours to 

produce certain outcomes (outcome expectations).  As Daniels and Guppy (1997) pointed 
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out, locus of control may be influenced by past experiences of controllability.  

Organizations that create a positive learning climate not only facilitate learning, 

but also help mediate stress (Mikkelsen et al., 1998).  Argyris and Schön (1996) used the 

concept behavioral world to identify organizational climates shaped by ―qualities, 

meanings, and feelings that habitually condition patterns of interaction among individuals 

within the organization in such a way as to affect organizational inquiry….‖ (p. 29). 

Moderating job-demand strain are factors such as job clarity (Lang, Thomas, Bliese, & 

Adler, 2007; Stewart & Barling, 1996), trust in management (Harvey, Kelloway, & 

Duncan-Leiper, 2003), and sufficient resources to meet demands (Hobfoll, 2001; 

Hochwarter, Perrewé, Meurs, & Kacmar, 2007; Schaufeli & Bakker, 2004).  

 Stewart and Barling‘s (1996) study of the impact of role ambiguity on health care 

professionals found that it exacerbated the effects of stress on mood, generating 

psychological strain.  Bakker, Demerouti, and Euwema (2005) studied the interactional 

nature of job demands and job resources among workers in higher education.  They 

concluded that job demands evoke stress, energy depletion, and can lead to burnout; lack 

of job resources tends to evoke a withdrawal process that undermines motivation and 

learning.  Job resources, part of the Job Demands-Resources Model (Bakker, Demerouti, 

De Boer, & Schaufeli, 2003; Demerouti, Bakker, Nachreiner, & Schaufeli, 2001), refer to 

physical, psychological, social, and organizational aspects of a job that help achieve work 

goals; job resources also help reduce those job demands that impact physiological and 

psychological well-being. 

 Long and Porter (1984) identified economic vulnerability as the most pronounced 

risk for midlife women.  As Burnside and Hodgins (1992) emphasized, women who find 
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themselves unemployed or underemployed and lacking in job-related skills can 

experience the double challenge of stress and depression.  Studies have demonstrated 

positive correlations between employment status and health (e.g., Ross & Mirowsky, 

1995).  Carr‘s (1997) research on midlife women and goals found lower levels of 

depression when career goals were met, that multiple life roles helped alleviate career 

loss, and that having clear career goals by age 35 facilitated purposeful living.  Similarly, 

Stewart and Vandewater (1999) concluded from their study about past regrets that setting 

and following through on goals in midlife aids well-being.  Izzo (2007) reported that 

midlife men‘s depression was connected to transitions such as retirement, questions about 

the future, identity conflict, and identity that is primarily defined by one‘s career. 

 Wickrama et al. (2005) investigated whether health outcomes, including 

depression, were influenced by level of control and changes in the workplaces of rural 

men and women.  They used Robert Karasek‘s Job Strain Model concluding that men 

experiencing depression tended to also experience decreased work control. Karasek‘s 

(1979) model depicts the interactive nature of job demands and job decision latitude.  In 

this model, job demands are the psychological and/or physical requirements to complete 

work tasks.  Job decision latitude refers to control over the use of one‘s abilities (skill 

discretion) and how the work is accomplished (decision authority).  Job strain can be 

mediated when constraints for coping with demands are reduced (Karasek, 1979). 

 Jones, O‘Connor, Connor, McMillan, and Ferguson (2007) concluded that 

proximal daily factors had a greater impact than distal factors on job demands, control, 

and support.  In addition, they reported that since mood varies during work hours, 

individuals may adapt to these variations, depending, in part, on job constraints and 
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freedoms.  Based on the National Study of Daily Experiences data (part of the Midlife in 

the United States [MIDUS] National Survey), participants identified key stressors related 

to financial risk and children, but identified few daily stressors for which they indicated 

little or no control.  On the other hand, global categories such as work and family 

domains may be too broad and overlook proximal variations in control, stress, and 

moderators that occur in day-to-day living (Almeida & Horn, 2004). 

II. The Change Process for Depression and Learning in Adulthood:  

Implications for Counselling 

 

The notion that an enterprise that involves learning new strategies to  

overcome longstanding problems might be enhanced by extra practice  

outside of formal didactic sessions is probably as old as teaching or  

training itself.  It was the shift toward viewing psychotherapy as a form of 

teaching or training that is still relatively novel. 

~ Thase and Callan, 2006, p. 162 

 

 In this section I review therapy outcome research that examines efficacy of 

interventions for depression.  Based on my review, I identify seven primary findings: (a) 

there does not appear to be one best approach or mode of counselling for depression; (b) 

building resiliency for the gains and losses inherent in midlife can facilitate well-being; 

(c) the learning of new skills tends to be necessary; (d) change and management of 

depression requires information and resources; (e) prediction of recurrence and relapse of 

depression is difficult; (f) adaptation improves with flexibility, self-agency, and increased 

control; and (g) it is unclear in the depression literature how client active engagement is 

sustained.  These findings further support in-depth examination of learning and change 

processes to identify how counselling for depression can be improved.  

Therapy Outcome Research for Depression: What Makes the Difference? 

 A key challenge that researchers studying depression outcomes discuss is 
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maintenance of gains following therapy (Billings & Moos, 1985; Eaton et al., 2008; 

Fresco et al., 2007; Gallagher-Thompson, Hanley-Peterson, & Thompson, 1990; Hollon, 

2003; Hollon, Thase, & Markowitz, 2002; Karp et al., 2004; Keller, 2003; Keller & 

Borland, 1998; Monroe & Harkness; 2005; Monroe et al., 2006; Scott et al., 2000, 2003; 

Segal, Pearson, & Thase, 2003; Segal, Williams, & Teasdale, 2002; Teasdale, 1999),  

especially given ―the tremendous heterogeneity of experiences typically included within 

this broad category‖ (Monroe et al., p. 113).  Part of this dilemma relates to how 

depression is conceptualized.  Treatment as ‗cure‘ may not be a realistic expectation of 

therapy; instead, ―[t]eaching people skills that they can use as needed increases the 

likelihood that they will have effective tools at their disposal when the need arises‖ 

(Hollon, 2003, p. 73).  

 In my review of the extant research literature for treatment of depression, a key 

realization is the absence of a best or standard treatment approach.  This discovery 

emphasizes my proposal that counselling benefits individuals when it is customized, 

client-driven, and incorporates their goals, history, strengths, learning preferences, and 

active learning.  Moreover, it substantiates my rationale for further investigation into the 

role of counselling to help individuals self-manage depression.  Addis and Jacobson 

(2000) stated, ―[a]s the public becomes increasingly psychologically sophisticated and 

aware of multiple treatment options, the fit between a client‘s preferred approach and the 

therapist‘s provision of a specific treatment rationale will become all the more important‖ 

(p. 324).  

 No one best approach for treating depression.  Studies have reported no 

differences in therapy outcomes that compared models such as cognitive-behaviour 
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therapy (CBT), interpersonal therapy, and support interventions (Bright, Baker, & 

Neimeyer, 1999; Gallagher-Thompson et al., 1990; Gallagher-Thompson & Stefen, 1994; 

Jacobson et al., 1996; Karp et al., 2004; Luty et al., 2007; Shapiro et al., 1994).  Therapy 

is shown to provide more efficacious and longer-lasting treatment outcomes to anti-

depressant medication (e.g., Fresco et al., 2007); in fact, Fava, Rafanelli, Grandi, 

Canestrari, and Morphy (1998) discussed the ―protective‖ effect of CBT to help prevent 

relapse four years following treatment.  Antidepressant medication combined with 

cognitive therapy (CT) was shown to reduce relapse for severe depression with persistent 

symptoms (Paykel et al., 1999).  CBT was shown to be superior to medication for severe 

depression (DeRubeis, Gelfand, Tang, & Simons, 1999), while other researchers (e.g., 

Hollon, Shelton, & Davis, 1993) questioned the efficacy of treatments such as CT over 

pharmacological treatment (PT) in cases of severe depression.  Scott et al. (2003) 

commented that for acute treatment of depression, antidepressants and brief  

psychotherapy are equally effective, citing a study by DeRubeis et al. (1999).  

 Osatuke et al. (2005) compared CBT to client-centered therapy.  They indicated 

that while counsellors and clients solved issues differently based on approach used in 

therapy, successful outcomes for each were achieved.  Meta-analytic reviews of therapy 

outcome with depression (Nietzel, Russell, Hemmings, & Gretter, 1987; Robinson, 

Berman, & Neimeyer, 1990; Steinbrueck, Maxwell, & Howard, 1983) concluded that no 

one approach was superior.  Dobson‘s (1989) meta-analysis, in contrast, found CT to be 

superior to other forms of psychotherapy in the treatment of depression.  Gortner, Gollan, 

Dobson, and Jacobson (1998) compared CBT (full range of CBT interventions) to its key 

components, behavioral activation with no cognitive components and modifications to 
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‗automatic dysfunctional thinking.‘  Interestingly, they found no differences (e.g., in 

recovery, relapse rates, and number of well weeks) two years post-treatment.  They 

concluded that their results raised questions about the traditional theory of change 

espoused by CBT and its emphasis on cognitive interventions.  Other studies have 

reported that CT is superior to PT (e.g., DeRubeis & Feeley, 1990; Fava, Rafanelli, 

Grandi, Conti, & Belluardo, 1998; Feeley, DeRubeis, & Gelfand, 1999), especially for 

managing relapse following treatment (Paykel et al., 1999; Scott et al., 2000, 2003). 

 The National Institute of Mental Health (NIMH) Treatment of Depression 

Collaborative Research Program (TDCRP) study found that cognitive, interpersonal, and 

pharmacological approaches obtained similar results in treating depression (Asay & 

Lambert, 1999; Elkin et al., 1989; Imber et al., 1990; Sotsky et al., 1991).  Follow-up 

research on the NIMH TDCRP study reported mixed results with respect to therapist 

effects (Crits-Christoph & Gallop, 2006).  Some researchers (Elkin, Falconnier, 

Martinovich, & Mahoney, 2006) indicated no therapist effects while others (Blatt, Zuroff, 

Quinlan, & Pilkonis, 1996; Kim, Wampold, & Bolt, 2006; Krupnick et al., 1996) reported 

therapists played a key role in treatment outcomes more so than the type of treatment.  

Zuroff and Blatt‘s (2006) investigation indicated that the quality of the early therapeutic 

relationship directly contributed to outcomes such as symptom reduction, improved 

global adjustment, and enhanced adaptive capacities.  Meyer et al.‘s (2002) analysis of 

the TDCRP data showed that client expectations of therapeutic effectiveness predicted 

active engagement and greater overall improvement.  Another TDCRP follow-up study 

reported that clients‘ perceptions about fit between issue and treatment approach was a 

key factor for successful outcome (Elkin et al., 1999).  
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 Experiential learning.  As part of the MIDUS research projects, age and 

depression were investigated.  Kessler et al. (2004) found depression to decrease for both 

women and men beginning in midlife, conjecturing this could be the result of increased 

life experience, maturity, learning from experience, and accumulation of life skills.  This 

same trend was found by Brandtstadter and Rothermund (1994) and Brim (1992). 

―[P]eople increasingly adopt an accommodative mode of coping with stress as they age in 

which preferences and expectations are adjusted in light of increasing situational 

constraints‖ (Kessler et al., 2004, p. 245).  Vaillant (1977), in his longitudinal study with 

268 men, reported that use of mature psychological strategies (e.g., altruism and humor), 

were key to adaptively coping with life‘s challenges.  The MIDUS findings suggest self-

management of depression through effective utilization of life experiences, knowledge, 

and existing skills.  The MIDUS results implied the need for adaptation and flexibility 

and that depression appears to decrease when adults learn from experience. 

 Experiences influence development, perception, and self-identity in both helpful 

and hindering ways (Knowles et al., 2005).  The andragogical model deems adults‘ 

experiences core to the process of adult learning (Knowles, 1970; Knowles et al., 2005).  

It is not uncommon for people to ―forget their previous skills and success experiences 

when they are in the throes of depression or struggling with a dilemma‖ (Snyder, 

Michael, & Cheavens, 1999, p. 189).  In 1984, David Kolb stated that his experiential 

learning theory was ―a holistic integrative perspective on learning that combines 

experience, perception, cognition, and behaviour‖ (p. 21).  Learning is also influenced by 

stage or readiness for change (Prochaska, & DiClemente, 1992).  In their study of 

treatment history‘s relationship to outcome for depression, Grenyer, Deane, and Lewis 
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(2008) reported that learning and skills acquisition from recent sessions helped facilitate 

rapid progress in the next session.  They advocated that counsellors inquire about their 

clients‘ counselling experiences in order to build on prior learning, skill acquisition, 

socialization processes, and approaches clients found helpful.  The combination of 

clients‘ presenting challenges, preferred learning styles, and readiness for change 

suggests individualized intervention planning. 

 Experiential learning facilitates change maintenance.  The more actively 

engaged clients are in the counselling process, the more they benefit (Hubble et al., 1999; 

Miller et al., 1997; Morgan & MacMillan, 1999; Robinson, 2003).  Active engagement is 

especially important in developing self-management of depression.  The Andragogical 

Model and client theory of change concepts further suggest counsellors draw on 

individuals‘ unique experiences, strengths, and their ideas about change.  Andragogical 

practices are being applied to career counselling (MacKinnon-Slaney, 1994; 

Vähämöttönen, Keskinen, & Parrila, 1994; Vehviläinen, 2003) and family therapy 

(Stratton, 2005).  ―[T]he more active and specific the procedure, the more believable it 

becomes to clients, thus mobilizing their intrinsic hope, energy, creativity, and self-

healing potential.  Personal agency is awakened by technique‖ (Tallman & Bohart, 1999, 

p. 100).  ―It is a resource that facilitates, supports, or focuses clients‟ self-healing 

efforts” (Tallman & Bohart, p. 102).  As Tallman and Bohart highlighted, critical to this 

process is the therapeutic environment because it provides clients with a place to… 

take a deep breath, consider their problems in context, brainstorm with another 

person, gain perspective, examine their ―bad sides,‖ make mistakes, generate 

new alternatives, re-experience old wounds and problematic issues, think, 

analyze, recover the strength to re-confront life, and try new behaviors (p. 102). 

  

Studies comparing experiential therapy and client-centered therapy (Goldman,  
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Greenberg, & Angus, 2006; Greenberg & Watson, 1998) reported similar therapy 

outcomes for the two modes of therapy; however, when experiential exercises in-session 

augmented client-centered approaches, at 6- and 18-month follow-up, 70% of the 

experiential group reported no relapse compared to 40% of the clients who received 

client-centered therapy reporting no relapse.  Watson, Gordon, Stermac, Kalogerakos, 

and Steckley (2003) compared experiential therapy and CBT.  These researchers found 

that clients who participated in experiential therapy demonstrated increased assertiveness 

compared to the CBT group.  Greenberg and Watson (2006) commented that experiential 

and emotion-focused therapies enhance individuals‘ capacity for reflection, emotion-

processing, and resolving distress.  Moreover, Greenberg and Watson (1998) concluded 

from their study comparing the efficacy of process-experiential psychotherapy and client-

centered psychotherapy for depression that both approaches were just as efficacious as 

other therapies, based on previous outcome research. 

 Client-centered therapy.  Client-centered Therapy (CCT) (Rogers, 1942, 1946, 

1956, 1957) was founded by Carl Rogers as a non-directive and supportive form of 

therapy.  In CCT, therapeutic goals are determined by clients (Duncan et al., 2004; 

Rogers, 1942, 1946) with the therapist‘s core role being the creation of a ―psychological 

atmosphere‖ conducive to exploration, insight, awareness, discovery, release, catharsis, 

and growth on the part of the client (Rogers, 1940, 1946, 1958).  In order for this 

environment to be generated, therapist qualities (e.g., empathy, respect, genuineness, 

non-judgmental, unconditional positive regard, and honesty) and the therapeutic 

relationship (e.g., warm, understanding, accepting, and safe) are essential (Brodley, 2006; 

Fernald, 2000; Rogers, 1946, 1957).  
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 CCT asserts that over the course of therapy, clients become increasingly aware of 

their strengths and capacity for change and self-directed behaviour; in addition, their self-

understanding, acceptance, and self-determination increases (Brodley, 2006; Rogers, 

1942, 1980).  Organismic experiencing (Rogers, 1961/1995) occurs when clients draw on 

anything available to awareness.  This could be sensory-related and either conscious or 

unconscious (Fernald, 2000).  During CCT, therapists explicitly communicate acceptance 

and empathic understanding of the client‘s internal frame of reference and reflect feelings 

and meaning (Brodley, 2006; Rogers, 1957, 1986).  As Rogers (1942) indicated, non-

directive counselling is not devoid of therapeutic techniques but is intended to help a 

client more clearly ―recognize and understand his feelings, attitudes, and reaction 

patterns…‖ (p. 124).  Here is a sample of five of the techniques Rogers (1942) discussed: 

(a) understanding and clarifying of the problem based on the client‘s description of it; (b) 

recognizing or interpreting clients‘ feelings and attitudes expressed by their demeanor, 

behaviour, or earlier statements; (c) asking specific questions for clarification; (d) 

providing praise when clients discuss thoughts and feelings; and (e) communicating 

acceptance to help relieve fear and anxiety (pp. 123-126).                

 Experiential therapy.  Experiential Therapy (ET) focuses on awareness and 

subjective experience through reflexivity, promotion of agency, in-session experiencing, 

and a genuine therapeutic relationship (Watson, Greenberg, & Lietaer, 1998).  A core 

process in ET was developed by Eugene Gendlin in the 1960s called focusing which 

involves experiencing a bodily felt sense (Ikemi, 2005; Leijssen, 1998).  Gendlin (1969) 

believed in the efficacy of teaching people to listen quietly to felt experiences or ―felt 

meaning‖ and ―experiential effect‖ (p. 7) and discussed how experiential focusing 
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provides the type of mind-body connection learning that helps with problem-solving and 

meaning-making (e.g., worldviews, perceptions, values, and goals) (Gendlin, 1981).  

Images, words, sensations, interactions, and responses can all inform felt experiences 

(Gendlin & Olsen, 1970; Richert, 2002) or the felt sense (Gendlin, 1996).  

 Greenberg (2002) expanded ET to include emotion coaching to help individuals 

recognize emotion, patterns of emotional responding, and emotion regulation.  Emotional 

arousal and reflection have been reported as necessary elements of change (e.g., 

Greenberg & Watson, 1998, 2006; Missirlian et al., 2005).  According to researchers 

(Missirlian et al., 2005; Pascual-Leone & Greenberg, 2007), this processing helps clients 

learn deeper problem conceptualization and fosters reflective skills such as exploration, 

differentiation, and re-evaluation; it also facilitates the learning and understanding of 

moment-to-moment changes in emotion, perception, and meaning.    

 Cognitive therapy.  Cognitive Therapy was developed by Aaron Beck in the 

early 1960s as short-term structured psychotherapy for depression (Beck 1995) following 

his formulation of a cognitive model for depression (Rush & Beck, 1978).  This model 

burgeoned after Beck‘s (1963) interviews with 50 depressed and 31 nondepressed 

psychiatric patients he was seeing in psychotherapy or formal psychoanalysis; interview 

techniques included free association.  The cognitive model includes the cognitive triad 

(negative perceptions of self, experiences, and the future), schemas, and cognitive 

errors/distortions (e.g., overgeneralization and dichotomous thinking) (Beck, 1991; Rush 

& Beck, 1978).  Schemas represent the meaning individuals attach to events including 

attitudes, beliefs, assumptions, and rules.  According to this model, schemas tend to be 

automatic thought patterns that arise quickly with a lack of personal awareness (Beck, 
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1991).  In turn, these deductive automatic thoughts influence affective, behavioural, and 

motivational responses as well as problem-solving (Beck, 1964, 1991, 2005).  Beck 

(2008) has expanded his cognitive model to include developmental factors such as early 

adverse life experiences and neurobiological implications (e.g., hypersensitive amygdala) 

that have the potential effect of cognitive vulnerability toward depression later in life. 

 CT and CBT are often used interchangeably; however, CBT combines techniques 

from both CT modules and behavioural modules (Beck, 2005).  A key goal of CT (Beck, 

1964) and CBT (Wright, 2006) is to interrupt and modify maladaptive thinking.  

Techniques include challenging these patterns, examining the evidence, increasing 

awareness, use of thought records, identifying automatic thoughts (including biases and 

assumptions), setting clear achievable goals, and between-session homework (Beck, 

Rush, Shaw, & Emery, 1979; Burns, 1980; Greenberger & Padesky, 1995; Paterson, 

Alden, & Koch, 2006; Somers & Querée, 2007; Wright, 2006; Yapko, 1997).  As Somers 

and Querée stated, ―CBT is a process of teaching, coaching, and reinforcing positive 

behaviours‖ and skills utilizing various formats (e.g., group CBT, one-on-one CBT, and 

self-care programs) and resources (e.g., bibliotherapy, self-help books, computer 

programs, and the Internet).                                                                                        

 Mindfulness-based cognitive therapy.  Mindfulness-Based Cognitive Therapy 

(MBCT) (Teasdale, Segal, & Williams, 1995) integrates components of the mindfulness-

based stress reduction program developed by Jon Kabat-Zinn and colleagues and aspects 

of CT (Teasdale et al., 2000).  MBCT is designed to teach individuals to increase 

awareness, decenter habitual thoughts and feelings, and relate non-judgementally to 

thoughts, feelings, and bodily sensations (Fresco, Segal et al., 2007; Segal et al., 2002).  
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This changing of one‘s ‗relationship‘ with thoughts and feelings differs from the intent of 

CBT to change perception and the ‗meaning‘ one attributes to thoughts and beliefs 

(Teasdale, 1999).  Decentering is ―described as the capacity to take a present-focused, 

non-judgmental stance in regard to thoughts and feelings and to accept them‖ (Fresco, 

Segal et al., 2007, p. 448).  Moreover, MBCT has been shown to bolster prior learning 

from therapy, enhance change maintenance, facilitate ongoing self-assessment of 

personal signs of depression relapse, and integrate experiential learning about one‘s 

thoughts and emotions into daily living (Segal, 2008; Segal et al., 2002; Williams, 

Teasdale, Segal, & Kabat-Zinn, 2007).  

 Studies have demonstrated MBCT to be effective in reducing risk of relapse when 

compared to other treatments (Ma & Teasdale, 2004; Teasdale et al., 2000, 2002). 

Nevertheless, there are differential effects.  Ma and Teasdale found that MBCT was 

effective for clients with early onset depression and a history of three or more episodes 

and not effective for clients with two episodes within the past five years.  Eaton et al. 

(2008) reported, in their study of chronicity, that 50% of those participants with one-time 

depression had no future episodes.  Ma and Teasdale found MBCT ineffective for 

depression associated with severe antecedent life events.  This implicates the use of stress 

management strategies over MBCT in response to severe life events.  

 Self-efficacy: Early gains and self-directed learning.  The more clients believe 

they are in the driver‘s seat of change, the better equipped they become to navigate future 

change.  Lambert and Bergin (1994) have shown longer term gains from therapy when 

clients attribute change to their own efforts.  Recognition by clients early on in 

counselling of a gain is said to facilitate learning in later sessions (Ilardi & Craighead, 
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1994).  Asay and Lambert (1999) stated the following point, critical, I believe, to self-

management of depression during midlife, ―[r]elapse can be reduced by encouraging and 

reinforcing the clients‘ belief in their ability to cope with the inevitable, temporary 

setbacks likely to be experienced after therapy‖ (p. 42).  Asay and Lambert also 

emphasized the need for therapists to use interventions that augment the maintenance of 

treatment gains.  Some of the strategies discussed include use of information, resources, 

and homework to encourage self-directed efforts. 

Sudden gains experienced early on in therapy are said to boost self-efficacy.  

Researchers (Kelly, Roberts, & Ciesla, 2005; Tang & DeRubeis, 1999; Tang, 

DeRubeis, Beberman, & Pham, 2005) have demonstrated the efficacy of sudden gains 

(substantial symptom reduction in one between-session interval) in therapy for 

depression, but differ in factors they conclude are key to such gains.  Some researchers 

(Tang & DeRubeis, 1999; Tang et al., 2005) concluded that cognitive changes precede 

gains.  It should be noted, however, that these studies were based on the CBT model and 

did not solicit other factors from participants (e.g., extratherapeutic environmental 

factors).  In their literature review, Ilardi and Craighead (1994) presented treatment 

factors in CBT that mediated change.  They concluded no one ―specific‖ component of 

CBT was responsible for change; rather, it appeared that a combination of ―nonspecific‖ 

factors ―play[ed] a prominent role in promoting the characteristic pattern of rapid clinical 

improvement observed during the first few weeks of CBT‖ (p. 150).  Examples of 

nonspecific factors included the therapeutic relationship, instilling hope and self-efficacy 

through discussion of treatment rationale, the treatment setting, generation of positive 

expectancies through routine (e.g., regularly checking-in about homework), identifying 
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target symptoms, and a treatment procedure or ritual believed to facilitate health (Ilardi & 

Craighead, 1994).    

 Tang, Luborsky, and Andrusyna (2002) questioned whether sudden gains would 

be found in a therapeutic approach other than CBT.  They reported sudden gains when 

supportive-expressive psychotherapy was used; however, such gains were less robust 

than those reported by Tang and DeRubeis (1999) using CBT in that a higher rate of 

reversal prior to end of treatment was found.  Kelly et al. (2005) stated that gains in 

therapy may result from a combination of increased hopefulness, environmental factors, 

resolution of stressors, the strength of the therapeutic alliance, and client self-efficacy. 

Participant awareness of what is making a difference in their gains is unreported in these 

studies.  As Shapiro et al. (1994) concluded, since research findings continue to show that 

treatment modality is not the key mechanism of change, future research with a practical 

focus and in-depth analysis of the change process is needed. 

 Extratherapeutic information and resources.  ―[I]t is important for therapists to 

assist clients in becoming aware of and using extratherapeutic resources, including 

support networks, self-help materials, and community programs that are available to 

them‖ (Asay & Lambert, 1999, p. 47).  This could include on-line discussion forums, 

awareness campaigns, psycho-educational materials, and support groups.  Examples 

include the NIMH (2003a, 2003b, 2003c) campaign for male depression (‗Real Men. 

Real Depression‟) and Globe and Mail Internet forums about mental health (e.g., 

Abraham, 2008).  Burnside and Hodgins‘ (1992) Social Health Outreach Program for 

clinically depressed midlife women combined education, social networks, and 

interventions for outcomes such as experiential and transformative learning, the 
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strengthening of ―personal, economic and social resources‖ (p. 483), and ―social-change 

therapy‖ (p. 484).  Social identity deficit can result from ―a role-determined constriction 

of opportunities‖ (Burnside & Hodgins, 1992, p. 487). 

 Having a sense of what could be expected during certain times in life can help 

mitigate distress (e.g., Aneshensel & Pearlin, 1987; Neugarten, 1968).  Holahan et al. 

(1999) stated that coping is generally characterized by either confronting a problem or 

reducing tension through avoiding the problem.  As they discussed, approaching a 

problem usually involves seeking information and support from others.  

 Use of homework.  I question the use of standardized between-session 

assignments that often accompany treatment for depression.  Literature discussing the 

―lack of adherence‖ to completion of homework (e.g., Detweiler & Whisman, 1999; 

Thase & Callan, 2006) tends to neither explore how therapists co-generate between-

session tasks nor how clients‘ perceptions of change are incorporated into the assignment 

of homework.  Startup and Edmonds (1994) found that clients‘ ratings of involvement in 

choice of between-session assignments did not impact compliance.  Conoley, Padula, 

Payton, and Daniels (1994) reported increased homework completion when it was based 

on clients‘ strengths, past successful performance, abilities, and knowledge and/or 

interest in the task.  Thase and Callan questioned whether ongoing use of homework 

decreases the risk of relapse following termination. 

 Detweiler-Bedell and Whisman (2005) found that clients more actively involved 

in the assignment of homework for depression were doing better at the mid-point of their 

treatment and had better two-year outcomes.  Researchers (Addis & Jacobson, 2000; 

Burns & Nolen-Hoeksema, 1991; Burns & Spangler, 2000; Detweiler & Whisman, 1999; 
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Startup & Edmonds, 1994) reported completion of homework assignments a key factor in 

reduction of depression regardless of its severity.  Castonguay, Goldfried, Wiser, Raue, 

and Hayes (1996) discussed the importance of affective processing and learning during 

session; here again, how this learning transferred to life outside counselling for change 

maintenance was absent in their study.  Burns and Nolen-Hoeksema (1991, 1992) 

emphasized the importance of willingness to learn.  Collaborative efforts by therapists 

such as use of written reminders, discussing barriers to task completion, and setting 

concrete goals were found to facilitate change (Detweiler-Bedell & Whisman, 1999).  

Burns and Nolen-Hoeksema (1991) pointed out that when homework is ineffective, it 

may indicate the need for ―an alternative form of therapy that better fits with their 

conceptualization of their depression‖ (p. 310).  Exploration of extratherapeutic factors 

that encourage and impede learning outside counselling could help inform realistic goals.         

 Studies (Billings & Moos, 1985; Holahan & Moos, 1991) have found that post-

therapy supports facilitate ongoing psychological health, stress management, and, thus, 

management of depression, especially with the presence of severe stressors, and/or 

multiple stressors.  Post-therapy factors are rarely identified in the literature and, yet, 

research has indicated that client and extratherapeutic factors are highly influential for 

successful therapy outcomes (Asay & Lambert, 1999; Duncan et al., 2004; Lambert, 

1992; Maione & Chenail, 1999; Miller et al., 1997, 2005; Tallman & Bohart, 1999). 

Some researchers (e.g., Hollon, 2003; Hollon et al., 2002) have posited that CBT is 

efficacious in its ―enduring effects‖ because of its emphasis on teaching skills to manage 

emotional responses to negative life events, behavioural strategies, and information-

gathering tools to challenge beliefs.   
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The kindling hypothesis (Post, 1992) states that with each episode of depression, 

risk for future experiences of depression increases.  In addition, this hypothesis suggests 

that severe stress precipitates first lifetime episode of depression but that severe life stress 

becomes progressively less necessary for precipitating later episodes.  It seems to me that 

because there appear to be ―few strong predictors of recovery or recurrence‖ for 

depression (Eaton et al., 2008, p. 513) and no one best approach, what works in therapy 

seems highly individual and depends on effective integration of client, counselling, and 

extratherapeutic factors.  This speaks to the need to collaboratively develop customized 

action plans for sustainability of well-being.  Given the nature of midlife, counselling can 

also play a role in building resiliency for change, loss, and transition.  

 Adapting to change: Flexibility.  Midlife is conceptualized as a time of 

transition and change, a polarity of gains and losses (Baltes, 1987; Degges-White, 2001, 

2006; Goldstein, 2005; Heckhausen, 2001; Jordon, 1989; Lachman, 2004; Sakraida, 

2005; Thoits, 1983; Turner et al., 2004).  Change and loss often influence self-concept 

and life structure (Goldstein, 2005).  As Aldwin and Levenson (2001) highlighted, 

understanding the dynamics and paradoxes of midlife is key to understanding 

adaptational processes.  

 Well-being in midlife has been linked to a flexible disposition toward living 

(Antonovsky, 1987; Brandtstadter & Renner, 1990; Brandtstadter & Rothermund, 1994; 

Brim, 1992; Kessler et al., 2004; Teasdale et al., 2000), considered a mediating resiliency 

factor.  Correspondingly, therapy outcome research has explored how explanatory 

flexibility (the ability to generate multiple perspectives and solutions and approach 

situations contextually) (Fresco, Rytwinski, & Craighead, 2007; Fresco, Williams, & 
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Nugent, 2006) and ―a willingness to anticipate the possibility of change‖ (Peterson et al., 

2007, p. 151) have the potential to help individuals manage negative life events and 

depression.  Moore and Fresco (2007) defined this construct as ―the degree of variability 

that an individual displays in assigning causes to negative events‖ (p. 325).  Monroe et al. 

(2006) suggested that stress could serve a protective role in building resilience to 

adversity.  They conceived that, over time, individuals might learn that stress provides an 

indicator to adapt accordingly (e.g., enact coping strategies and access resources). 

 Flexibility further suggests adjusting expectations and engaging in self-appraisal 

of difficulties and potential solutions.  This process of adjustment and adaptation could 

enhance self-management of daily events, stressors, and depression.  In the context of 

counselling, it implies the benefits of clients experiencing self-efficacy, developing self-

assessment skills, and building capacity for flexibility.  Brandtstadter and Renner (1990) 

discussed the benefits of adapting to stress through making adjustments to expectations 

and preferences that take into account constraints.  Similarly, Brim (1992) stated, as we 

age, healthy adaptation requires modification of goals, referring to ―just manageable 

difficulty‖ (p. 29), a concept from psychologist Nicholas Hobbs.  This refers to a level of 

difficulty or challenge that continues to promote a sense of mastery and engagement.  

 To enhance well-being, Brandtstadter and Rothermund (1994) suggested self-

appraisal to foster awareness of areas in life where consistent difficulties and emotional 

investment occur.  The midlife depression literature points to the importance of adjusting 

self-concept to foster self-esteem, self-efficacy, and a renewal of future life direction.  

For example, Saucier (2004) recommended helping midlife women renew negative self-

concept through assertiveness work, use of metaphor, normalizing internalized 
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oppression, and discussions about menopause.  Sakraida‘s (2005) research with midlife 

women following divorce pointed to resiliency through perception shifts.  Sakraida‘s 

participants identified midlife as facilitative of change, transition, and goal setting 

because they viewed it as ―an important attribute characterized with more maturity, as a 

pinnacle time, and as [a] trigger for life review‖ (p. 82).  At the same time, some 

participants faced new stresses such as financial loss and the need to upgrade skills.  De 

Andrade‘s (2000) research highlighted that midlife women described their experiences as 

a time when they found their own voice and a newfound sense of freedom to express their 

feelings and share their knowledge.  Helson and Wink (1992) studied changes in 

women‘s personality during midlife.  Their participants reported that they became more 

independent, confident, decisive, and less self-critical.  

 The paradox of loss and control in midlife.  The literature views ‗control‘ as 

particularly important given the inevitableness of loss in midlife (Brandtstadter & 

Renner, 1990; Brim, 1992; Lachman & Firth, 2004).  During midlife, there can be loss 

associated with relationships, aging, achievement, career, physical health, and financial 

security (Cochran, 2005; Cochran & Rabinowitz, 2000; Kirasic, 2004; Osherson, 1980). 

Kessler et al. (2004) reported that prevalence of depression increases when there are 

increases in role loss as the result of the death of significant others and retirement.  Adult 

transition typically requires the development and practice of new coping strategies (Brim, 

1992; Huffman & Myers, 1999; Schlossberg et al., 1995).  Brandtstadter and Rothermund 

(1994) likened this to finding ways to buffer loss and change through a re-assessment of 

personal life goals.  They stated one reason stress reactivity might decrease with age 

results from evaluating and choosing areas in life to be emotionally invested. 
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 Degges-White (2001) stated that women in midlife who seek counselling tend to 

be experiencing some form of loss and typically benefit from new ways to cope with loss, 

build self-esteem, and plan for the future.  She commented that counsellors need to be 

equipped to help midlife women with career and educational transitions that often 

accompany a midlife loss.  Self-identity development through assessment of values, 

needs, strengths, preferences, and accomplishments can be helpful (Degges-White, 2001). 

Community networks and support groups have also been shown to facilitate positive 

change (Burnside & Hodgins, 1992; Saucier, 2004).  Minter and Samuels (1998) found 

that midlife transition for women was particularly difficult when earlier ―dreams‖ were 

either not realized (but still trying to achieve them) by midlife or were given up all 

together.  They suggested that lack of meaning and the absence of a goal at midlife has a 

negative impact on well-being.  The loss of an intended dream was correlated with 

depression.  As Minter and Samuels discussed, it can be a double hit for midlife women 

who experience lost dreams and other transitions (e.g., children leaving home).  Roberts 

and Friend (1998) found that midlife women gaining in career momentum scored higher 

on measures of self-acceptance, independence, and psychological well-being with 

identity being closely tied to their careers.  Career momentum refers to increasing, 

maintaining, or decreasing investment in one‘s career (Roberts & Friend, 1998).

 Cochran and Rabinowitz (2003) highlighted gender-sensitive approaches to 

working with men and suggested an integration of CBT for discussing gender role strain 

and supportive therapy for unresolved grief issues (e.g., loss of identity and challenging 

midlife transitions).  Change for many men is associated with skill-building and 

Kilmartin (2005) recommended framing emotional expression as an important life skill 
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within various contexts.  Hart (2001) asked, ―Where do men go to grieve?‖ (p. 141). 

Cochran and Rabinowitz (2003) suggested Kegan‘s (1994) ―holding space,‖ ―a sustained 

therapeutic holding environment in which the male client can develop and strengthen his 

own capacity for self-soothing while integrating split-off or repressed experiences of 

grief‖ (p. 135).  Cochran (2005) stated that discussion of historical loss experiences can 

trigger thoughts about accumulated losses across the life span.  Existential psychotherapy 

helping men explore the emotional and meaning aspects of identity, loss, and transition is 

suggested by Cochran.  Greenberg and Watson‘s (2006) emotion-focused therapy for 

depression uses empathic attunement and emotional awareness.  Men who experience 

breaks to relational attachments (Maier & Lachman, 2000) may truncate their mourning 

process and this often plays a significant part in men‘s depression (Cochran & 

Rabinowitz, 1996).  Culturally sanctioned grieving stifles the expression and process that 

experiencing a loss often takes (Seeland, 1990; Zigun, 1990).  ―Uncovering and 

identifying loss experiences, recognition of cultural and familial norms regarding 

resolution of loss, and expression of grief are important tasks for the gender-sensitive 

therapist when working with depressed men‖ (Cochran & Rabinowitz, 2003, p. 136). 

 In her interviews with 24 midlife women, Sakraida (2005) was interested in how 

women experienced divorce transition.  The themes of new roles, depression, coping, 

promoting health, and new relationships emerged.  Thirteen (54.2%) participants reported 

experiencing depression and all participants indicated they experienced grief, loss, and 

the need to ―let go.‖  Seeking support, while varied, included talking with others (e.g., 

counselling, support group, friends and family).  Stress and depression tended to be 

managed through the use of ―buffers‖ such as relationships with others, self-care, 
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expression of feelings, and moving forward.  Sands and Richardson (1986) recommended 

helping women address biological changes and to follow through with needed resources 

and referrals.  Depression associated with past and/or current traumatic and/or abusive 

experiences is often accompanied by anxiety (Robb, 2006).  Disconnections to self and 

others, internalizing of anger, and ruptures to self-concept and coping can occur 

(Gilligan, 1982; Herman, 1997; Jack, 1991; Robb, 2006).  Researchers (e.g., Robb, 2006) 

recommend counsellors build a trusting and empowering relational connection with 

clients who may be coping with multiple losses in order to help them foster relational 

reconnections and the regeneration of personal strengths and resourcefulness.  

Furthermore, other researchers (Ryff, Singer, Love, & Essex, 1998; Ryff et al., 2004) 

reported that good social relationships during midlife foster resiliency for health and 

well-being (under all circumstances versus buffering models that suggest support from 

others is helpful primarily during times of stress and adversity). 

 Women can experience a loss of self-identity, especially in the context of 

socially-constructed expectations about age and physical appearance (Saucier, 2004). 

Kaplan (1984) discussed self-esteem and inhibition as key elements of women‘s 

depression and psychological development.  Moreover, cultural and historical gendered 

norms and roles are factors contributing to women‘s depression (Jack, 1991; Stiver & 

Miller, 1988).  During midlife, there is an experience that the body is changing and health 

often becomes a concern.  Women who experience poor health for the first time during 

midlife may experience a sense of sadness about these changes (Jack, 1991; Miller, 1991; 

Woods & Mitchell, 1997). 

 How individuals navigate midlife and manage depression is, in part, shaped by the 
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way they ―perceive themselves within a social, cultural, and historical context that is 

affected by their knowledge of aging, gender, and social roles‖ (Degges-White, 2001, p. 

6).  ―Societal changes over time in the roles occupied by women and men and in the 

values attaching to sex roles may alter the interrelationships among social roles, stress, 

and gender‖ (Aneshensel & Pearlin, 1987, p. 92).  Stoppard (2000) commented, in her 

review of the depression in midlife literature, that notions about aging are shaped by 

―cultural discourses around what it means to be a woman and old in a historical context 

characterized by particular social, economic and political conditions‖ (p. 162).  Stewart 

and Ostrove (1998) referred to midlife as a time of renewal for women.  The 

accumulation of life experiences builds confidence for women and increased capacity to 

cope with adversity (Stewart & Ostrove, 1998); however, not all women cope equally 

well with transition (Turner et al., 2004). 

 Overall, when loss and transition occur, a sense of control in one or more life 

domain helps boost coping and resiliency for change management.  Bandura (1997) 

conceptualized the dual nature of control as one‘s own efficacy (e.g., internal control and  

personal mastery) and the responsiveness of the environment.  Skinner (1996) viewed it 

as competence and contingency.  Since ―loss of control and lack of predictive information 

are closely related‖ (Sapolsky, 2004, p. 263), stress and depression can be managed 

through increasing perceived control and comfort with novelty.  For example, McQuaide 

(1998) found that 72.5% of the 74 women who completed her questionnaire about midlife 

expressed high degrees of well-being (e.g., absence of depression).  Well-being was 

linked to choosing vocation, reliable family income, the ability to grieve the past, a vision 

for the future, meaning in life, and being optimistic.  What they liked most about midlife 
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was increased independence, freedom from responsibilities, and reduced concern about 

the opinions of others. 

Summary 

 In my review of the midlife depression and counselling literature, I was struck by 

the multidimensional, interactional nature of factors that effect well-being.  During 

midlife, key factors include the quality of relationships, supports in place, and the extent 

to which one has control in various life domains.  In addition to extratherapeutic factors 

are personal attributes such as assertiveness, a sense of purpose and control, and 

flexibility.  Role strain and role conflict are influenced by gender, social, and cultural 

expectations, values, and beliefs.  Differential outcomes occur based on the presence of 

mediating factors such as available supports, personal resourcefulness, willingness to 

learn new skills, and adaptability.  Moreover, some individuals appear to be more 

susceptible to stress and depression as the result of history of adversity, additive stressors 

and allostatic overload, and insufficient stress buffers. 

 Key themes emerged that have important implications for counselling.  Midlife 

depression literature is largely divided for the sexes, yet, a caution for counsellors, based 

on therapy outcome research, is the importance of client-constructed knowledge and 

individual differences in change processes.  The use of global constructs (e.g., sex and 

gender) undermines the complex nature of the onset, course, and treatment of depression, 

highly unique for individuals.  It is not uncommon for counselling approaches to 

incorporate strategies for coping with loss, transition, self-management skills and self-

agency, and dispositional adjustments to foster flexibility.  Absent from the research 

literature are discussions about how counselling facilitates transferability of 
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understanding, knowledge, and skills between life in and outside the context of 

counselling.  Furthermore, a lack of discussion geared to how counselling adapts to better 

fit clients underscores a disconnect of therapy outcome research informing practice and 

visa versa.  Integration of andragogical principles and practices in counselling has the 

potential to engender lifelong learning for well-being. 
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CHAPTER THREE 

DIALOGUE AND TEXT ADDRESS THE TOPIC: 

METHOD AND APPROACH TO INQUIRY 

 

Insight, I believe, refers to the depth of understanding that comes 

by setting experiences, yours and mine, familiar and exotic, 

new and old, side by side, learning by letting them 

speak to one another. 

~ Mary Catherine Bateson, 1994, p. 15 

 

 In this chapter, I discuss how and why Gadamerian philosophical hermeneutics, 

an interpretive mode of inquiry, addressed me as a counsellor and researcher.  Hans-

Georg Gadamer‘s philosophy of hermeneutics convinced me that hermeneutic inquiry 

would be my guide toward understanding the multidimensional aspects of midlife, 

depression, and adult learning in counselling.  This chapter integrates historical elements 

of hermeneutics, dialogue about rationale or fitness for my study, my research design, 

and how I gathered and analyzed data. 

 The challenge of locating a method for my research study compelled me to ask 

many questions such as these five: (a) how could I learn more about the diverse 

experiences of individuals regarding counselling for depression and its efficacy?; (b) how 

could the method facilitate collection of in-depth and broad perspectives for a rich 

understanding of my research topic?; (c) given my research objectives of 

recommendations for enhancements to counselling practices and counsellor training, how 

could I gather meaningful data that was client/consumer-driven?; (d) was there an 

approach to inquiry not guided by predetermined hypotheses, but, instead, open to new 

understanding about my topic?; and (e) how could I integrate my experiences and 

perspectives as a counsellor? 

 Part of the challenge for researchers is a potential disconnect between ontological 
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beliefs and methodology and concern that quantitative approaches and empiricism inhibit 

the understanding of human experience.  Koch and Harrington (1998), among others 

(e.g., Angen, 2000; Lopez & Willis, 2004; Polkinghorne, 2000; Woolfolk, 1998), have 

suggested that researchers question their own assumptions, interests, beliefs, values, and 

histories about epistemology and ontology before embarking on a research method. 

Ponterotto (2005) suggested questioning the ―narrow paradigmatic focus‖ of positivist 

and quantitative methods for studying counselling psychology.  Husserl (1954/1970) 

criticized the mismatch between the study of psychology and the use of natural scientific 

methods.  Husserl described this ―crisis‖ of science as the ―positivistic reduction of 

science‖ to ―mere factual science‖ and the ―loss of its meaning for life‖ (p. 5).  

I. The History and Birth of Hermeneutics 

 Long before questions about midlife depression were being asked, philosophers 

were questioning the acquisition of knowledge and how people experienced the world. 

Historical accounts (e.g., Annells, 1996; Grondin, 2003; Laverty, 2003, Moules, 2002; 

Ormiston & Schrift, 1990) tracing the rich history of hermeneutics have captured the flux 

between naturalistic epistemology and ontologically-oriented inquiry.  According to 

Greek mythology, around 360-350 B.C.E., hermeneutics was born of Hermes, a cunning 

messenger of Zeus and other Greek gods, who interpreted and relayed messages (Greek 

verb hermeneuein, to say or interpret) (Hamilton, 1969).  This interpreter was also 

likened to a nomad, inventor, mediator, translator, and communicator who had difficulty 

being lucky with language and speech as meaning continually changed depending on its 

interpretation (Abulad, 2007).  Hermeneutics from Hermes to Heidegger has taken many 

turns on how human experience was understood along with fundamental differences in 
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what represented knowledge and how it was examined.  Philosophical hermeneutics 

seeks neither Cartesian design/method for categorizing and predicting human behaviour 

nor does it make claim to know another‘s experience or to develop a universal theory 

about such experiences.  It is, however, always given to learning about human history and 

being a part of its ongoing narrative.  Philosophical hermeneutics questions history, 

tradition, and taken-for-granted beliefs that can become entrenched and left unquestioned. 

 The Greek roots of epistemology (Greek noun episteme, meaning knowledge and 

Greek noun logos, meaning word, discourse, common understanding, reason) and 

ontology (Greek noun meaning the study of being, existence, reality) (Audi, 1999) 

encapsulate what has been debated in the realm of philosophy since the Ancient times in 

Greece.  Plato (429-347 B.C.E.) distinguished the temporal appearances of phenomenon 

(Greek noun, phenomena, meaning an observable occurrence, appearances, objects of the 

senses) from noumenon (Greek, root nous or mind, meaning human inquiry, 

understanding, cognition, objects or events known only to imagination independent of the 

senses).  Plato taught that learning to think with the intellect and the need to justify ideas 

and beliefs reigned over the senses (Peters, 2002).  Aristotle (384-322 B.C.E.), student of 

Plato, marked a shift toward Western philosophy and metaphysics, focusing on 

phenomenon of the natural world in practical (phronēsis, practical wisdom) ways (Gold, 

1977).  Aristotle sought to devise a universal method of reasoning, categories to know 

reality, and scientific knowledge; he also conjectured that defining things tells us of their 

essence or substance (Charles, 2000). 

Cartesian Methodology 

 René Descartes (1596-1650), influenced by physics and mathematics, sought to 
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design a method to acquire truth, absolute certainty, and reality (hypothetico-deductive 

scientific reasoning) (beyond the possibility of doubt) (Vanhoozer, 2005).  Descartes‘ 

philosophical inquiry included examination of the mind‘s ideas, the exclusion of 

cognitive errors, and the quest for certitudo (Bleicher, 1980; Hickerson, 2009; 

Vanhoozer, 2005).  Reed (1982) asserted that Descartes‘ key contribution to philosophy 

was to ―ground knowledge in subjective awareness‖ (p. 734).  In other words, objective 

knowledge could be located but only through certain methodological rules for the pursuit 

of a causal theory of perception (McMullen, 2002).  According to Vanhoozer, Cartesian 

methodology prescribed the avoidance of prejudice, inclusion only of material that 

appeared clearly to the mind (―corporeal ideas hypothesis,‖ Reed, p. 751), the pursuit of 

knowledge of the truth, use of reason, and asserted that the world of physics was 

independent of sensory organs.  Moreover, Cartesian methodology meant that speech was 

insufficient to meet this ‗burden of proof‘ with one false idea threatening other beliefs in 

the system (Peters, 2002).  

Geist and History „Matter‟ 

 Over time, understanding required substance beyond that which was corporeal 

and text became meaningful not only because it represented objects.  Ormiston and 

Schrift‘s (1990) exploration of hermeneutics placed it with Friedrich Ast in 1808, who 

used it to interpret philological writings; in turn, philology was used to interpret the spirit 

(Geist) of the time.  Hermeneutics was first used to interpret text (e.g., legal, sacred 

scripture, and literature).  Ast (1808/1990) developed the following three principles for 

understanding ancient authors and their works: (a) historical understanding of the context 

of their works; (b) grammatical understanding of their language and style; and (c) 
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spiritual understanding of the Geist of the individual and their age.  These principles 

seemed to foreshadow some of the ideas present with the hermeneutic circle (Ormiston & 

Schrift, 1990).  

 In 1809, Friedrich Schleiermacher (1768-1834) wrote General Hermeneutics. 

Schleiermacher (1809/1998) stated that ―[e]very utterance or text is only to be understood 

in a larger context‖ (p. 231).  This context entailed aspects of grammar, linguistics, and 

the subjective and psychological aspects of its writer (Grondin, 1994).  Schleiermacher 

was primarily concerned with the interpretation and understanding of discourse and text 

(Bleicher, 1980).  Rockmore (1997) wrote that Georg Hegel (1770-1831) believed that 

the formation of knowledge belonged to the historical moment.  Hegel espoused that 

there were degrees of reality in phenomenon and that knowledge was hierarchical.  This 

hierarchy started with the study of appearances followed by the study of consciousness 

derived from the senses, the study of consciousness derived from perception, the study of 

understanding, and finally self-consciousness.  

Lived Experience 

 Wilhelm Dilthey‘s (1833-1911) descriptive psychology and hermeneutics in 1894 

marked a turn away from the natural sciences toward a way to acquire knowledge about 

mental life (psychological nexus) for the human sciences (Feest, 2007; Ponterotto, 2005). 

The phrase lived experience (Erlebnis) was introduced by Dilthey (1894/1977) who 

stated that ―[c]ontrary to outer perception, inner perception rests on an inner awareness 

(Innewerden), a lived experience; it is immediately given‖ (p. 53).  Dilthey‘s focus was 

the subjectivity of experience, expanding on a hermeneutics that had been primarily 

concerned with textual interpretation (Bauman, 1978; Palmer, 1969).  ―We are incapable 
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of ever making [lived experience] clear to our theoretical understanding‖ (Dilthey, 

1894/1977, p. 53).  Dilthey believed that individuals could only be conceptualized in 

relation to their situatedness within social and historical contexts, necessitating a 

methodology that both recognized people as historical beings and sought to understand 

them (Feest, 2007).  Moreover, Dilthey posited that to understand human action required 

knowledge of one‘s intentions or their subjective consciousness (e.g., motives, beliefs, 

and desires) (Schwandt, 2000).  For example, in the writing of Schleiermacher‘s 

biography, Dilthey indicated that he wanted ―to understand the meaning of 

Schleirmacher‘s life by approaching it from a large number of different, often 

overlapping, perspectives…[and] continually moved back and forth between this life and 

the contexts he was dealing with‖ (de Mul, 2004, pp. 20-21) to help achieve breadth and 

depth of understanding.  Dilthey viewed understanding as infinite with context and 

meaning continually in the making (de Mul, 2004).  Dilthey (1976) believed that through 

a hermeneutic process, one could understand an author better than they understood 

themselves for one true account, swaying toward objectivism (Bleicher, 1980). 

 Phenomenology.  Edmund Husserl (1859-1938), a mathematician and 

philosopher, was considered the founder of the phenomenological movement; this 

movement involved descriptive analysis of subjective processes, depicted as the intuitive 

study of essences (Mohanty, 2008; Moran, 2005).  ―Phenomenology wants to clarify 

concepts in terms of the original intuitions in which they are experienced in a living way‖ 

(Moran, 2005, p. 6).  This notion of clarifying concepts of the original does not occur 

with Gadamerian hermeneutics.  For example, a research participant‘s discourse would 

not be re-authored by the researcher.  According to Husserl, the intent was to describe the 
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data of the human senses and mind without bias or prejudice.  He wrote that in order for 

an object to be fully interpreted, a proper context or mental frame was needed for the 

subjective and intersubjective life of consciousness (Moran, 2005).  This 

phenomenological reduction method entailed two steps.  The first step was to obtain an 

accurate description of a phenomenon‘s features narrowing its focus and bracketing 

psychological experiences, introspection, and any relationship to the world (Smith & 

Thomasson, 2005).  Methodical bracketing of all extraneous entities (e.g., historical and 

cultural contexts and the subject‘s biases) was necessary because objects were viewed as 

complete in themselves (Zu den Sachen selbst, ―to the things themselves‖) (Mohanty, 

2008).  The second step was the formation of generalities about experience by examining 

the ―general types or essences‖ of the experiences (Smith & Thomasson, 2005, p. 9).  

Despite the notion of reduction, Husserl‘s phenomenology has been described as the 

study of lived experience or the life world and the attainment of meaning (van Manen, 

1990).  The concept bracketing, introduced by Edmund Husserl, is a method of ―setting 

aside or bracketing any preconceptions,‖ (Singer, 2005, p. 272) biases, and prejudices 

about a phenomenon as these are deemed to unduly influence the description of another‘s 

experience of a given phenomenon. 

 Dasein: Hermeneutic phenomenology.  Martin Heidegger (1889-1976), a 

student of Edmund Husserl, fundamentally changed the way human experience was 

studied.  We begin to experience a turn away from Cartesian objectivity and the pursuit 

of an ideal reality toward the experience of living in an uncertain and temporal world, one 

we are thrown into at any given time and place, inextricably linked to the past—Dasein 

[Da (here) of a Sein (being)] or being-in-the-world and being-there—one that always 
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already exists (Heidegger, 1927/1962) and not requiring proof.  In Heidegger‘s 

(1927/1962) Being and Time, he stated, translated, that the ―very asking‖ of what is Being 

is its ―essential character from what is inquired about—namely, Being‖ (p. 27).  As cited 

by Peters (2002), Heidegger asserted that ―biology proper cannot tell us what life is‖ (p. 

141).  Da-sein brings with it a fore-understanding that is projected onto the world, in 

other words, reality is already present-at-hand to ready-to-hand, awaiting interpretation 

and future interpretations (Hickerson, 2009; Thanassas, 2004). 

 According to Thanassas (2004), Heidegger renewed philosophy from the ―bonds 

of theory‖ and associated it with the living and endless possibilities of human existence 

(p. 51) already available (readiness-to-hand) for interpreting in the everydayness of 

existence.  Heidegger regarded phenomenology as the being of beings or ontology and 

the questioning of the meaning of being through interpretation (Hickerson, 2009).  In this 

sense, questioning does not call into doubt the meaning and existence of things; instead, it 

opens the way for multiple interpretations wherein ―hermeneutic phenomenon is the 

awareness that light and darkness coexist and are present at every moment‖ (Thanassas, 

2004, p. 63).  Criticizing Husserl‘s phenomenology, Heidegger felt that his predecessor 

was using methodology to study phenomenon similar to Descartes‘ metaphysics of the 

mind, a type of phenomenological reduction (Hickerson, 2009).  

II. Rationale and Fit for Gadamerian Philosophical Hermeneutics as a 

Way to Voice Diverse Perspectives 

 

 Gadamerian philosophical hermeneutics is about being enlivened toward 

questioning and understanding, interpreting written and verbal text, incorporating 

multiple ways of addressing the topic, using hermeneutic skills, being immersed in a 

project and open to new meaning, and committed to understanding human experience.  It 
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does not strive to make things absolute or one-dimensional through replication or 

generalities, instead, the idea is to understand how one experiences something in the 

world.  Hans-Georg Gadamer (1900-2002), a student of Martin Heidegger, continued to 

develop the hermeneutics begun by his mentor.  Gadamer, who taught hermeneutic 

practice to his students, wanted to help them develop ―the art of understanding and of 

making something understandable to others‖ (Johnson, 2000, p.14).  Gadamer 

(1960/2004) saw hermeneutics as a practical way toward understanding inseparable from 

language.  Hermeneutics is a process of openings, and, understanding manifests in many 

forms such as conversation and language (Gadamer, 1976).  Gadamer was keenly 

interested in how we come to understand text and viewed dialogue, metaphor, human 

interaction, and art as forms of text (McKnight, 1973).  Thus, Gadamer integrated 

understanding, interpretation, and application and called this philosophical hermeneutics 

(Schwandt, 2000).   

Openness to Interpretation within a Historical Consciousness 

 Talking about its origins, Gadamer (1985) stated, ―As I was attempting to develop 

a philosophical hermeneutic, it followed from the previous history of hermeneutics that 

the interpretive (verstehenden) sciences provided my starting point‖ (p. 178).  In 

hermeneutics we do not begin anew.  Understanding comes about by past, present, and 

future ideas and questions.  Hermeneutics ―[b]egins with the premise that the world is 

interpretable and we are always in the process of interpretation; and, understanding is 

interpretation‖ through language and history (N. Moules & D. Tapp, personal 

communication, seminar, May 18, 2006).  Understanding is not an interpretive technique 

or procedure, rather, it is our way of being in the world (Schwandt, 2000).  
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 Gadamerian philosophical hermeneutics fits well as a method of inquiry to better 

understand the embedded sociocultural traditions surrounding depression at midlife, how 

these contribute to the practice of counselling, and the impact of current psychological 

theories and practices for depression.  Gadamer considered prejudgment and prejudice a 

historically rich interpretive lens (DiCenso, 1990), and, a necessary one so that 

participants‘ interpretations do not become reconfigured to mirror the researcher‘s own 

lens (Geanellos, 1998).  As researchers, putting our prejudices out on the table makes 

room for interpretation.  ―One has to be aware of one‘s own bias, so that the text presents 

itself in its otherness and in this manner has the chance to play off its truth in the matter 

at hand against the interpreter‘s pre-opinion‖ (Gadamer, 1988, p. 73).  

  As McKnight (1973) conjectured, Gadamer seemed to suggest that our 

consciousness is acted upon by history and, in turn, becomes history itself.  At hand is the 

experience of being grasped, being carried by tradition, and participating with the 

creators of discourse (McKnight, 1973, p. 54).  Historical consciousness and historical 

ideologies speak to the historical nature of understanding (McKnight, 1973; Outhwaite, 

1987).  Ideological traditions enacted daily and continued through our ongoing 

participation with cultural tradition is just what Gadamer was getting at – ―the primacy of 

encounter and engagement‖ that is historically situated and that hermeneutics strives to 

reach and which is inextricably already present prior to any hermeneutic inquiry 

(Outhwaite, 1987).  Heidegger‘s (1927/1962) concept of pre-understanding represents 

―the meanings or organization of a culture that are present before we understand and 

become part of our historicality of background‖ (Laverty, 2003, p. 8).  Philosophical 

hermeneutics draws our awareness to the personal, political, historical, relational, and 
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cultural dimensions inherent in people‘s lives (Martin & Sugarman, 2003; Martin & 

Thompson, 2003; Richardson & Fowers, 2001; Woolfolk, 1998).  Bracketing of any form 

of experience is neither doable nor desirable with Gadamerian hermeneutics.  

Dialogical Understanding 

 Gadamerian philosophical hermeneutics speaks to the role of language in helping 

us understand each other and how the world interprets itself through language (Bleicher, 

1980; Gadamer, 1960/2004; McKnight, 1973).  Language brings with it a polarity of 

familiar and unfamiliar contexts (Gadamer, 1988; Gallagher, 1992).  In hermeneutics, the 

idea is not to immediately understand the unknown, fit it into our existing ways of 

knowing, or reproduce the original intent of an author (Gallagher, 1992).  For example, 

participants‘ experiences of depression and counselling are present; the challenge as a 

researcher becomes appreciating what questions to ask to deepen understanding of the 

topic.  Gadamerian dialogical understanding does not privilege or impose meaning; 

instead, understanding is a shared process.  ―Historically, the author occupied the 

superior position, since he knew the real meaning hidden from the reader….‖ 

(Weinsheimer, 2004, p. 159).  

 Hermeneutic researchers must be open to where conversations take them 

(Geanellos, 1999).  Gadamer (1960/2004) spoke of hermeneutical conversation, ―like 

real conversation, finds a common language…[and] coincides with the very act of 

understanding and reaching agreement‖ (p. 389).  The idea of a dialogic space (Penn & 

Frankfurt, 1999) reflects that space of translation (Gadamer, 1988) that occurs when a 

text is reviewed (e.g., conversations with research participants and verbatim transcripts).  

Risser (1997) discussed the temporal distance necessary for interpretation and 
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understanding.  After an event has occurred, temporal distance enables understanding in 

the way it allows history, tradition (e.g., language usage and meaning), and prejudices to 

interpret an event.  For example, allowing some time to pass between the re-reading of 

participants‘ verbatim transcripts.  Distanciation is a ―hermeneutical task [that] becomes 

of itself a questioning of things and is always in part so defined‖ (Gadamer, 1960/2004, p. 

271).  Gadamer (1960/2004) posited that the passage of time allows for the immediacy of 

prejudices to recede so as to not project onto a text (Howard, 1982), but letting the text 

speak to us, thereby inviting a truer meaning of the event and topic to take place 

(Gadamer 1960/2004).  This is not re-authoring of another‘s words, but a fusing that 

happens between an event and our interpretation of it (Connolly & Keutner, 1988).  

Hermeneutics for Practice and Research 

 Praxis.  An ancient Greek term, praxis began with Aristotle who used it to denote 

practical intelligence and knowledge (Blunden, 1997).  As part of his writings about the 

philosophy of man, especially as it related to ethics and politics, Aristotle viewed praxis 

as how one acts (doing and being) in everyday life toward virtue and excellence through 

discourse and interactions (Gold, 1977).  Praxis has also been described as action with 

reflection (Vella, 1994) and a philosophical approach to action research and purposive 

action (Fahy, 1996).  Blunden (1997) viewed praxis as a combination of theory and 

action with an important element being the application of formal principles in practice. 

Learning is connected to real life situations.  Freire (1970) associated praxis with 

―reflection and action upon the world in order to transform it‖ (p. 36).  Praxis is a process 

of action and reflection and learning by doing (Baptiste, 1996; Vella, 1994). 

 ―Hermeneutics refers, first of all, to a practice, an art, that requires a special skill‖ 
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(Gadamer, 2006).  Next, this skill is put to practical use.  ―The hermeneutic of integrating 

the monologic of the sciences into the communicative consciousness includes the task of 

exercising practical, social, and political reasonability‖ (Gadamer, 1985, p. 182). 

Regarding the link between hermeneutics and practical philosophy, Gadamer (2001) 

emphasized we not take praxis in a narrow sense of practical applications of scientific 

theories.  Gadamer (2001) stated, ―The word ‗praxis‘ points to the totality of our practical 

life, all our human action and behaviour, the self-adaptation of the human being as a 

whole in this world‖ (p. 78).  Interpretive inquiry like hermeneutics lends well to research 

striving for practical value and future utility (Angen, 2000; Koch & Harrington, 1998). 

 Gadamerian philosophical hermeneutics is contributing to professional 

development and practice research in various professions (Christopher, 2001; Paterson & 

Higgs, 2005; Qureshi, 2005; Spence, 2001; Tapp, 2004).  Some researchers (e.g., 

Christopher, 2001; Qureshi, 2005; Spence, 2001) have applied fusion of horizons in their 

cross-cultural research in areas such as nursing practice and intercultural therapy.  These 

researchers discussed hermeneutics as an approach for both understanding diverse 

perspectives through language and conversation and situating personal, historical, and 

societal prejudices.  As we engage intimately with a topic on multiple levels, we gain in-

depth and broad understanding (Cohen, Kahn, & Steeves, 2000; Prasad, 2005).  Gadamer 

(1987) postulated that we actively use the practice of interpretation to not only 

understand text but to interpret our experiences of one another.  Martin and Sugerman 

(2003) have discussed the practice of hermeneutics in the context of counselling when 

clients and counsellors collaborate to understand issues in context and generate 

alternatives.  ―This kind of practical understanding‖ is a back and forth between general 
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and particular (Martin & Sugerman, 2003, p. 6), implying an integration of shared aspects 

and individual contexts. 

The Hermeneutic Circle 

 The hermeneutic circle embodies the interpretive process in hermeneutics (Cohen 

et al., 2000; Gadamer, 1960/2004; Grondin, 2003; Hoy, 1978; Palmer, 1969; Prasad, 

2005).  Analysis begins as parts of the text are understood in relation to the whole text 

and visa versa (Cohen et al., 2000).  The back and forth interpretive movement among the 

various texts and contexts of my project (e.g., research literature, transcripts, journal 

entries, questions, interview notes, cultural contexts, and my personal and professional 

horizons) generated in-depth understanding of  midlife depression and counselling.  In 

order to understand a text, one must enter into a conversation with it (Grondin, 2003). 

 Bleicher (1980) and Schwandt (1994) have suggested that the hermeneutic circle 

is the ontological basis of how humans understand each other in everyday life. 

Interpretive approaches to analyzing and presenting research incorporates multiple 

sources, that, when synthesized, provide a meaningful understanding of the topic (Prasad, 

2005).  Within texts are various subtexts such as these five examples: (a) narratives (word 

choice, use of metaphor); (b) expressivity; (c) myths (e.g., collective ideologies about 

midlife, grand narratives); (d) core messages or themes; and (e) symbolic meanings 

(Prasad, 2005).  In-depth focus on the research topic is a critical way that the topic 

thickens and becomes understood. 

 Fusion of horizons.  For Gadamer, we make sense of the world through certain 

fusions or points of view (Lang, 1999).  Meaning is non-hierarchical with equal voice 

given to multiple horizons (Weinsheimer, 2004).  As Lang discussed, Gadamer‘s 



100 

 

 

 

 

 

 

conceptualization of horizons is such that human experience of the world occurs within 

past, present, and future horizons.  Fusion as interpretation is not intended as a 

reductionistic depth of knowledge (Turner, 2003).  Fusion facilitates new meaning 

beyond reconstruction of a pregiven meaning (Gadamer, 1960/2004).  Breadth and depth 

of understanding arise from multiple perspectives and sources. 

Situating the Researcher‟s Voice 

 According to Gadamer (1960/2004; 1976, 1988), prejudice is an unavoidable 

precondition for our interpretations.  The Husserlian concept of bracketing does not take 

place (Annells, 1996), in fact, nor is it possible with hermeneutics.  Rather, hermeneutics 

demands of its researchers the openness of receiving the unexpected, the paradoxes, and 

dialectics of debate (Prasad, 2005).  Koch (1995) said of hermeneutics that it is important 

for researchers to understand how they are situated in the world, and, hence, their 

involvement in the research process.  Researchers‘ own theoretical orienting frameworks 

influence their interpretations (Angen, 2000; Fleming, Gaidys, & Robb, 2003; Geanellos, 

1998; Lopez & Willis, 2004; Whitehead, 2004) as one of many horizons (Annells, 1996). 

 Thus, how I situate myself in the world (Koch, 1995) shapes this project‘s 

interpretive process.  I concur with Woolfolk (1998), among others, that how a researcher 

conceptualizes human experience persuades their taking up of a given research method.   

My worldview, assumptions, and conceptualizations about the topic are a horizon or lens 

through which the multiple horizons are interpreted and presented.  One trajectory of my 

lens perceives knowledge creation, epistemology, as a dynamic process influenced by 

multiple interacting factors.  Exposure to new experiences, availability of learning 

opportunities, freedom to discover and explore the world, and encouragement from others 
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to express ideas and ask questions are not universally experienced, but, are all important 

for personal awareness, growth, and well-being.  As an advocate of equality and 

accessibility of resources and information, the promotion of empowering people to 

express their views and experience different aspects of the world is an important value of 

mine.  When there is a sense of freedom to explore existing knowledge and generate new 

knowledge, it opens possibilities to expand understanding of the world and impact it in a 

way that is personally meaningful.  However, when sociocultural forces (e.g., abuse, 

discrimination, and poverty) persist, this freedom can be oppressed.  Across the life 

course, these forces often accumulate wearing down agency.  To me, agency involves 

expressivity, esteem, self-efficacy, and access to information and resources.  Relational 

and environmental factors play a role in the creation, promotion, and suppression of 

personal agency.  In fact, I believe that agency can become depleted to the point that 

change seems insurmountable, and, to me, depression would be a natural outcome.  I do 

not conceptualize depression through the lens of a microscope placing its origins within 

the person; instead, I value a contextualized view of depression that respects individual 

differences and external contributing factors.  This worldview is a driving-force behind 

my selection of hermeneutics.  My ontological worldview embraces the idea that there is 

no one definitive reality or way of being in the world.  Each person‘s life is a 

kaleidoscope of experiences.  As such, I question the value of categorizing and 

diagnosing, but promote disciplines working together, each with their professional 

discourses, especially if it leads to enhanced client care.  

 I struggle with the idea that there is unfettered freedom of choice, and, as a result, 

this worldview has shaped my perspectives about change processes.  Over the course of 
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history, socially-created norms and traditions have been carved out by way of dominant 

discourses, belief systems, values, ideologies, and economic and political structures and 

priorities.  Such systems both influence who we are as individuals and inform disconnects 

between our preferred way of being and these systems.  Mapping our identities is 

challenging amidst the status quo.  Difference can feel liberating and uncomfortable.   

Nevertheless, I believe that history and tradition can be re-crafted, albeit through 

collective and steadfast efforts.  Depression‘s history and prevailing emphasis on 

pharmacological and standardized treatments fails is at odds with the breadth of human 

experience that exists.  In the Gadamerian sense, my prejudices about depression view it 

as not an isolated biologically-driven disorder, but an outcome of the convergence of 

various uniquely experienced familial, sociocultural, and neurophysiological life forces.  

Otherwise, I think we run the risk of objectifying the human experience of depression and 

arbitrarily creating a singular unifying reality for depression.       

 Researchers working with individuals and families in counselling psychology, 

nursing, and social work (e.g., Geanellos, 1998; Laverty, 2001; Moules, 2000; Phillips, 

2007; Tapp, 1997, 2004; Whitehead, 2004) have used hermeneutics to better understand 

some aspect of working with their clients.  They have commented on the need for a 

research method that lends to understanding others and situates them in the research, 

especially given their practice and clinical experiences.  As Phillips stated, we have to be 

willing to ―put our ideas at risk of being modified or rejected in the process‖ (p. 89). 

Rigour in Hermeneutic Inquiry 

 Qualitative research standards have been linked to a study‘s trustworthiness or 

rigour which includes credibility, transferability, and dependability (Erlandson, Harris, 
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Skipper, & Allen, 1993; Koch, 1994; Kvale, 1995; Lincoln & Guba, 1985).  Koch (1994) 

wrote that trustworthiness is ―established if the reader is able to audit the events, 

influences and actions of the researcher‖ (p. 976).  The hermeneutic context takes up 

these forms of rigour in ways that differ from processes traditionally associated with 

qualitative research (e.g., data triangulation and constant comparative methodology) and 

anticipated outcomes such as theory development and generalizability.  Instead, 

hermeneutic researchers aspire to engage readers in ways so that they can experience, 

interpret, relate to, question, and apply the topic.  Koch and Harrington (1998) posited 

that a key aspect of trustworthiness is making a study believable to others.  Believability 

for hermeneutics rests in its capacity to thoroughly respond to the questions it poses 

(Madison, 1988) and generate a ―sophisticated understanding‖ of the topic (Ezzy, 2002).  

Making hermeneutic research believable also entails tracing its journey from inception to 

presentation (Koch, 1994; Whitehead, 2004) within sociocultural (Cohen et al., 2000) and 

historical contexts (Gadamer, 1988; McKnight, 1973; Outhwaite, 1987). 

 Credibility in qualitative inquiry is fostered through the use of referential 

material, original works, and the ability to return to original texts ―to make sure that all 

conclusions are firmly grounded in the data or explained by the researcher‘s interpretive 

scheme‖ (Koch, 1994, p. 976).  As Koch emphasized, even though readers may not agree 

with a researcher‘s interpretation, it should be clear how the interpretation was reached.  

Byrne (2001) pointed out the need for researchers to discuss their ―experiences, 

perspectives, and assumptions‖ (p. 703) about their topic.  This is especially important, 

given the interpretive nature of qualitative inquiry.  Cohen et al. (2000) have highlighted 

the use of ‗multilayered texts‘ during data collection.  I generated credibility through my 
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focus on verbatim transcripts to speak to the topic as well as other original texts (e.g., 

extant research literature, my reflexive journal, use of Word files to trace my emergent 

interpretations and understanding, and participant demographic forms).  Moreover, I 

clearly documented my research journey from being addressed by midlife depression to 

my presentation of findings discussing how my interpretations arose.  Prolonged 

engagement (Byrne, 2001) with the topic during my literature review, in-depth interviews 

with participants, and throughout data analysis using multiple horizons, also speaks to 

how I enhanced credibility. 

 Transferability has been discussed by Sandelowski (1986) as the researcher‘s 

ability to impart a ‗fit‘ between the research context and that of contexts external to the 

study and when an audience views the findings as meaningful based on their own 

judgements of it.  As Guba (1981) has pointed out, replication of qualitative work in 

absolute terms is not feasible given differences in perceptions and observations among 

those reviewing the work.  Byrne (2001) stated that purposive sampling as well as thick 

descriptions ―provide a research consumer with enough information to judge the 

appropriateness of applying findings to other settings‖ (p. 704).  Given my interest in the 

potential application of findings to contexts such as counsellor training, resources for 

counsellors working with midlife depression, future research, and the possibility of 

enhancements to current practice approaches, I remained mindful of the ‗practical value‘ 

(Angen 2000) of my research.  Gadamer‘s (2001) notion that praxis encompasses self-

adaptation, the practical ways we live in the world, and our action and behaviour invited 

me to consider future contexts for helping clients adapt in practical ways.  Thus, 

hermeneutics continually confronted me to question and enact rigour.    
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 Dependability has been likened to the ‗auditability‘ of a study and the ‗decision 

trail,‘ ‗audit trail,‘ and ‗dependability trail‘ of the researcher (Erlandson et al., 1993; 

Koch, 1994, 1995; Whitehead, 2004).  According to Koch (1994), a decision trail is 

explicit and details decisions taken about ―the theoretical, methodological and analytic 

choices throughout the study‖ (p. 978).  Evidence of my decision trail can be seen in my 

explication of theory and transparently documenting my rationale for hermeneutics as a 

good fit, and detailing my analytic process and changes made along the way (e.g., 

revisions to interview questions).  Transparency also involved exploring how time, place, 

cohort, and sociocultural and historical aspects influenced theories and practices for 

midlife depression.  Koch and Harrington (1998) postulated that revealing sources helps 

readers by ―signposting‖ for them ―what is going on‖ throughout the inquiry.  Excerpts of 

verbatim transcripts were key signposts pointing the way toward interpretation and 

bringing forth a deep understanding (Madison, 1988; Moules, 2002) of midlife 

depression in the context of counselling. 

 This section explored finding an approach to inquiry that was a suitable fit for 

giving voice to diverse perspectives and experiences of midlife depression.  An overview 

of the history of hermeneutics was presented that traversed Greek mythological figures 

including Hermes to Gadamerian philosophical hermeneutics.  Hans-Georg Gadamer‘s 

influence on hermeneutics for qualitative research has been realized because of its 

integration of language, interpretation, understanding, and its emphasis on being open to 

experience and meaning.  As such, the unfolding of understanding others‘ experiences 

also invites the researcher‘s lived experiences of the world, it becomes one of many 

horizons or interpretive lenses used to explore the topic and make sense of it.  
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Trustworthiness was discussed in the realm of qualitative inquiry and hermeneutics.  In 

the next section, I outline how Gadamerian philosophical hermeneutics was used for 

active engagement in the research process including my approach to participant 

recruitment, interviewing, transcript analysis, and data synthesis. 

III. In Conversation with the Topic: Participant 

Recruitment and Research Interviews 

 

 Gadamerian philosophical hermeneutics demands vigilance, active engagement, 

and staying focused on the topic throughout the research process, beginning with being 

addressed by the topic to the decision that discoveries are ready for presentation (Prasad, 

2005).  Madison (1988) discussed this as thoroughness stating that ―[a] good 

interpretation must attempt to answer or deal with all the questions it poses to the 

interpreted text, or which the text poses to one‘s understanding of it‖ (p. 29).  Moreover, 

―hermeneutics does not seek nor desire interpretive consensus since this suggests 

singular, static notions of knowledge….‖ (Geanellos, 2000, p. 116).  In hermeneutics, the 

process of interpretation and understanding does not await consolidation of all pieces of 

data.  Cohen et al. (2000) posited that a hermeneutic approach to data collection 

―involves the construction of a multilayered text‖ (p. 58).  Nevertheless, this does not 

mean that hermeneutics side steps the type of rigour called for in thoughtful, 

comprehensive, and coherent analysis of data (Madison, 1988), quite the opposite.  An 

interpretive synthesis sharpens our awareness about the topic, its complexity, and 

implications.  Synthesis is not intended to represent finality or a definitive end-product.  

Rather, hermeneutic research findings enliven discussion about the topic, ignite new 

questions, broaden awareness and understanding, and invite future possibilities for 

research and practice.  In this section, I discuss participant recruitment and my process 
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for gathering and analyzing data for meaningful presentation and communication. 

An Invitation to Voice Perspectives and Experiences: Participant Recruitment 

 Coming to understand counselling for depression during midlife necessitates 

going to the source, including, but moving beyond, demographic information, and, 

engaging in conversation.  Participant selection sought those individuals who could speak 

to the topic.  ―Hermeneutics chooses the best players, on purpose.  Still, it is significant to 

recall that the topic is not the participants, nor should the writing be a portrait of the 

participants‖ (Moules, 2000, p. 34).  As such, I purposefully recruited individuals in their 

midlife years (approximately between the ages of 35 to 55 years) who had completed or 

were close to completing counselling for depression; this selection criteria appeared on 

my recruitment poster (Appendix C).  Hermeneutics calls upon in-depth inquiry through 

exploratory conversations, and, as such, saturation through number of interviews and data 

volume, as with some qualitative approaches, was not my pathway toward understanding 

midlife depression. 

 Invitations for conversation.  Following confirmation of ethics approval from 

the University of Calgary Ethics Review Board, volunteer participants were recruited by 

way of inviting counselling centres in Western Canada to participate.  An invitation letter 

(Appendix A) was e-mailed to 24 centre directors.  Once a site agreed to participate, an 

information package was mailed to the site.  This included a thank you letter (Appendix 

B) and copies of recruitment posters on multi-coloured paper.  Counsellors were invited 

to provide a poster to those clients interested in participating and/or finding out more 

about the study.  Five counselling centers participated.  In order to broaden recruitment, 

an invitation to participate was advertised in health and wellness magazines, on-line 
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versions of newspapers, university newsletters, and counselling association web sites.  

 Individuals interested in participating contacted me either by telephone or e-mail 

and I responded to any questions they had about the study.  Those wanting to participate 

in an interview were either mailed or e-mailed (depending on their preference) a Written 

Consent Form (Appendix D) and a Demographic Information Form (Appendix E).  It was 

requested that these forms be completed and returned to me prior to the interviews.  The 

demographic information collected included age, gender, marital status, number of 

children, when counselling started and ended, attendance at group counselling for 

depression, and medication taken while in counselling.  Appendix G outlines the 

participant demographic information collected.  Each Demographic Information Form 

was assigned a participant code (interview number followed by the date of the interview).   

The gathering of demographic information was intended to begin the process of 

contextualizing participants‘ life histories.  The use of such data was not meant to 

categorize, quantify, and compare participants.  Rather, having reviewed the 

Demographic Information Form prior to each interview, I entered the interviews with a 

context or starting place on which to build throughout each interview.  For example, in 

reviewing one participant‘s demographic details and taking note that she was a married 

mother with children invoked the possibility of discussing role strain.  Another 

participant, for example, documented on his form that he had attended individual 

counselling, group therapy, and workshops; in turn, this prepared me and brought into 

play a potential conversation about what he found helpful and less helpful about these 

various types of interventions for depression.  In other words, demographic information 

did not represent isolated data.  It became integrated into both participants‘ narratives and 
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the synthesis of multiple horizons.  The tradition of hermeneutics invites us to not ignore 

history; however, it also beckons us forward toward new understanding and appreciation 

of the topic at hand (Cohen et al., 2000; Gadamer, 1988; Prasad, 2005).     

 Participants were asked if they would prefer a pseudonym.  However, since most 

participants preferred that a pseudonym not be used, the term ‗participant‘ was used in 

lieu of pseudonyms.  The term ‗participant‘ is used in my discussion of findings and will 

also be used in any subsequent research publications.  

 Mutually convenient interview times were set-up.  Some participants indicated 

their preference for either a telephone interview or an on-line synchronous live 

discussion.  These preferences were honoured.  Other interviews occurred face-to-face in 

a private office.  With philosophical hermeneutics, text occurs in diverse ways (Love, 

1994; McKnight, 1973).  Moreover, honouring participant-driven forms of 

communication honours the Geist and historically-situated age of this time in history and 

the everydayness of the interplay of technology in our lives.  Interpretation is the process 

of language and text (Annells, 1996; Bleicher, 1980; Gadamer 1960/2004; Kahn, 2000; 

McNight, 1973), and thus, the interview itself. 

The Interviews 

 In-person and telephone interviews were audio-taped using a Sony digital voice 

recorder and the synchronous discussions generated a verbatim transcript of the 

interview.  The length of the interviews ranged from one hour to two and half hours.  

Prior to each interview, participants were oriented to the study by way of a brief 

statement about the study and its objectives.  As well, they were asked if they had any 

questions about the Written Consent Form.  Each participant who volunteered for the 
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study met the selection criteria and, as a result, were invited to participate.  The semi-

structured interviews ranged in length as each participant varied in their discourse about 

the topic.  There were four in-person interviews, six telephone interviews, and five on-

line interviews.  Even though telephone interviews were devoid of visual cues and body 

language, I experienced the telephone conversations as amplifying my attention to the 

nuances of language and discourse (e.g., tone, choice of words, intonation, pauses, and 

emphasis on particular words and phrases) that generate meaning and interpretation.   

Appendix F outlines a sample of interview questions used to help maintain a 

focus on the topic.  Interview questions were developed over time beginning with the 

topic‘s inception and literature review.  I maintained ideas for interview questions in a 

Word file and continued to add and revise questions that seemed to address my topic.  

The questions became more specific as I finalized my core research question and related 

questions.  I was mindful of keeping as many of the questions as possible open-ended, 

inviting, and conducive to generating conversation.  In addition, it was important that the 

questions helped maintain a focus on the topic, and, as a result, the questions centered on 

counselling, the change process, and learning – all within the broader contexts of midlife 

and depression.  Interview questions were intentionally used as a conduit to encourage 

broad perspectives about the topic (e.g., What did you find most helpful for managing 

depression? What did you find least helpful for managing depression?) and provide 

opportunities between these spectrums to narrow discussion to specific life examples and 

follow-up questions for in-depth understanding.  At the same time, participants co-

directed the conversations based on what they felt important to discuss.  Cohen et al. 

(2000) proposed asking enough follow-up questions to thicken understanding and 
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 encourage focus on the topic. 

 Preparing for the interview.  Contrary to heading into each interview as a tabula 

rasa, prior to the interviews, my preparatory routine included these six steps: (a) ensuring 

I had a completed, signed Written Consent Form; (b) reviewing the completed 

Demographic Information Form; (c) reviewing the interview questions and any additional 

follow-up questions that may have been added from previous interviews that I found 

helpful; (d) ensuring I had blank paper for note-taking; (e) reviewing notes and draft 

conceptualizations and diagrams formulated based on previous interviews; and (f) testing 

the digital voice recorder.  For in-person interviews, I ensured that participants had water, 

pen and paper, and that there were no distractions (e.g., ringing telephone). 

 Conversational encounters and meaning-making.  Hermeneutic interviewing is 

an ‗interpretive conversation‘ whereby the participant and researcher orient themselves to 

discuss meaning (van Manen, 2002).  Conversational interviewing has a capacity for 

multiplicity of views about a topic (Kvale, 1996).  Importantly, meaning and 

understanding are not negotiated; instead, participants‘ experiences of the topic are 

honoured in their own right.  An interview format that is conversational (Kvale, 1996), 

inviting, dialectical, and exploratory is more apt to create a ―safe dialogic space‖ for 

discovery (Penn & Frankfurt, 1999).  Researchers (Kahn, 2000; Kvale, 1996) have 

emphasized the need to create a conversational interview that is not tightly structured and 

directive.  This does not undercut the robustness of listening, questioning, and being 

openly curious.  A tentative dialectical style using open-ended questions helped promote 

dialogue during my interviews.  Hermeneutic interviewing uses active listening, 

dialectical interplay and speculation, and the researcher‘s interviewing style and skills 
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(Geanellos, 1999).  

 Staying mindful of a conversational focus on the topic.  During my interviews 

with participants, I worked on staying mindful of a conversational style.  For example, I 

allowed as much time for the interviews as was needed.  I took into account the interview 

question guide and the pacing of questions and follow-up questions so that participants 

had the time they needed to think about the questions, respond, and even add new 

questions of their own and then respond to those.  This meant ensuring that I blocked off 

a sufficient amount of time in my schedule.  For each interview, I allotted four hours as 

this provided me time to prepare for the interviews, conduct the interview, and then sit 

with the interview in a quiet space upon completion. 

To enhance participant comfort, before the interviews began, I prefaced each 

interview with these four points and questions: (a) Before we get started, did you have 

any questions about the Written Consent Form, Demographic Information Form, or the 

research study and interview?; (b) The amount of time for the interviews tends to vary, so 

please feel free to take your time responding to questions.  If there is a question that you 

would prefer not to answer, please let me know and we will move on to the next question; 

(c) Is now still a good time for the interview?; and (d) I have some questions that I am 

asking in each interview.  Based on your own experiences, you may have other questions, 

please feel free to discuss those.  In some ways, this seemed to parallel how I might start 

off a first counselling session with a new client; at the same time, however, I remained 

aware of distinguishing these research conversations with counselling conversations and 

my role as researcher, not counsellor.  This sometimes meant respectfully redirecting a 

conversation back to the topic if, for example, a participant sought advice that might be 
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asked of a counsellor during a counselling session.   

 In addition, to foster conversation, my follow-up questions were open-ended; 

closed-ended questions were only used to clarify information provided by the participant.   

As van Manen (2002) highlighted, the ‗art‘ of the researcher in the hermeneutic interview 

is to keep the questions open and to remain open.  I think my graduate training and 

counselling experience positively contributed to facilitating a conversational interview 

that also stayed focused on in-depth exploration of the topic.  During each interview, I 

documented directly on a hard copy of the Interview Guide those interview questions that 

did not seem to invoke conversation about the topic as well as the need to reword 

questions.  For example, the first interview question (How did you experience 

counselling?) seemed to be too broad for some participants, and, as a result, I followed 

this open-ended question with a more specific context that still provided options for the 

participant inviting them to start with a counselling experience of their choosing (e.g., 

You could start with either your individual or group experience, whichever you prefer). 

Since this information was provided on the Demographic Information Form, I had a 

starting place or context upon which to build the conversation.  As a result, in subsequent 

interviews, I tended to incorporate follow-up questions that seemed helpful for previous 

participants.  For me, this seemed to be characteristic of learning from experience.   

Questions were paced so that participants had time to think about the questions.  I did not 

follow-up too quickly with a question if there was a silent pause or an utterance such as 

―Hmm, let me think about that….‖  Also, if a participant took the conversation in a 

slightly new direction that veered away from the question but related to the topic, I did 

not redirect the conversation; instead, I kept pace with participants‘ narratives about their 
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experiences.  Geanellos (1999) emphasized that researchers be open to where 

conversations take them.  As researchers, through language, we can maintain this type of 

space for participants to explore the topic and engage in possible interpretations.  There is 

a certain common ground that brings us together as co-researchers. 

IV: Data Analysis and Synthesis: Hermeneutic Circle and Fusion of Horizons 

Even though interpretive work is not possible without a living connection 

to its topic, it is the topic, not the fact of a living connection,  

that is the center of interpretive work. 

~ David Jardine, 1992, p. 58 

 

 ―Hermeneutic analysis is like a dance in which the interpretations of the observer 

and the observed are repeatedly interwoven until a sophisticated understanding is 

developed‖ (Ezzy, 2002, p. 25).  There was an ebb and flow or back and forth analytic 

movement wherein the entire data collected was surveyed, followed by analysis of its 

parts, back to an integration of the sum of the parts (Gadamer, 1960/2004).  ―Using the 

hermeneutic circle as a means of interpreting data means that the smallest statements 

must be understood in terms of the largest cultural contexts‖ (Cohen et al., 2000, p. 73).   

During data analysis, there was a ―hermeneutic ‗interplay,‘ and the deepening and 

broadening of understanding through the fusion of horizons of past, present and the future 

of persons in different situations‖ (Annells, 1996, p. 709).  This first review was intended 

to provide a wide preview (van Manen, 1990).  ―In this way, interpretive understanding 

goes forward in stages with continual movement between the parts and the whole (the 

hermeneutic circle), allowing understanding to be enlarged and deepened‖ (Geanellos, 

2000, p. 114).  To the process of interpretation, I brought with me intersecting horizons 

that influenced one another.  These horizons included the extant research literature, 

participants‘ experiences, and my interpretive lens as the primary researcher.   
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Hermeneutic inquiry acknowledges that an interpretive lens carries forth the history that 

has influenced it (McKnight, 1973). 

Active Engagement with the Topic 

 Hermeneutically-oriented researchers open themselves to new ways of 

conceptualizing the topic, listening intently, owning personal prejudgments, and 

acknowledging that projects are already open and ready for interpretation.  In many 

respects, with hermeneutic inquiry, data collection begins well before research 

interviews.   Koch (1998) emphasized that the notion of legitimacy and rigour in 

Gadamerian philosophical hermeneutics are interrelated through journaling, observing, 

listening, and writing.  Koch stressed that this process asks researchers to question ―what 

is ‗going on‘ while researching‖ (p. 1182).  Believability in qualitative research is 

enhanced, not to legitimize it, but, instead, to narrate so that ―readers will be able to travel 

easily through the worlds of the participants and makers of the text (the researchers)‖ and 

form their own opinions about the research (Koch & Harrington, 1998, p. 887).  

 In this section, I addressed my active engagement with the topic during the 

interviews, transcription, and throughout my ongoing analysis and synthesis of data even 

though I became engaged with the topic long before the interview events.  Active 

involvement included co-exploring the topic through conversations, personally 

transcribing the interviews, and drawing on multiple ways to track my research journey 

and meaning-making of the topic (e.g., reflexive writing log, interview notes, draft 

sketches of concepts and diagrams, and tracking of alterations to interview questions). 

Active engagement meant recording emerging ideas, conceptualizations, and connections 

among participants‘ experiences, the extant research literature, and my interpretations.    
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Ongoing Dialogue with Text: Interpretive Analysis and Synthesis 

  Data analysis and synthesis did not occur all at once following transcription of 

the interviews.  Rather, it was a continual process of engagement before, during, and after 

my conversations with participants.  Prior learning and knowledge about the topic (e.g., 

literature review and experience as a counsellor) and participants‘ experiences of midlife 

depression and counselling were always present and accessible but fluctuated between 

being at the forefront and background at various points throughout data analysis.  For 

example, as I conversed with participants, I worked at staying focused on the 

conversation itself and less so on the research literature; however, following an interview, 

other horizons (e.g., my interpretive lens and the research literature) came more into 

focus.  Analysis of data occurred at four key junctures during the research process, 

namely: (a) being present, curious, and actively listening to participants during our 

conversations; (b) reflecting immediately following interviews; (c) during the 

transcription process; and (d) intense reviewing of all transcripts after all interviews had 

been completed and transcribed.  Even though I discuss these pivotal points in time for 

data analysis, the topic was close to me and ideas about how to conceptualize the data 

would strike at any time (and I would document these ideas in my research journal).  

  Interpretation in the moment of conversation.  For each participant, I 

maintained a confidential hard copy file that I kept in a secured location.  Each file 

contained the participant‘s Written Consent Form, Demographic Information Sheet, a 

printed transcript of their interview, notes documented during the interview, and 

reflections and considerations documented after the interview.  During interviews, I 

would pause, think about participants‘ responses, tone, sense of affect, use of language 
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and metaphor and would make note of these, and, in some instances, would ask a follow-

up question to engage conversationally and deepen understanding.  Participant-generated 

metaphors and repeated words and phrases tended to stand out as particularly meaningful 

to participants.  These seemed to frame a narrative about a salient life event.  In this 

sense, I drew on Love‘s (1994) suggestions about attuning ourselves to interpreting 

verbal and written text.  Her discussion reflects the multidimensional nature of the 

hermeneutic process.  Love highlighted for me the complex and rigorous process that 

hermeneutics demands.  She provided these six dimensions that influence interpretation 

and meaning: (a) affect (verbal and nonverbal); (b) beliefs, attitudes, and concerns; (c) 

historical interpretations (e.g., past narratives that link to the present); (d) explicit and 

implicit interpretations (e.g., by the researcher and participant); (e) language (e.g., use of 

metaphors and symbols); and (f) serendipity (e.g., unexpected expressions and ideas 

based on the researcher‘s reading and experience of the topic).  Love‘s dimensions could 

be likened to horizons.  Gadamer (1976) conjectured that horizons help us make sense of 

dialogue and events with others.  

 Post-interview reflection.  Upon completion of an interview, I stayed with the 

experience of it for as long as I needed to for consideration of the conversation, its 

content, its impact on me, and its contributions toward further understanding the topic.   

Researchers need a holding space (Kegan, 1994) for the historicity and prejudices of the 

topic, participants‘ unique experiences, emerging ideas and conceptualizations about the 

topic, and future questions.  During this post-interview period, I gave consideration to 

Love‘s (1994) suggestion to take into account historical interpretations (e.g., research 

literature) and assumptions (e.g., beliefs and biases about midlife, depression, 
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counselling, and adult learning discussed by participants).  I documented serendipitous 

(Love, 1994) ideas, feelings, and long-standing myths and research about midlife 

depression that were challenged by participants and that shaped my conceptualization of 

the topic.  Post-interview hand-written notes were typed in a Word file entitled, Emerging 

Ideas and Conceptualizations. 

 Reviewing transcripts.  Transcribing and reviewing verbatim transcripts entailed 

an intimate and intentional relationship with these texts.  These reviews generated 

questions and speculation (Gadamer, 1960/2004).   Researchers must decide when a 

meaningful and satisfactory understanding (Prasad, 2005) has arrived.  ―For history is not 

only not at its end, but we its interpreters are situated within it, as a conditioned and finite 

link in a continuing chain‖ (Gadamer, 1960/2004, p. 197).  I decided to personally 

conduct transcription for an even closer relationship with the topic (Cohen et al., 2003; 

Prasad, 2005), and, in particular, to revisit the nuances of tone, diction, language, and 

affect (Love, 1994).  In effect, this active engagement with the text became an important 

step in my process of textual analysis.  As I transcribed the interviews by typing the 

interview verbatim into a Word file, I also typed emerging ideas about the data using 

these three steps: (a) following a transcribed word, statement, and paragraph, if an idea 

about an emerging theme or conceptualization occurred, I typed the idea in a bold font in 

parentheses immediately following the participant‘s statement; (b) once an interview was 

completely transcribed, I re-read it and capitalized and highlighted emerging themes that 

struck me as particularly salient and meaningful; and (c) during the transcription process, 

in a separate Word document, emerging ideas for ways to present the data were typed 

along with new insights and questions that arose (e.g., an idea for a chapter title, a 
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metaphor, an overarching theme, and so on). 

Hermeneutic Circle: Bringing the Horizons Together 

 Due to the volume of transcribed data, I experienced synthesis as a challenging 

process.  I wanted to honour the participants‘ voices, present the data in a meaningful 

way, and address my research questions.  Sometimes, standing back from the intricate 

details of the text, taking in a larger preview can be a helpful way to refresh a lens that 

can become narrowed as the result of close examination.  This standing back was a 

helpful step following the detailed work involved in transcribing each word and nuance 

of the interviews.  Even though transcription was very time-consuming, it was an 

invaluable way to re-experience the interviews with the ability to pause the recording 

device, reflect, and document thoughts, feelings, questions, insights, and connections to 

the research.  Next, I elaborate on my process of data synthesis.    

 The particular and the whole.  ―Precisely the fact that we live with the 

consciousness of the coherent whole, makes it possible for us to understand a particular 

sentence, gesture or action‖ (Dilthey, 1894/1977, p. 55).  It was this back and forth that 

Dilthey articulated between the particular and the whole that guided the process of 

synthesizing my data.  Likewise, the hermeneutic circle concept, described by Cohen et 

al. (2000), begins by taking in the whole of a vast landscape.  ―The hermeneutic circle 

metaphor also leads the researcher‘s analysis outside the context of the individual 

interview as well as the context of the individual participant‖ (Cohen et al., 2000, p. 73).  

In hermeneutics, it is important to record tentative understandings as these serve as a 

record of the analytic process.  Writing forms the research process and documents the 

ongoing research narrative (Koch & Harrington, 1998; van Manen, 1990).  Gadamer 
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(1976) used the metaphor fusion of horizons to explain the interpretive activity of 

combining intersubjectivity, understanding, and interpretation.  Horizons represent 

influences in the background such as assumptions, ideas, meanings, and experiences 

(Lopez & Willis, 2004).  These influences are shaped by history and culture (Whitehead, 

2004).  Geanellos (2000) commented that this fusion or act of interpretation has separate 

and intersecting horizons for researchers and participants. 

 As a result, my broad preview of the data entailed sketching a rough diagram of 

circles of emerging ideas based on all sources of data (e.g., verbatim transcripts, my 

experience of the conversations with participants, the extant literature review, my work as 

a counsellor, and the research questions).  At first, these circles began as broad concepts 

or ideas, opposing concepts, and participant-driven conceptualizations of depression and 

counselling – all individual horizons.  Since each participant‘s life narrative was unique 

in its own right, I toiled with the notion of intersecting or fusing horizons.  At the same 

time, however, a guiding force was the Gadamerian philosophical underpinning of being 

open to diverse perspectives and looking to the text itself for meaning and interpretation.  

This meant several re-readings of the Word file transcripts.  Using the Word files 

afforded me a way to maintain running documentation of emerging ideas about how I 

might present my findings.  As this process continued, I began highlighting sections of 

the verbatim transcripts using different highlighting colours in Word.  Colours 

represented a frame or theme for how I might organize my findings (e.g., draft chapter 

titles, metaphors that stood out, and linkages to the research literature).  As these chapters 

developed, ideas about how to communicate my findings in meaningful ways were 

documented.  I then began to create various figures in Word, experimenting with 
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different ways of conceptualizing the data.  This was a rigorous, time consuming, and 

difficult process.  The words, experiences, and feedback from participants inspired me to 

be true to their interpretations of their experiences and life narratives. 

 Synthesis of horizons.  Hermeneutic researchers face the challenge of 

determining when to bring interviewing to a close.  Madison (1988) has suggested that 

effective interpretive inquiry responds to the questions it poses.  According to Prasad 

(2005), exploration of a topic winds down when its discoveries are ready to be presented.  

Following analysis of my fifteenth interview in the context of all horizons (e.g., 

preceding interviews, research literature, and interpretive analysis of emerging findings), 

I was satisfied that my research questions had been addressed.  Furthermore, I was 

convinced that my data synthesis or interpretive analysis was ready to be presented to 

others in a way that was comprehensible (Johnson, 2000) and engaging. 

 Attuning to text and language during interpretive analysis.  For Gadamer, text 

is not a mere instrument or sign of something else; a linguistic expression is an 

expression of a situation and of being (McKnight, 1973).  Gadamer saw language as 

actively moving from a situation to expression to subjectivity thereby disclosing our 

world to us (Davey, 2006; Risser, 1997).  We do not interpret text by merely repeating 

the text with other words.  Questions and answers give us insight into the topic.  ―But the 

interpreter does not come as an empty vessel; he comes with a horizon of meaning which 

is broadened so as to become fused with that of the text‖ (McKnight, 1973, p. 56).  As I 

dialogued with my various research texts (e.g., transcripts, research literature, and 

reflexive journal), I was involved in a process of Bildung, a Gadamerian term with 

meanings such as formation, cultivation, and education, believed to be one of Gadamer‘s 
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major themes (Davey, 2006; Wallulis, 1990).  Bildung is a way of coming into one‘s own 

through enculturation (Wallulis, 1990; Weinsheimer, 1985).  Gadamer (1960/2004) 

impressed how Bildung creates in us historically effected consciousness through our 

interactions with the world and our interpretations of it.  We are affected by the whole of 

our history (Gadamer, 1960/2004, xxii), and, as Phillips (2007) discussed about 

Gadamer‘s perspectives, ―we are thrown into a history, language and culture that already 

exists‖ (p. 90).  The world acts upon us, influencing our interpretations of it.  As I 

synthesized many parts of a larger topic, I was not doing so in isolation, but within the 

historicity of my topic (Wallulis, 1990).  At times, I questioned my role as researcher in 

the broader scope of the history of depression, participants‘ lives, and North American 

sociocultural influences on both.  That questioning gave rise to my role ebbing back 

when participant narratives were at the forefront and shifting forward to orchestrate the 

data and influence new insight and practice approaches.  ―Hermeneutic understanding 

involves the process of comprehending what a text or dialogue imparts and in addition 

the development of a practice, of a preparedness or skill in changing mental perspectives‖ 

(Davey, 2006, p. 37). 

 ―Language itself, however, has something speculative about it in a quite different 

sense—not only in the sense Hegel intends, as an instinctive prefiguring of logical 

reflection—but, rather, as the realization of meaning, as the event of speech, of 

mediation, of coming to an understanding‖ (Gadamer, 1960/2004, p. 464).  My role was 

not to modify the original texts and participants‘ discourses (or to verify and validate 

these texts) (Annells, 1996).  My voice was not the only one speaking to the topic; my 

reading of the topic was but one of many (Jardine, 1992).  In hermeneutic inquiry, ―data‖ 
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is language that communicates meaning in context (Kahn, 2000).  Therefore, as my 

process of synthesizing multiple horizons continued, it was the fusion of participants‘ 

experiences, past knowledge about the topic, and my practitioner-researcher lens that 

gave rise to meaningfully presenting my data.  During this juncture in the research 

process, there was a continual returning to the conversations themselves and a felt sense 

of meaning communicated through language, affect, and the sociocultural backdrop 

surrounding midlife depression.   

Summary 

 The challenge of locating a research method that would address my research 

questions led me to Gadamerian philosophical hermeneutics.  This demanding and 

rigorous approach to inquiry amalgamated depth of questioning, multiple interwoven 

contexts, and openness to discovery – all vital to learning and understanding, especially 

given the complex nature of midlife depression.  Intertwined in the rich history of 

hermeneutics is the lineage of epistemological debates in the realm of psychological 

research methodology and those approaches best suited to the study of human experience.   

How we come to understand something in the world is influenced by how we 

conceptualize knowledge, our process for learning, exposure to information and 

sociocultural forces, and our frames of reference.  A powerful Zeitgeist throughout my 

research journey was the social construction of meaning through language and the 

presence of history‘s mark on defining depression and practice approaches.  Socially 

constructed meaning continues, albeit, through new modes of information sharing, but, 

with similar messaging.  Hermeneutics guided my discussion of intersecting horizons that 

shaped participants‘ lived experiences of midlife depression and counselling.  
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CHAPTER FOUR 

THE “TAPESTRY” OF DEPRESSION: UNSILENCING THE VOICE OF 

DEPRESSION AND ILLUSTRATING ITS INTERWOVEN TEXTURE 

 

I know for me, it was like a big black hidden dark secret that I couldn‟t  

talk about, couldn‟t admit to people that I was suffering...I don‟t even know  

when I actually would say I had suffered with depression.  I don‟t know when  

I was actually able to even say that. I don‟t think it was until I was about 40.  

~ Research Participant, 2009 

 

For me, this has been the central issue of my life to solve and it‟s very hard to talk  

about it in bits and pieces because it‟s a whole tapestry of woven cloth. 

~ Research Participant, 2009 

 

There were many days, many years, when I didn‟t think it was worth it... 

One of the things that really resonated with me about this study is - the sad thing  

about somebody who has a really crippling depression episode like I did that lasted 10 

years is that you lose a really big chunk of your life and I‟m now very healthy.  This  

life is time-limited and I want every minute I can get of what I‟ve got.  

~ Research Participant, 2009 

 

One day at work my depression was becoming more extreme and work didn‟t fix it  

any more...Then one day my boss called me into his office and said, „What‟s wrong, 

you‟re not yourself, I suggest you go to see your family doctor.‟  And so I did right then 

and that was a breakthrough for me because nobody had seen that before… 

up until then I had been able to sort of keep it hidden. 

~ Research Participant, 2009 

 As the title of this chapter suggests, depression is influenced by multiple 

interacting factors.  Such a tapestry of interwoven factors was inspired by participants‘ 

narratives, in particular, one participant‘s reference to the idea that depression is difficult 

to discuss ―in bits and pieces because it‘s a whole tapestry of woven cloth‖ (Research 

Participant, 2009).  I intentionally chose to focus chapters four and five on participants‘ 

experiences without interjecting my interpretations to a great degree.  It is later in 

chapters six and seven that my voice comes more to the forefront.  I felt that this gave 

voice to participants‘ experiences in a way that honoured their narratives.  The 

interwoven nature of depression is at the heart of chapter four including representations 
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used to illustrate the connectedness of multidimensional aspects of depression.  Nine 

women and six men, all in their midlife years, shared pathways toward and out of 

depression during our semi-structured conversational interviews.  They discussed 

contributing factors, perceptions about depression, counselling encounters, the challenges 

of change management, and what they do for their well-being.  As each unique life 

tapestry unfolded through language, the multiple relational, environmental, and 

sociocultural threads contributing to the course of depression raised awareness that such 

diversity does not lend well to standardization of counselling approaches.  Figure 1 

introduces this chapter; it depicts the immeasurable aspects playing a role in the 

construction of depression and helps illustrate the shortcomings of reductionistic practice 

that focuses on predetermined diagnostic categories, symptom durations, and biological 

origins.  Such a limiting snapshot fails to contextualize the broad scope of experiences 

with, some, such as alcoholism in the household, sexual abuse, and loss, having longer-

lasting effects.  Narrow categories also constrict dialogue about resourcefulness, 

perseverance, ideas about change and health, and agency to move beyond the 

pathogenesis of symptomatology.  

 Participants highlighted past experiences that stood out as influencing, for 

example, self-concept, availability of resources and support, loss (e.g., of trust in others, 

early aspirations, and relational connectedness), and sense of control.  This first chapter 

of three presenting my project‘s findings contextualizes the breadth and depth of the 

course of depression through the lenses of participants‘ narratives.  They brought to light 

that depression extends well beyond proximal stressful events and distorted thinking and 

is not something that can be discussed and measured in ―bits and pieces.‖  Instead, 
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interactions in familial, educational, workplace, community, neighbourhood, and mental 

health settings shift the weight of behavioural indicators to a ―whole confluence‖ of 

interacting factors.  Moreover, stress tended to either accumulate over time with, for 

example, the effects of adversity, or, pile up at a given point in time, often driven by a 

key life transition triggering multiple stressors.  Adaptation to stress and transition can 

become more challenging when accompanied by loss, regret, and/or the difficulty of 

decision-making.  Being at the crossroad of a midlife career decision (Figure 2), for one 

participant, was difficult given the directional pull of health, gender, familial, financial,  

and quality of life aspects.  For other participants, midlife career transition meant 

relocating to Canada from their country of origin, returning to post-secondary school, and 

adapting to lifestyle and other changes.    

 Driven by participants‘ experiences with managing depression, chapter five 

examines the cyclical nature of depression, aspects that boost and deplete well-being, and 

the challenges of change maintenance.  Barriers to noticing and acting on triggers 

included unplanned loss, self-awareness about the impact of past experiences, isolation 

and low motivation, stress accumulation, and conceptualizing the cycle as failure.   

Facilitators of interrupting and managing the cycle included understanding the trigger, 

―unlearning‖ old narratives, attuning to bodily felt signals, application of new learning, 

and an attitude of acceptance.  The concept of a reservoir (Figure 5) came to be by way 

of narratives portraying the ebb and flow of life depleted by circumstances but boosted by 

hope and movement toward change and stories of perseverance denoted as ―pearls of 

wisdom‖ and ―life lessons‖ along the way.  This reminded me of the salutogenically-

inspired river of life (Antonovsky, 1996), dynamic and non-permanent, bringing with it 
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opportunities and possibilities for renewal (Hudson, 1999). 

 Building on participants‘ experiences of self-managing depression and their 

feedback about their counselling encounters, chapter six explores those aspects of 

counselling that seemed especially salient and helpful for these midlife learners.  In 

particular, collaboration and therapist qualities were discussed as vital for establishing a 

respectful, empowering, and safe learning environment.  Efforts toward managing 

depression called for generating a focus for counselling.  Further, when active inquiry on 

the part of counsellors about client-constructed conceptualizations of depression, prior 

learning, and resourcefulness was absent, counselling tended to be less helpful with 

participants indicating that they did not notice change.  Other helpful counselling 

processes implicated included checking-in regularly for client feedback, not making 

assumptions about extratherapeutic supports, discussing rationale for suggested 

interventions, and exploring post-counselling supports.  When counsellors adhered to one 

―specific form of therapy,‖ not exploring fit of approach, client-preferences, and past 

counselling experiences, there were various outcomes (e.g., active engagement was 

limited, left counselling, tried to ―go it alone‖ without help, lack of a counselling goal, 

frustration, low expectations for counselling efficacy, and decreased sense of control to 

effect change).  Group therapy was presented, by some, as being more helpful than 

individual therapy in terms of its capacity to generate diverse perspectives, opportunities 

to help others, and the fostering of experiential learning.  Lastly, chapter seven concludes 

my project and highlights future directions and recommendations for practice including 

suggestions for counsellor training and development when working with adult 

depression.  The discussion now turns to my presentation of key findings along with 
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excerpts from participants‘ verbatim transcripts. 

I. “A Whole Tapestry of Woven Cloth:” 

Sociocultural, Relational, and Historical Threads 

Embedded in Households, Neighbourhoods, Schools, and Workplaces – 

The Multidimensional Fabric of Depression‟s Course Across the Lifespan 

 

As social beings, we need not only good material conditions but, 

from early childhood onwards, we need to feel valued and appreciated. 

We need friends, we need more sociable societies, we need to feel useful, and 

we need to exercise a significant degree of control over meaningful work. 

~ Richard Wilkinson and Michael Marmot, WHO, 2003 

 

 Pathways to depression for participants followed their life histories.  As one 

participant conveyed, in order to understand depression, this cannot be done in ―bits and 

pieces;‖ rather, its ―tapestry of woven cloth‖ needs to be explored.  Life histories are a 

―continuing chain‖ (Gadamer, 1960/2004) that invite researchers to be mindful of their 

topic‘s historical consciousness (Gadamer, 1988).  This chapter presents textual life 

tapestries, excerpts of verbatim transcripts.  It incorporates the extant research literature 

and speaks to the multiple contextual threads necessary for in-depth understanding of 

depression above and beyond standardized symptomatology.  As many researchers (e.g., 

Bohart, 2000; Degges-White, 2006; Duncan et al., 2004; Horwitz & Wakefield, 2007; 

Pies, 2008; Radden, 2000) have asserted, depression cannot be quantified and 

standardized given its diverse course and individual differences in history, onset, 

stressors, mediating events, and allostatic load across the lifespan (Fan & Eaton, 2001; 

Goldberg, 2001; McEwen, 1998b; McEwen & Lasley, 2002; McEwen & Seeman, 1999; 

Rahman et al., 2004; Ritsher et al., 2001; Schulkin et al., 1994; Weissman et al., 2005). 

 These tapestries present an opening for dialogue and exploration and speak to the 

historically-situated contexts of lives immersed in the everydayness (Heidegger, 

1927/1962) of personal, political, historical, relational, environmental, and sociocultural 
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interconnectedness (Gadamer, 1960/2004; Martin & Sugarman, 2003; Martin & 

Thompson, 2003; McKnight; 1973; Outhwaite, 1987; Richardson & Fowers, 2001; 

Sandler, 2001; Whitehead, 2004; Woolfolk, 1998).  It is not the life histories themselves, 

but, instead, how they speak to and about midlife depression.  Hermeneutic inquiry seeks 

to move beyond a ―bits and pieces‖ approach through its broad and in-depth analysis of 

the research topic (Cohen et al., 2000; Geanellos, 2000; Madison; 1988; Prasad, 2005). 

Conversations generated an array of perspectives about the effects of relational, cultural, 

and social experiences and how these contributed to depression.  Participants discussed 

pivotal times in their lives including the impact of adolescence on identity and self- 

esteem, unrealized ambitions early on, adversity, the effects of alcoholism in the 

household, trauma and abuse, early educational encounters, living in an ethnocentric 

neighbourhood, the isolation of a rural community, and the influence of first therapy 

sessions on future help-seeking.  For many of the participants, depression began during 

their adolescent years, for some during midlife, while for others, a more recent 

experience generated depression.  

 Loss was conceptualized as a conduit of depression related to these four facets: 

(a) relational loss (e.g., divorce, child custody, absence of parental bonding and support, 

and lack of trust that others can be helpful); (b) lost opportunities for growth (e.g., 

unfulfilled career aspirations, lack of mentoring and support in school); (c) loss of self-

connection (e.g., identity, confidence, esteem, worth, self-concept/narrative, goals, life-

career direction, meaning and purpose); and (d) loss of foundation (e.g., financial 

stability, place of residence, support network, and family relationships). 
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Figure 1: Tapestry of Interacting Factors Influencing the Life Course of Depression 
 
¹ See Ensel and Lin (1996) who have suggested that proximal and distal stressors contribute to individual 
differences in stress and depression. 
² See Bandura‘s (1997) discussion about the effects of the responsiveness of the environment on self-
efficacy and control beliefs. 
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 For some participants, there was relief that can come as past experiences recede; 

in contrast, others communicated uncertainty about the future including career goals.  The 

dual nature of the passage of time was conceptualized as necessary for learning and 

growth to occur and an accumulation of ―life lessons‖ and ―pearls of wisdom.‖  Time also 

represented an awareness of missed opportunities and the embeddedness of certain events 

that shaped the course of life.  Embeddedness refers to experiences such as abuse, racism, 

and alcohol use in the parental household.  ―Adversities occur within the context of 

people‘s lives, as embedded in social and historical context‖ (Sandler, 2001, p. 31). 

 Since it is difficult to understand depression in ―bits and pieces,‖ in response, 

Figure 1 brings together the ―confluence‖ of interacting distal and proximal experiences, 

some occurring within responsive environments, others not, and aims to depict continuity 

(Grams, 2001) of experience.  I incorporated the terms distal and proximal, introduced to 

me in the work of Ensel and Lin (1996), into Figure 1 as these seemed to help capture the 

interacting effects of stressors across the life span.  The effects of stressors and loss in 

various life domains across diverse environments can accumulate over time.  Life is 

marked by transitions and milestones each bringing gains and losses.  When one facet of 

life is impacted, is it even possible to contain it.  Self-constructed perceptions about the 

world, self, and self-in-relation reflects an ongoing process of being shaped by a 

constellation of values, systems, beliefs, expectations, responsiveness, belonging, agency, 

and so on.  These perceptions are also shaped by environmental factors including what 

Bandura (1997) referred to as the responsiveness of the environment and its influence on 

self-efficacy and sense of control.  The discussion in the remainder of this chapter 

explores the course of depression for participants‘ as woven together in Figure 1. 
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Relational and Sociocultural Learning: Oppressive Forces and the Course of 

Depression 

 

 Participants brought to light their experiences in familial, educational, and mental 

health settings and the impact that these experiences brought to bear on them.  They 

discussed how various contexts helped, hindered, and missed providing needed support. 

In some instances, a given situation was oppressive in its obstruction of growth and goal 

achievement.  Many participants noticed depression around the ages of 12-16 years. 

Cyranowski et al. (2000) have linked adolescent depression severity to gender 

intensification.  Even though participants did not discuss gender socialization directly, 

adolescence was described as a time of ―isolation‖ and ―loneliness,‖ and, in conjunction 

with academic and social pressures, they reported challenges associated with identity, 

self-esteem, and confidence.  Other factors contributing to depression for them during 

childhood and adolescence included unrealized aspirations, lack of familial support for 

interests and goals, sexual abuse, family conflict, and alcoholism in the household. 

Additional contributing factors included negative first-time counselling experiences and 

stigmatization of depression and counselling.  Exposure to various environments 

influenced, for example, sense of control and safety, identity, and self-esteem.  

 Adversity during childhood and adolescence.  Mediating factors refer to the 

type of events that happen and the severity of these; for example, parental divorce 

represents a mediating event including duration and severity of parental conflict 

(Steinhausen, 1995) and impact to household income and continued schooling (Ross & 

Mirowsky, 1999).  Ross and Mirowsky referred to this as a ―life course disruption.‖  

Other mediating factors can be outcomes such as low self-esteem growing up in a 

disruptive household (Oakley-Browne, Joyce, Wells, Bushnell, & Hornblow, 1995). 
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 This participant discussed the sexual abuse she survived growing up with an 

abusive mother.  She shared her perspectives about the challenges she faced seeking help 

and her experience of prejudice during the 1960s and 1970s toward children sexually 

molested by their mothers:  

I think probably I learned to be resourceful the hard way when the person who 

abused me including sexually was my mother.  There were professionals all over 

the place who said I can‟t cope with this in the 60s and 70s.  People who had no 

concept of a woman, a mother, was capable of sexually molesting her child, never 

mind half killing her.  Now, it‟s more in the media that this can happen with 

women, unfortunately, but, at that time, basically I had people say I can‟t cope 

with this, and I respect that.  But it just meant that I had to keep looking [for 

help].  Maybe I didn‟t look for a while, maybe I gave up hope for a while, but 

eventually, like I said, I didn‟t die, so I had to keep going. 

 

The following participant discussed the long-term effects of her parents fighting: 

Our environments can cause depression too.  I grew up in a dysfunctional family 

watching my parents fight all the time, that triggered depression too…I still relive 

all the things that happened when growing up...It affects my state of mind, mood, 

motivation, and relationships. 

 

In this next excerpt, the participant discussed a self-esteem group he attended during 

midlife that he found quite helpful and which he wished he had access to many years 

earlier.  He also explored the roots of his self-esteem challenges, progress, and times he 

still gets stuck in ebbs of low self-esteem: 

I wish I had that gifts of self-esteem years ago...Everybody was saying I have low 

self-esteem over the years...I don‟t know how to get out of it, how to bring 

yourself up, especially when you‟re brought up like that, you just carry on.  If 

you‟re parents are always down and negative on you, you just keep going like 

that. 

 

 Growing up with alcoholism in his household, this participant explored its impact 

on his sense of self, ability to trust, communication, and meaning and purpose in life: 

My depression started in my 20s and when I turned 40 is actually when I was 

diagnosed and went on antidepressants and I guess I‟m very fortunate in that the 

first antidepressant I went on which was...has had a profound impact.  It‟s just 
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been like night and day.  For me, I know a factor was growing up in an alcoholic 

family.  In my 20s is when I first connected with Adult Children of Alcoholic 

Parents, and that was the first time that a kind of a light bulb went on, when I was 

involved in that group.  I learned about some of the behavioural patterns that I 

developed, you know not being able to talk about feelings, not trusting other 

people – the four keys around being an adult child not talking, not trusting, not 

feeling.  Looking back, I did this [other] program in my late 40s never really 

knowing who I am or not having a real sense of what my life‟s about and always 

looking externally.  I remember throughout my 20s and 30s kind of always 

searching outside of myself for meaning and purpose. 

 

In addition, he described some of his father‘s behavioural patterns that he could relate to:  

My dad was the alcoholic in our family, and, I know later in life, I sort of 

identified that my depression patterns were a bit like an alcoholic in that I could 

cope at work, but then at night or on the weekends, I would kind of crash and my 

dad was sort of the same.  He coped at work, but Friday nights and the weekends 

is when he would drink the most...Later, after my dad retired, he wasn‟t very 

sociable, he just wanted to stay home, kind of isolated.  So, later in life, I thought 

maybe he was coping with depression or his own unhappiness through alcohol. 

 

Living with alcoholism in his family, he pointed out his need for control and safety: 

I think it came from being part of an alcoholic family, needing to control, trying 

to control myself, my emotions, trying to control my work or having control at 

work.  One thing I learned was I sort of created a home situation that I had 

control over and that was by excluding people so that home was always a bit of a 

refuge in that I had control over that.  So, it was partly a need for security and 

safety.  So, within my home life I could have control and that‟s probably why I 

live alone and I‟m not married and I haven‟t had a family.  It was the need, a real 

need to maintain some control.      

 

He attributed the impact of alcoholism that was present in his life for many years as the 

key factor contributing to depression, lifestyle choices, and the need to control his 

environments.  

 Learning about control from the environment.  According to some researchers 

(e.g., Beesley & Stoltenberg, 2002), children of alcoholic parents continue to seek 

increased control based on learning to monitor the family environment.  Researchers 

(Lease, 2002; Steinhausen, 1995) have challenged the assumption that all children raised 
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in alcoholic households develop depression suggesting a continuum of dysfunction with 

differential family interactions and the moderating effects of factors such as social 

support and events that help boost self-esteem.  Parental alcoholism (Anda et al., 2002), 

interparental violence and conflict (Gilman et al. 2003; Roustit et al., 2009), sexual abuse 

(Beitchman et al., 1992; Briere & Elliot, 1994; Brown, Cohen, Johnson, & Smailes, 1999; 

Cheasty, Clare, & Collins, 1998), abuse (Bemporad & Romano, 1993), family disruption 

(e.g., divorce) (Gilman, Kawachi, Fitzmaurice, & Buka, 2003; Lauer & Lauer, 1991; 

Ross & Mirowsky, 1999), and family functioning (Cummings & Davies, 1999; Infrasca, 

2003) have been reported to increase lifetime risk of depression.  This risk can increase 

with additional childhood social stressors (e.g., housing, finances, and socioeconomic 

factors) (Fan & Eaton, 2001; Gilman et al., 2003; Goldberg, 2001; Rahman et al., 2004; 

Ritsher et al., 2001; Roustit et al., 2009; Weissman et al., 2005; Wilkinson & Marmot, 

2003), the additive effect of number and frequency of adversities (Infrasca, 2003), and 

stressors in adult life (e.g., Landerman, George, & Blazer, 1991).  Elevated cortisol levels 

can occur in children exposed to interparental conflict (Davies, Sturge-Apple, Cicchetti, 

& Cummings, 2008).   

 Earlier negative experiences can decrease capacity to manage stress (Landerman 

et al., 1991), especially when a transfer of learning effect of lack of control over one‘s 

environment(s) and ability to influence change and outcomes continues to be experienced 

(Bandura, 1977, 1997; Daniels & Guppy, 1997; Lazarus & Folkman, 1984; Sapolsky, 

2004; Seligman, 1975; Skinner, 1996).  This also includes learning to access resources or 

one‘s learned resourcefulness (Antonovsky 1987, 1996; Lindström & Eriksson, 2006) – 

influenced by availability (Antonovsky, 1987) as well as the reinforcement that needed 
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resources were helpful.  These combined factors can contribute to allostatic load 

(McEwen, 1998b; McEwen & Lasley, 2002; McEwen & Seeman, 1999; Sapolsky, 2004; 

Schulkin et al., 1994; Seeman et al., 2001), especially in the absence of learning to 

manage stress, alleviate problems, and care for health (Charney, 2004; Krishnan & 

Nestler, 2008; Sharpley, 2009).  Autoimmune difficulties in adulthood have been linked 

to childhood adversity and stress (e.g., Dube et al., 2009), and, stressful environments 

that generate fear, anxiety, and lack of control can over activate stress hormones 

(Schulkin et al., 1994).  Early exposure to adversity and stress combined with ongoing 

stressors can maintain an overactive LHPA axis, compromised immune system, and high 

cortisol levels (Foster & MacQueen, 2008; Maletic et al., 2007; Sharpley, 2009).  

Participants discussed health issues including diabetes, chronic pain, high blood pressure, 

and arthritis.  According to Antonovksy (1987), health promotion takes into account 

generalized resistance resources such as family history and one‘s immune system, among 

other factors, as part of a more global orientation to well-being. 

 Oppressive forces: When values clash.  This next participant discussed lack of 

support for her ―penchant for learning,‖ the clash between her interests and values and 

those of family members, the rural community in which she grew up, and her sense of 

―helplessness.‖  During our conversation, she emphasized the effects of suppressing her 

interests and artistic aspirations throughout childhood and adolescence and its felt sense 

of loss of meaning:   

For me, in my own sort of searching for cause and effect after the fact, I realize 

that a lot of what made me sick were feelings of helplessness and feelings of that 

whatever it was that I was, was not enough or was not right and I got those 

messages really affirmed by my family of origin...A grandmother of mine who was 

in some ways most supportive because she was the only one in my family who 

supported my penchant for learning and my desire to make music and all of these 
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things that I had to fight against my parents to get permission to do.  She was 

hopelessly depressed herself and eventually committed suicide...There was a part 

of me that always thought that the things that I valued most were going to lead me 

on that same path of destruction.  There was always a place in which I would be 

caught up in things and doing what needed to be done and actually being quite 

good at it, but there was always a point at which I thought well, but for what point 

like what is the meaning of all this, what is the meaning of life, and I would get 

overwhelmed by it and I would crash. 

 

The idea of ―doing what needed to be done,‖ a type of going through the motions of life 

according to external demands, norms, and values was not uncommon among 

participants.  However, as this external focus shifted to a life lived based on meaning, 

purpose, and self-directed endeavours, quality of life became enhanced.  This shift 

continues to be explored throughout the next chapters. 

 Isolating environments influence relational learning.  Research (Brannen, 

Emberly, & McGrath, 2009; O‘Campo, Salmon, & Burke, 2009) has shown that 

neighbourhood characteristics impact facets of mental well-being including depression.  

Moreover, rural living has been linked to quality of life impacts of stress including health 

and mental health issues (Brannen et al., 2009; Wickrama et al., 2005).  Relational and 

structural aspects of households and neighbourhoods (e.g., rural communities with 

limited resources) can influence one‘s sense of agency (Carpiano, 2009).  Rural women‘s 

health can be negatively impacted by isolation and self-reliance norms stigmatizing 

access to mental health services (Leipart, 2005).  The following participant emphasized 

that with few adult role models during her formative years and parents with their own 

stressors and depression, some relational re-learning in therapy in a one-to-one 

environment was a necessary step before group therapy.  She highlighted the impact of 

multiple isolation factors including a rural community with few resources, being an only 

child, and feeling emotionally disconnected from her parents: 



138 

 

 

 

 

 

 

I think it would have been impossible for me [to attend group therapy], but I think 

that it‟s rooted in the fact that I come from a very rural environment.  I was an 

only child in a very isolated farm situation of two parents who didn‟t have many 

skills for being parents or for being adults themselves and I know people who 

came from that same rural environment and who had a different experience 

because they had big extended families or their families were more sociable, but 

because my whole life had been very one-on-one, so I couldn‟t have made that 

jump to a group without some mediating experience. 

 

Over the course of her life, this next participant felt she had to fulfill the values, ideals, 

and goals of what others and society deemed ―valuable.‖  She discussed how this left her 

with a sense of disconnection to her own life and how she has learned to reconnect to her 

own values, beliefs, and interests through therapy: 

My analysis of it was that other people must face the same abyss in their lives, 

they were just better at making an existential choice to say that it is valuable to 

raise children, to have a job, to make some part of life better, to do something 

well, but, for me, I always felt that those were ideas I had in my head but I didn‟t 

feel them. 

 

As Bandura (1997) has suggested, those environments we are exposed to across our life 

span (e.g., homelife, school, and so on), may not be ‗responsive‘ toward helping facilitate 

beliefs that one has influence and control to effect change and influence outcomes. 

 Beyond pedagogy: Sociocultural life lessons in an educational setting.  Early 

educational encounters including pivotal missed opportunities for others to provide 

support were depicted as influencing the trajectory of life and shaping perceptions about 

the self, others, and society (Baumgartner, 2001; Kegan, 1994).  The responsiveness of 

the environment (Antonovsky, 1987; Bandura, 1997) across the life span is an important 

consideration for the onset of depression.  Discussing his experiences as a student at 

junior high school, this participant described his challenges associated with learning, an 

ethnocentric community, and trying to measure up to how ‗success‘ was defined at his 

school.  As he stated, for him, anger, isolation, self-esteem, and difficulty with 



139 

 

 

 

 

 

 

communication during childhood and adolescence contributed to the beginning of his 

depression.  He emphasized that some of the signs that he needed help with school work, 

fitting in, and social support were missed by adults in his life: 

So, if I had an educational psychologist and I know that they existed back then, if 

I had teachers that were trained to detect learning disabilities rather than just 

shove me off in a corner and tell me politely that I was basically stupid.  I didn‟t 

sense that back then because I was too young to sense it, but had there been 

proper steps taken by these so called wonderful educators, I would have had a 

degree a long time ago...There‟s so many things that could have been prevented 

that would have just benefited me and I would say that even when I was between 

the age of 12 and 15 with an inability to express myself the way I am now, that I 

knew that there was something in the way, that no one was helping me with and 

when I tried to express that, even though I was lousy at it...I didn‟t know exactly, I 

just knew that I was angry.  I can tell you that there are people like me who have 

the exact same problems who could have been helped along the way had they 

gone to a different school and lived in a different community, a more cultured 

community and they have fallen through the cracks and they‟ve given up on 

getting their high school diploma.  There just wasn‟t enough belief in it 

[counselling], but you also have to understand that the subculture in the 

community that I grew up in is like what Orange County is to the city of Los 

Angeles; you either belong or you don‟t belong, and, if you don‟t have all those 

qualities like being extremely quote unquote bright in their definition, being able 

to learn the way the teachers teach, if you don‟t, you‟re no longer bright, you are 

stupid.  If you‟re not the perfect jock, not the perfect academic at the same time 

and you have a disability or something that you‟re lacking, you are automatically 

put in a different category. There are other alternatives that should be looked at 

for kids like me.  The counsellor that I had in [junior high school], his job was just 

to categorize you and this is what your potential is. 

 

 Earlier educational experiences influence how education is perceived later in life 

(Michie, Glachan, & Bray, 2001; Rothenberg, 1994).  Past barriers to learning such as the 

unavailability (emotionally, relationally, and instructionally) of mentors, role models, and 

helpful adults in contexts such as the classroom and home environments (Gut, 1989; 

Leventhal et al., 2006) shape how new learning situations are judged and accessed 

(Goldstein et al., 1966; Grams, 2001; Haskell, 2001; Leberman et al., 2006; Rogers, 

1980).  Mature students sometimes experience increased academic stress, low 
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confidence, and anxiety about learning related to achieving career goals later in life 

(especially if past educational experiences were negative) (Michie et al., 2001).  

 Another participant discussed experiencing depression that he attributed to 

academic pressure, perfectionism, a clash between his values and those of others, and 

difficulty finding meaningful relationships: 

When I was 18 or 19, I entered a very competitive and top university for my 

undergraduate studies...I experienced a sense of perfectionism, heightened sense 

of empathy and perspective-taking, a sense of fatalism, inadequacy, and a sense 

of dealing with people who are not real. 

 

When this next participant attended post-secondary school, childhood sexual abuse and 

powerful emotions impacted her capacity to focus on her studies:  

When I was at university, they told me I had one of the highest IQ‟s they had ever 

seen, but I couldn‟t graduate to save my soul because my emotions were just so 

much.  In grade nine, I could tell you how to split an atom and draw the 

apparatus, my brain worked just fine, but my emotions were so unhealthy, I 

couldn‟t focus, I couldn‟t, but now I know I can. 

 

She indicated that she became ―emotionally healthy‖ beginning in midlife and that to do 

so she had to deal with the deep painful emotions associated with her traumatic and 

abusive past:  

I became emotionally healthy, I became emotionally free, I became emotionally 

capable of identifying emotion and saying and doing and feeling and it wasn‟t all 

jammed up anymore and I didn‟t need to drink, I didn‟t need to cover it up any 

more...The energy that I used in the years that I was sober so that I could be a 

good mother, man, just to keep the lid on that stuff was phenomenal.  I had a good 

motive, I had my children and they were precious and important to me, but then 

when the cover blew off, it blew off.  It had to.  It needed to.  And, sometimes I 

think there is a chemical imbalance that may need to be treated by medication but 

that‟s partly caused by the impact of severe emotions.  I believe that as I have 

begun to heal from the traumas and all the loss, that the chemical imbalances are 

sort of reversing themselves.  There‟s healing taking place almost in a physical 

sense in my brain.  The brain does heal itself and I think intellectually I‟m as 

good if not better than I was 40 years ago because of that.  I‟m quite capable of 

learning, studying, and memorizing.  
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She indicated that she is surprised given all of the adversity she has faced that she is still 

alive, but said she believes that depression is a ―human condition‖ and a part of life.  Not 

only does she remind us to not pathologize depression, but she also emphasized its 

connection to loss, ―I would say though for me, the big challenge was to differentiate 

between clinical depression and grief because I experienced a lot of loss.‖  She connected 

loss with childhood sexual abuse, addiction, divorce, and loss of residence and financial 

stability.  She is currently enrolled in a university course, enjoys the peace and sense of 

control that living on her own brings, and described her future in this way: 

I‟m starting to get to laugh about it.  Who would believe at this age I‟m going 

back to school, live by myself...It‟s only in your mind. I mean certainly there are 

physical health issues, but even then you can enjoy your life if you chose to.  I 

have some heroes.  I‟m going to live until I die.  L-I-V-E. 

 

A key message that she wanted heard was the importance of not giving up and hanging 

on to hope.  She summed this up by stating, ―I call it turning over rocks.‖  This idea is 

revisited in the chapters that follow – those factors that boost and deplete well-being or 

how one navigates adversity, challenges, loss, and restores what it takes to move on. 

 A toxic work environment: Hazardous to well-being.  Workplaces were also 

discussed as contributing to the course of depression.  The following passage spoke to the 

effects of an unhealthy work environment:  

I am normally a tough person, but the situation [at work] I think was too 

overwhelming for me.  It‟s not something unusual, but it just got to me and stuck 

with me.  It was too much to bear and then maybe something else would come up 

so it just got compounded, but normally you know there are things you can just 

say okay that‟s just part of life and try to move on and deal with it.  Then there‟s 

like the other stuff that you just can‟t tell anybody; it really puts you down.  I just 

know that was when all this started from my previous job.  Somebody putting me 

down you know really not making me feel worthy and personality clash.  It got so 

severe and I tried to change it, but I couldn‟t, so I was stuck there taking the 

abuse so that was getting to me because I had no alternative, no escape route, so I 

had to take it.  I was beat, like it beat as in b-e-a-t so it just trashed me.  It got 



142 

 

 

 

 

 

 

very bad, I didn‟t like going out so I kept to myself.  I was working in a place I felt 

like I was being held back and because of my ethnic background, I feel I‟m at a 

disadvantage already so I‟m not getting my full potential so that affected me.  So I 

kept to myself.  I was quiet and I‟m not a quiet person...It made me feel small to 

belittle me for no reason...So it kind of ground like it was just grinding me more 

and more to the ground. 

 

Ali, Oatley, and Toner (1999) have recommended that the emotional abuse women 

experience in relationships and in workplaces become part of how we conceptualize 

psychosocial risk factors for women‘s depression.  Occupational stressors linked to 

depression encompass the work environment including relationship characteristics (Beehr 

et al., 2001; Bilsker et al., 2004; Bond et al., 2006). 

Depression‟s History of Silencing: Learning to “Go it Alone” and “Buck Up” 

 How one experiences a first counselling session may influence not only future 

help-seeking and perceptions about counselling, but also how one perceives the capacity 

of others to be helpful.  Following a negative first session with a psychiatrist when she 

was 16 years of age, it was not until midlife when this participant sought counselling 

again: 

I‟ve actually been battling depression over my entire lifetime and I think I had my 

first sort of serious, my suicidal episode when I was in high school; and back in 

the 70s, there was a lot of stigma attached to it, so basically it was a pull myself 

up by my bootstraps type of a way to try to get out of it and try to stumble along 

my way.  So, I had different bouts of depression along the way and just tried to, I 

guess, make the best of it and do what I needed to do to keep going on.  But when 

I was in my last semester of grad school basically, I had just crashed down the 

rabbit hole and couldn‟t finish my studies, and, by that time, I knew I needed 

treatment, that my option was either to just leave the planet or get treatment...A 

lot of it was just internal because of the shame that went with it and my past with 

it.  The first time I had actually seen a psychiatrist was when I was 16 and my 

attempt at suicide and I was first told I had to see the psychiatrist, but it was just 

the one visit and I hated the experience.  It was just not somebody who was 

prepared to listen or to take me seriously...and [I] just didn‟t want to go that way, 

I wanted to try to help myself as much as I could...Maybe it‟s better now to have 

been born in this generation where if you‟re struggling with that, it‟s out in the 

open, it‟s out there, it‟s more normalized and you‟re not thought of as a crazy 
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person...just going for treatment, there‟s no stigma attached to that, it‟s okay to 

go and get treatment for it, it‟s okay to say that this is what you are and that 

people will encourage you to and that people know where to go now.  That it‟s not 

this hidden thing in the back room of a psychiatric institution...It kind of shaped 

who I became, and, so, I had a lot of personal work to do to unravel all that. 

 

She expanded on the effects of ―going it alone‖ and what she did to cope with depression: 

I know that I just had to get some resolve and become strong and I almost had to 

become another person.  I felt almost like I had to put on this persona of 

becoming a strong person to try and fight and vocalize and I know I just messed 

up a lot of relationships through that because I became quite a hardened person, 

but I was still struggling on my own and I knew I felt like I had to cover it up, I 

couldn‟t show the weakness.  So when I went off to university and went back to 

high school against all the odds, I guess people were saying that I wouldn‟t go 

back, but nobody ever talked about it again, it was just never brought up.  It was 

swept away into a closet and I just went on as though nothing had happened and 

so I struggled through.  I just had a real, I guess, a bad attitude problem not 

caring about anything, but I managed to graduate from high school very cynical 

went off to university but was extremely silent, internalized everything and 

struggled with depression alone a lot.  So, alone in my room and got involved in 

some drugs and some drinking and that type of thing, but it never did take away 

the depression.  I just kept running into it all the time and struggled and I messed 

up a lot because I couldn‟t really do my studying, couldn‟t concentrate, wasn‟t 

getting the sleep I needed.  My thoughts would go in the wrong directions, so I‟ve 

tried to just keep going on and just dropped out...It takes a long time and then 

finally when I was back in grad school, I actually talked to my professors about it 

and it just so happened that he understood it because his wife also had gone 

through it.  So that really, I think just having an understanding person who I 

regarded as a mentor really helped me to then open up and go for help.  It really 

was very liberating.  

 

This next participant shared a similar difficulty in finding support and understanding and 

a ―buck up‖ societal attitude toward depression: 

I don‟t think people really believe it, they don‟t really.  I mean how many times 

I‟ve been told to sort of just buck up.  I think unless you‟re sort of displaying very 

overt symptoms and most people I think like myself are able to fake it pretty well. 

So I find it‟s very difficult to get people to believe what it might be like and that 

it‟s something that you can‟t just sort of kick with a cup of coffee or something. 

 

The responsiveness of environments, or lack thereof, can influence a further silencing of 

depression, perhaps more so during childhood and adolescence: 
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Oh I had ups and downs that I just thought were normal, but the first really major 

depressive episode was in grade nine, and I was just like in another world, I just 

couldn‟t, my mother was screaming at me to get up in the morning and I just 

thought there‟s no point in getting up, it‟s just another day, nothing gets done, I‟m 

just going to die, there‟s no point in getting up...and normally being the one in the 

class who always had the answers and I was the one who just didn‟t even have a 

clue what was going on and so that grade nine episode resulted in one of my 

teachers, the teacher I thought was the best actually, taking me aside and saying 

what‟s wrong with you and asking a lot questions and telling my parents that he 

thought I needed help.  And my father‟s response being, ―[The teacher] came here 

and just said there was something wrong with you...he was talking nonsense.”  So 

yeah, it was very early, and, those periods of depression came and went...Well, in 

high school I felt that I managed to cover who I was and successfully be a popular 

kid, so, I was the cheerleader, the valedictorian of the class, you know all those 

measures of success in a midwestern school, I had them in spades, but I never felt 

real...I always felt like what really mattered to me was something I had to hide 

away because it wasn‟t acceptable and in part that was the narrowness of the 

society in which I grew up. 

 

She indicated that the course of her depression was far from ―straight forward,‖ rather, 

relational and sociocultural forces collided as she experienced oppressive value systems 

and externally-driven ―measures of success.‖  Relational and emotional disconnections, 

lack of understanding and support about depression, and a running ―not being good 

enough‖ narrative were further silencing.  She indicated that she still sometimes finds it 

challenging to cope with stress and change.  

Summary 

 Participants brought to light that life experiences in familial, educational, 

workplace, and mental health environments can have a lasting effect on mental, 

emotional, and physical well-being.  Childhood and adolescence were presented as 

pivotal timing for the onset of depression with severity of life circumstances playing a 

significant role.  Particularly impactful experiences were sexual abuse, parental 

alcoholism, and family conflict.  Early caregiving relationships influenced self-esteem, 

the need for control and security, delayed help-seeking, difficulty trusting others, and 
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substance use.  Participants who reported a family history of depression also discussed 

their parents‘ tendency toward isolation, substance use, the absence of help-seeking, and 

family conflict.  Counselling was often not sought until midlife, perhaps, resulting from 

poor first-time experiences and a lack of responsiveness from others.  Sexual abuse, 

discrimination, alcoholism, and value systems were presented as oppressive experiences 

with longer-term effects and connections to loss. 

 The influence of household, neighbourhood, classroom, and workplace 

environments and the interactions and sociocultural dynamics within these environments 

speaks to the diverse pathway of depression with its multiple interacting contexts.  A few 

key points are worth highlighting at this juncture, namely, these five: (a) depression 

extends beyond the recency of symptoms calling forth the need to explore its broader 

context with clients (Burnett et al., 1995; Degges-White, 2006; Duncan et al., 2004; 

Horwitz & Wakefield, 2007; Kessler, 1997; Leventhal & Martell, 2006; Martin & Martin, 

2002; Pies, 2008; Stoppard, 2000; Watson, 2007); (b) attunement by counsellors of 

midlife issues, in particular, the effects of multiple roles and stress accumulation; (c) the 

effects of loss across the lifespan and the potential need to address earlier loss 

experiences; (d) the salience of career during midlife including job transition, job loss, 

workplace relationships, occupational stress, and the effects of job strain on well-being; 

and (e) counsellor knowledge and skills in helping clients with transitions such as 

employment, education, and relationships (e.g., cultural adjustment, returning to the same 

job or work re-entry, divorce, among other transitions).  Special considerations for 

transition include integration of existing coping skills (Brim, 1992; Degges-White, 2001; 

Huffman & Myers, 1999; Minter & Samuels, 1998; Roberts & Friend, 1998; Schlossberg 
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et al., 1995; Turner et al., 2004) and resourcefulness (Eriksson, 2007), the need for new 

coping skills (Brandtstadter & Rothermund,1994; Sakraida, 2005), past experiences with 

transition (Perrig-Chiello & Perren, 2005), and coping with loss (Cochran, 2005; Degges-

White, 2001; Minter & Samuels, 1998; Sakraida, 2005). 

II. “Turning Over Rocks:”  

Difficult to Move When They Pile Up – 

Stress Accumulation, Loss, Regret, and Cultural Adjustment 

  

 In the words of one participant, the notion of ―turning over rocks,‖ akin to 

perseverance through life‘s challenges, is key along with needed supports and resources.  

As participants also discussed, however, life can become difficult to navigate and 

unmanageable when multiple stressors accumulate.  Thus, perseverance can become 

compromised with the weight of multiple stressors, and, especially when combined with 

regrets, loss, and cultural adjustment.   

Both proximal (recent) and distal (distant) stressors have been conceptualized as 

contributing to individual differences in stress and depression (Ensel & Lin, 1996).  

While some participants attributed distal life experiences contributing to the onset of 

depression, others explored more recent transitions such returning to school, 

contemplating a career change, and relocating to Canada from their country of origin.   

The world of work was associated with loss, aspiration, transition, a primary stressor, the 

need for a workforce transition program, difficulty maintaining momentum toward a 

desired career goal, and the importance of finding meaningful work.  In some cases, 

distal and proximal experiences interacted whereby current events triggered regrets about 

past experiences.  One participant shared the pressure and anxiety experienced in light of 

life not ―swimming along‖ as she had hoped at this stage of her life.  Another participant 
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pointed out the multiple aspects affecting his Career Decision-Making Crossroad (Figure 

2).  There was a felt sense that midlife brings pressure associated not only with particular 

stressors, but also ones related to socially constructed ideas about being successful at this 

―stage‖ of life.  This sentiment tended to uproot dialogue about past experiences, perhaps, 

in part, a reflective turn toward making sense of one‘s life narrative, perhaps a search for 

meaning and connectedness, or, more so, the need to ―tell one‘s story.‖   

Triple Threat to Well-being: Loss, Stress, and Regret 

 When proximal and distal stressors interact: Accumulation of strain.  A 

married mother of teenage children, employed in a stressful job, and mourning the recent 

loss of her mother, this participant discussed what life was like for her comparing it to the 

expectation that she would be ―swimming along‖ at this ―stage‖ of life.  She connected 

her more recent loss experiences to the isolation she experienced in high school, being 

silent about her depression at the age of 14, and her parent‘s divorce.  She discussed her 

teenage children as experiencing their own challenges and losses including the death of 

friends as the result of illness and suicide.  She reported that she feels stuck and is having 

a difficult time with her loss including the ability to grieve.  The combination of these 

aspects of her life was discussed as being difficult to manage like trying to ―pull‖ herself 

up ―out of a deep, dark well, even to reach out:‖ 

I had taken a bottle of aspirin, half maybe, when I was 14 that I didn't tell anyone 

about it.  At that time, I didn't really realize it was depression, but I just felt so 

alone...I never told anyone about it at that time until probably 1998.  I didn't want 

to bother my mom with it as she and my dad had gone through a divorce when I 

was 11 and I didn't want to worry her.  I never considered telling my dad.  I don't 

think I ever considered it an option to get help.  I didn‟t want to worry my 

parents...I still do a journal now, although I am tempted to rip them all up.  I have 

kept them since I was 14, and when I look at them, for some reason it makes me 

feel so sad for that person...Right now I am really struggling as my mom died.  

She was my best friend.  The only way I am managing it is by using my medication 
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for the depression and more to sleep.  I can't get out of it...I feel guilty, sad, 

depressed, overcome, distraught.  I miss her desperately...I always thought that 

when I got to this stage, my life would be swimming along.  What I have found is 

that my kids are dealing with things that I never had to deal with and they are 

really life altering things that I am ill-equipped to deal with...These are things I 

never experienced as a child or an adult, and I don't know how to help them.  Our 

society is getting so violent, the kids have so many options, and in trying to be a 

good parent, I never know if I am or not.  My parents both died in the last couple 

of years and my siblings and I are now estranged.  I have a great husband, but he 

is one of those people that doesn't talk about feelings.  I was unprepared for all of 

this.  Although, I don't know how I could have been prepared anyway. 

   

During midlife, additive and spillover effects of multiple roles can generate role strain 

(Daniels & Guppy, 1997; Harvey et al., 2006; Skaff, 2006; Stephens et al., 1994; van 

Praag et al., 2004) as can the quality of roles (Aneshensel, 1986; Greenberger & O‘Neil, 

1993; Jantz, 2003) and level of stress in a given role (Stephens et al., 1994).  The 

interacting effects of availability of extratherapeutic supports (Asay & Lambert, 1999; 

Duncan et al., 2004; Lambert, 1992; Lampropoulos & Spengler, 2005; Maione & 

Chenail, 1999; Miller et al., 1997, 2005; Tallman & Bohart, 1999), general resistance 

resources (Antonovsky, 1987; Holmberg et al., 2004), and life demands (e.g., scheduling 

time for self-care, labour market demands, and long work hours) (Galambos & Walters, 

1992; Jantz, 2003; Mikkelsen et al., 1998; Möller-Leimkühler, 2002; Wickrama et al., 

2005) can see the accumulation of stress occur, and, coping can be particularly difficult 

when loss is also being experienced.  Moreover, a midlife mother‘s sense of success and 

well-being can be impacted by family system functioning and family members‘ 

transitions and developmental changes (e.g., when adolescents enter young adulthood) 

(Hamill & Goldberg, 1997; Ryff, Lee, Essex, & Schmutte, 1994).  Sense of control and 

manageability are especially important when role strain is present (Burnside & Hodgins, 

1992; Rosenbaum & Cohen, 1999; Skaff, 2006).  Lastly, McQuaide (1998) linked the 
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ability to grieve, among other activities, to women‘s well-being at midlife.    

 This next participant, married with teenage children, is taking time off work from 

a stressful job and is concerned about his ability to manage his health once he returns to 

work.  He discussed some of the decisions he regrets and indicated that he finds it 

difficult to overcome an entrenched ―bad seed‖ self-narrative: 

Accepting that I‟m going through a pretty key point of my life here, this hasn‟t just 

started; this is not something that started even five years ago.  It‟s not like that 

was the start of it when I started taking medication, this has been going on 

probably since when I was a pretty precocious kid really, really smart so I think 

this has been going on since I was 12 or something.  These thought patterns that I 

have where I really minimize myself and minimize what I do and kind of like I 

mean a great analogy is I found out I had asthma when I was a kid 12 or 13 or a 

young teenager, and we were reading Lord of the Flies by William Golding and of 

course there‟s piggy is the character in the book and he‟s got asthma...So I 

thought well this is it, asthma, I‟m doomed to a life of misery and I‟ll probably die 

an early death so that was just a real life ramification...Then I lived a lot of my 

adult life drinking and doing some drugs, not lately, not since I‟ve been married 

which is about 10 years...I very much aspire to that and my father was very much 

man about town just very much men about the community, and I remember being 

back in engineering school and I was an older student because it was my second 

stint at university.  I flunked out the first time.  So going back to school, I would 

say gee there‟s some really smart kids in this class but they don‟t know what it‟s 

all about; what it‟s all about is taking care of the clients, my dad was a lawyer; 

taking care of their needs so they felt good, it wasn‟t about being the smartest guy 

figuring out stuff and I would tell myself that but then when push comes to shove, 

I always feel like I go to the bad seed mode well yup that was dad and that was 

grampy, it‟s not me. 

 

He indicated that his ―bad seed‖ self-concept dominates when he thinks about some of his 

past decisions and when he compares himself to other men he views as more successful. 

Men who experience gender role strain internalize beliefs, constructs, and self-identity 

related to what it means to be a ‗successful male‘ (Mahalik & Cournoyer, 2000; Real 

1998).  Male identity is often strongly connected to one‘s career (Izzo, 2007) and high 

performance expectations (Heifner, 1997).  These types of gender belief systems and 

male socialization can contribute to depression (Cook, 1990; Cournoyer & Mahalik, 



150 

 

 

 

 

 

 

1995; Good et al., 1989; Good & Mintz, 1990, 2005; Good & Wood, 1995; Heifner, 

1997; O‘Neil, 1990; O‘Neil et al., 1986).  Regrets about past decisions that become more 

ruminative than reflective can be harmful to moving forward with present goals (Anthony 

et al., 2002; Levitt et al., 2006; Lyubomirsky et al., 1999; Nolen-Hoeksema et al., 1994; 

Torges et al., 2008; Trapnell, & Campbell, 1999). 

 Proximal stressors and longer-term transition.  The impact of depression on 

employment and financial security was discussed by this participant: 

With the depression I ended up having to go off on disability from it as well.  I 

had a hard time accepting that this was something that was disabling me, but it 

was.  I couldn‟t think, I couldn‟t concentrate, I couldn‟t sleep, and so it was very 

disabling and interfering with my work.  And, I had to really open up to my 

manager and finally admit because it just looked like I was slacking off at work 

and so I had to explain to her what was going on and I was able to go off on 

disability and then get the counselling and the coverage there.  But, I really 

wasn‟t able to go back to work.  I eventually got laid off from that job and no 

insurance coverage and really nothing that I could afford to get.  I had become so 

jaded to the system anyway and I had taken control of my own mental health to 

the degree that I could, but I had gotten a lot of good awareness I guess personal 

awareness from the few sessions that I did have with the counsellor...Maybe it‟s 

the stage that I‟m at right now is a part from being middle aged and out of the 

work force; some kind of a transition back in to the work force, some kind of 

counselling process to get back into things if you‟ve kind of had to drop out for a 

while.  I feel that there is a guilt component attached to that and that doesn‟t help 

because guilt is also a part of the depression.  Guilt and self-doubt and then the 

hit that your self-confidence takes and your abilities to be able to perform again. 

 

As she discussed, when career transition is experienced during midlife, loss related to 

financial stability, identity, purpose, self-worth, and well-being can also occur (Carr, 

1997; Hughes, 2004; Lindström & Eriksson, 2006; McQuaide, 1998; Roberts & Friend, 

1998; Sakraida, 2005; Saucier 2004).  Such potentially impactful transitions (e.g., career 

and education) that affect various aspects of life may become unmanageable (Degges-

White, 2001; Shellengarger, 2005; Wethington, 2000).  Women‘s midlife career 

transitions can be particularly challenging in the context of distal loss related to career 
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goals and aspirations (Minter & Samuels, 1998).  Similarly, this participant talked about 

finances being a primary stressor and its connection to thoughts about her stage of life:  

I just sometimes feel really sad and financial reasons is a huge thing that makes 

me afraid and scared and why I am so depressed, so sad, so unhappy, because I 

shouldn‟t, I don‟t think I should be where I am and so that‟s why I‟m not able to 

do what I want to do or I should be doing.  So, I don‟t have that opportunity so 

that makes me sad.  Then I‟m thinking and then that starts it [depression]. 

 

Stressors related to financial concerns tended to perpetuate worry in that participants did 

not see a ―quick fix,‖ which, in turn, tended to deplete their sense of control and 

manageability.  As this participant stated, ―I guess if I could resolve the issue [finances], 

then I would be fine.‖  Another participant, a single mother who moved to Canada in 

2005 from China where she was a lawyer, talked about how she worries about her son 

and her job performance in order ―to have a better job so that we have a better living.‖  In 

addition to career and financial strain, she indicated that she also experiences ―pressure‖ 

to be a good mother.  

 Lastly, this next participant and her spouse experienced health, financial, 

emotional, and psychological strain following a traumatic event involving their son and 

the need for him to return home for care.  She and her husband both took time off work.  

In addition to arthritis and asthma, she discussed other health concerns.  She 

characterized the weight of multiple stressors and loss as ―oppressive:‖ 

Because I‟ve been unable to work, these are things that create more anxiety and 

distress financially.  I suffered the death of my father in 2006 as well.  To do all 

this stuff and it‟s oppressive and it takes time.  To have to take the person to their 

appointments, you have to try to work with them gradually to do just what they‟re 

able to do and not put too much stress and pressure on them so it creates a whole 

lot more stress and pressure for the caregivers.  And then you know the care- 

givers burn out and this is what we‟ve experienced, and we‟re doing this all 

without any compensation.  We‟re doing this all without any financial assistance. 

 

For midlife women, caregiving and concern about a child‘s well-being (Aldwin & 
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Levenson, 2001; Hamill & Goldberg, 1997; Ryff et al., 1994) combined with stressors 

such as financial strain have the potential of generating overload, a sense that life is 

getting unmanageable, and depression (Burnside & Hodgins, 1992; Hughes, 2004; 

Lindström & Eriksson, 2006; McQuaide, 1998; Rosenbaum & Cohen, 1999; Sakraida 

2005; Saucier 2004).  The potential stress of caregiving, however, can be mediated by 

generalized resistance resources or buffers (e.g., additional supports outside the 

household, financial support, and use of coping strategies) (Doress-Worters, 1994; 

Holahan, et al., 1999; Lazarus, 1995; Moos, 1990, 1991; Rosenbaum & Cohen, 1999; 

Stephens et al., 1994).  Even though this participant indicated that she has returned to 

volunteer activities now that her son is doing better, she made it clear that she had 

insufficient internal resourcefulness and external support at the time of the crisis, which, 

she indicated, depleted health and triggered depression.   

Strain of Midlife Career Transition 

 Career and educational transitions during midlife can be both invigorating and 

overwhelming.  Multiple factors play a role in decision-making about a given transition, 

often involving weighing its gains and losses (Aldwin & Levenson 2001; Baltes, 1987; 

Brandtstadter & Rothermund 1994; Brim, 1992; Huffman & Myers, 1999; Goldstein, 

2005; Heckhausen, 2001; Jordon, 1989; Lachman, 2004; Schlossberg et al., 1995; Thoits, 

1983; Turner et al., 2004).  Changing jobs, retraining for a new position, and leaving the 

workforce to return to school can affect confidence, self-esteem, sense of control and 

security, fear of failure, anxiety about the future, and self-doubt about personal 

competence.  At the same time, transition can also inspire a sense of excitement, renewal, 

and hope for the future.    
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 Career aspirations can boost and deplete well-being.  A single woman with no 

children, this participant has returned to school with management career aspirations.  She 

battles diabetes and other health issues and indicated that various stressors wear down her 

capacity to manage depression and health.  She indicated that sometimes she feels ―beat‖ 

and dissatisfied with the momentum of her career progress and regretful that she has not 

yet achieved the success she envisioned for herself.  She was candid about the tug-of-war 

she experiences between her aspirations and acknowledgement of her strengths against 

various barriers: 

You know I have dreams, and I‟m not there at all.  And, considering my age, 

that‟s a setback, that‟s not good for me so those are the kind of things you know I 

don‟t want anything to remind me of that so if something reminds me of that, it 

makes me feel bad...But I have moved [closer to career goal], so this is good 

enough, but I just need to work hard, harder and harder.  That‟s because I have a 

vision and it‟s tough.  I may not get to it, I may not get what I want, but I probably 

will get something.  My age is always a big thing for me because I look back and 

I‟m definitely not where I should be, so that‟s big for me.  That is absolutely big 

for me...I have aspirations, I have dreams and I know what I want to be and what 

I should be, so that‟s the problem and I‟m crawling...I get sad sometimes. 

    

Minter and Samuels (1998) found that midlife can be particularly difficult for women 

who are still trying to achieve earlier career goals but that having a goal has a positive 

impact on well-being.  Making gains in one‘s career at midlife and achieving career goals 

can help mitigate depression, manage regrets, and sustain purposeful living (Carr, 1997; 

Roberts & Friend, 1998; Stewart & Vandewater, 1999). 

 Dream job falls short.  In telling her story of depression that began during 

adolescence, this next participant depicted continuity (Grams, 2001) among distal familial 

experiences, proximal occupational stress, and ―meaninglessness.‖  Researchers (Ensel & 

Lin, 1996; Martin & Martin, 2002) have suggested proximal adaptation is affected by 

distal experiences and past coping and adaptation, not merely present functioning and 
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current stressors and behaviours.  They, among other researchers (e.g., Sapolsky, 2004), 

have highlighted that individual differences in distal factors (e.g., duration, severity, 

amount of adversity, and mediators) help explain variability in developmental history, 

severity of depression, and change processes.  For example, as another participant 

discussed, her experience of childhood sexual abuse impacted emotion regulation, 

learning, relationships, health and self-care, lifestyle choices, and self-worth.  Jones et al. 

(2007) found that proximal factors impacted job demands and coping more so than distal 

ones.  In turn, therapy outcome researchers (e.g., Hubble et al., 1999; Lampropoulos & 

Spengler, 2005; Prochaska, 1995) have pointed out the need for counselling practice and 

research to include the everyday situations of clients‘ lives in order to discover barriers 

and facilitators of change.  Here is her story of continuity: 

I have to tell the story.  I had a lot of problems with depression largely exhibited 

in feelings of just being overwhelmed and having no meaning in life for many 

periods in my life for a very long time and I always managed to get the necessary 

motivation to carry on.  And then in 1987, I had taken a new job that initially 

seemed to be the cream of my achievement as a professional but, what had 

happened when I got on site was that it just seemed like a re-enactment of the 

family dramas that were at the heart of my meaninglessness in life.  So at that 

time, I just got to a place where I just I was driving around at lunch time thinking 

oh I‟ll go get lunch I‟ll feel better if I have lunch and I would wind up screaming 

in my car just driving around screaming and I finally came to a place where „I‟m 

in trouble now,‟ I have to do something.  I went to the psychiatric walk-in 

clinic...and he was an intern at the time and was very much interested in talk 

therapy as opposed to just giving some medication.  So I had intense therapy with 

him for a couple of years and I was kind of in and out of the workplace and then I 

was very ill in the early 1990s and I finally came to a place where I had been 

seeing a psychiatrist regularly, a different one as a result of the second sort of 

crisis professionally and I wound up in the day-treatment program...And I didn‟t 

do very well in that program.  I could not talk about the anger in my 30 year 

marriage for example...I stayed in the after group and that is where I really got 

my feet and was able to really debrief what had happened in my relationship and 

what had been right and not right and what I needed to do to carry on.  I was in a 

very silent time.  I just didn‟t know how to come out of the silence that my 

depression had become. 
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It is difficult to say whether the strain of occupational stress generated the weight of  

distal familial factors or whether history of depression and an absence of support along 

the way contributed to the unmanageability of a professional crisis.  Her search for 

―meaning in life‖ seemed integral throughout our conversation.  The experiences she 

attributed to ―meaninglessness‖ included an unsupportive family, the death of her 

grandmother by suicide (her ―most supportive‖ family member), parental conflict, 

unfulfilled interests and goals in early life, religious doctrines and values, an absence of 

others she could relate to in life, the belief that she was ―a burden on other people,‖ a low 

―sense of worth,‖ and the isolation she experienced in a rural community as an only child. 

In her own way to meaningfully interpret her world, not based on ―bits and pieces,‖ she 

connected multiple threads of her life and their relationship to depression.  Building on 

her interpretation and meaning-making, from a salutogenic stance, we might consider 

how, over time, general resistance resources ([GRR], Antonovsky, 1987) related to 

meaningfulness can get depleted (e.g., GRRs include macro-social-cultural resources 

involving fit with environment and sense of meaningfulness, artifactual-material related 

to family history and access to resources, and interpersonal-relational, Antonovsky, 

1987).  Researchers (Antonovsky, 1987, 1996; Holmberg et al., 2004) have suggested 

that differences in GRRs help explain individual differences in coping, adaptation, and 

stress management.  Minter and Samuels (1998) conjectured that meaningfulness in 

midlife becomes all the more salient especially if earlier aspirations were not realized.   

 Another perspective relates to how continuity of conflict and/or adversity across 

the life span can wear down one‘s capacity to cope with challenging situations and how 

ongoing adaptation is taxing on neurophysiological and mental health (McEwen, 1998b; 
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McEwen & Lasley, 2002; McEwen & Seeman, 1999; Schulkin et al., 1994).  Moreover, 

when a proximal situation is reminiscent of a distal scenario, transfer of learning and 

continuity can occur whereby similar responses and coping ensue (but may not be 

adaptive or helpful), and, there may or may not be awareness that learning new ways to 

cope and adapt would be helpful in dealing with the current stressor differently 

(Goldstein et al., 1966; Grams, 2001; Haskell, 2001; Leberman et al., 2006).   

 When does job “purpose and identity” shift to burnout?  High commitment to 

a job can lead to burnout and depression (Bakker et al., 2005; Demerouti, 2001; Izzo, 

2007).  In contrast, for this next participant, his work facilitated ―purpose and identity,‖ a 

change in focus, and alleviation from depression.  Nevertheless though, he also described 

the following cycle whereby he would over extend at work to the point of burnout: 

Work‟s always given me my purpose and identity and so what I did was a big part 

of my identity.  I might be totally depressed on the weekend, Monday morning 

rolls around and I would make myself get up and go to work and quite often 

within an hour or two, my mind wouldn‟t be focused on inwardly like I would be 

busy.  I had to do my work and then being around people and then my mood 

would change.  So for me, work was kind of a lifesaver.  I guess it would be the 

one thing that would get me out of the house and into being productive and part of 

it is because I was very much externally focused, so work was an external demand 

or requirement.  I would respond to that.  It was very easy to isolate and be alone 

and hide from the world.  I had a fairly demanding job...quite often by the end of 

the week, if I put in excess hours, I would be pretty exhausted and would want to 

be alone and do nothing.  I‟ve learned I have a different perspective and a 

different balance now, but I don‟t know how people in the corporate world work 

12 hour days.  I ended up leaving...I just burnt out and I had a hospital admission 

for depression and suicide and I just had a breakdown and was totally burnt out 

and saw no way out like I was very unhappy.  I had no idea what else I would do, 

so I was terrified to leave and when I finally did make the break and I didn‟t want 

to go back, I had about a year off work. 

 

After leaving this job, he found a new one with a ―better fit‖ that he reported he enjoys 

even though the salary is lower.  He also indicated that he has renewed balance in his life 

and much better management of depression, which he seldom experiences now.  What is 
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the tipping point from meaningful work to burnout?  He attributed his experience of 

burnout to the combination of changes in his job making it more demanding and less in 

line with his career interests, longer work hours, and the effects of fatigue.  He then 

began to lose interest in a job he once valued.  

 Researchers (Bakker et al., 2003, 2005; Bond et al., 2006; Demerouti et al., 2001; 

Hobfoll, 2001; Hochwarter et al., 2007; Karasek & Theorell, 1990; Mausner-Dorsch & 

Eaton, 2000; Sapolsky, 2004; Schaufeli & Bakker, 2004; Wang & Patten, 2001; Watson, 

2007; Wilkerson, 2006) have suggested that when the demands of a job exceed 

manageability and control, occupational stress and depression often occur.  As the 

previous participant discussed, he had few moderating factors at work (e.g., control and 

flexibility) (Beehr et al., 2001; Harvey et al., 2006; Lang et al., 2007; Sapolsky, 2004; 

Stewart & Barling, 1996).  Perhaps it is not surprising that depression and burnout 

occurred.  Nevertheless, using his own resolve, he took action to increase manageability 

(Antonovsky, 1987), to increase job control (Beehr et al., 2001), to re-assess life goals 

(Brandtstadter & Rothermund, 1994), and to augment meaningfulness (Antonovsky, 

1987; Hollis, 2005; Hudson, 1999) in his life. 

 Atlas in midlife: The weight of a “constellation of interrelated stressors.”  

Aneshensel and Pearlin (1987) differentiated ‗isolated‘ stressors from a ‗constellation‘ of 

stressors.  Moos (1991), among others, have emphasized the need to differentiate 

between current and/or acute life events and chronic challenges when considering the 

onset of depression.  In this next excerpt, the depiction of multiple simultaneous 

responsibilities tipped to the point of depression with occupational stress a key factor: 

It was the stress that caused a lot of this stuff that ended up in depression.  It was 

bad, there was just chaos and I didn‟t realize it.  I knew home was busy, but I 
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never realized how much I do.  Even this new therapist says how much I do day-

to-day and on the weekend what I did.  Sometimes 15 different things, but I never 

used to bring that up in therapy.  I would just mention a couple things and then 

you start talking more.  They can‟t believe how much I do outside of work and at 

home.  I remember at work, it was this new system that was going in and I was 

one of the main guys there on it and when I take on a job, I like to see the end 

point but, with this one, there‟s so many issues that you couldn‟t take one point 

and make it work throughout to see what the end point is - that was a huge 

stressor.  And then my wife went through depression, but she made it through, but 

I picked up all the slack in the home.  She went to therapy too.  I think I would 

have made it through, but work was just so overwhelming. 

 

 While some researchers (e.g., Barnett & Baruch, 1987; Cleary, 1987; McMunn et 

al., 2006; O‘Driscoll et al., 1992; Thoits, 1983) have reported that non-work related 

demands contribute to reduce psychological strain, it would appear, based on this 

participant‘s experience of role strain, that their reports are not universally the case.  In 

fact, for him, scarcity, the notion that too many roles deplete one‘s reserve to meet 

demands (Daniels & Guppy, 1997; Goode, 1960; Harvey et al., 2006; Skaff, 2006; 

Stephens et al., 1994), occurred.  In fact, for him, most of his roles were demanding, not 

giving him much relief.  Researchers (Greenberger & O‘Neil, 1993; Rosenbaum & 

Cohen, 1999) have augmented the role strain theory by suggesting role dimensions (e.g., 

quality, demand, level of support, and satisfaction) as important considerations.  Stress in 

one role can exacerbate stress in other roles (Kessler et al., 2004; Stephens et al., 1994).  

This spillover effect can be intensified by the number of daily tasks (Almeida & Horn, 

2004; Jantz, 2003) and insufficient moderating factors and buffers (Harvey et al., 2006; 

Kessler et al., 2004).  Jones et al. (2007) stated that proximal daily factors over distal 

ones have more impact on job demands and control.  Lastly, exposure to chronic stress 

can deplete competencies such as problem-solving (Allan, 2006; Pettit & Joiner, 2006; 

Rosenbaum & Cohen, 1999), adaptation and stress management (McEwen, 1998; 
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Sapolsky, 2004; Seeman et al., 2001) or effectively using general resistance resources 

(Antonovsky, 1987), and the ability to wind down (Lindfors et al., 2006; McEwen, 

1998b, 2003a, 2004; McEwen & Seeman, 1999; Sapolsky, 2004). 

The Strain of Cultural Adjustment 

 Berry (1997, 2005) conceptualized acculturative stress to help describe 

transitioning from one culture to another and the effects of psychological and 

environmental stressors.  He also discussed individual differences in adaptation and 

coping based on factors such as satisfaction in the new cultural context, how one deals 

with daily situations (e.g., in the context of family, work, and school), social skills, and 

factors prior to the transition (e.g., how one coped with other life transitions and change). 

The following passage of a female student and mother who moved to Canada to attend 

school relays her experiences of cultural adjustment and depression: 

I felt it since I divorced six years ago and since I immigrated to Canada.  I feel 

more the pressure to look for a job, language, et cetera.  I have a son, I also 

worry about him.  Boys need male role models, but I can't give him one.  This is 

the key worry for me.  I always fear he won't be a good boy.  The second thing I 

worry about is my job.  I want to have a better job so that we have a better 

living...My current job is administration, but I have a law degree.  If not for my 

language, I would have been a lawyer.  I was a lawyer in China.  I don‟t want to 

give up.  When I was in China, I lived with my parents and they helped me to take 

care of my son, so this relieved a lot, but now I have to do everything alone, and 

when I have a problem, I have nobody to talk with, I feel helpless...Plus, culture 

conflict...I don‟t have many friends and in the office, sometimes I feel isolated 

because I don‟t fully understand what they are talking about.  It is not language 

fluency, it is about culture.  The way Canadians greet each other, the way they 

show appreciation, it is very different.  Chinese culture is a conservative culture, 

but Canadian culture is open and outgoing...I am not a talent on dealing with 

people.  I learn it in a hard way.  It depends on how much you know about the 

new culture, the less knowledge about a new culture, the more depression you 

feel.  The longer you live in Canada, the easier you get along with Canadians... 

When I want to learn something, I will do research and collect information.  I 

don't think anything from outside can help too much.  I am getting better in 

Canada, know Canadian friends.  I‟ve got more and more personal experience on 

dealing with Canadians.  This only can be done after you have experience to some 
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extent.  To learn English, this depends on how much time and effort you spend on 

it.  The more time and effort you spend on those things, the easier you 

communicate with and understand Canadians, then the better you can get along 

with them.  No shortcut.  I guess that's all about culture difference in help seeking.  

In China, counselling is not popular, people always connect it with mental 

problems, too bad. 

 

Another participant shared her experience of moving to Canada from Africa where she 

grew up.  She linked the onset of her depression to an accumulation of stressors, a sense 

of loss of control, and cultural adjustment.  She also commented that the transition was 

particularly challenging because she left an ―established‖ way of life: 

Well, I was going through big changes.  It was my first time in a western country. 

I was from Africa.  I had enrolled in a program that I thought was too demanding. 

I was broke, homesick, unstable emotionally, very hostile weather, worried, then 

was sick and contemplated many things and going back home...There were many 

aspects that were putting pressure on me.  The main thing was the academic 

expectations...In Africa, I had more control of what was happening around me.  It 

is home, I know my way around, I have people who I know love me around and I 

feel protected.  I understand what is going on – the culture, language.  Well, you 

need a lot of support, in almost all aspects of our lives, especially when you are 

older, when you have kind of established some kind of way of life. 

 

Individualization and autonomy, characteristic of North American culture, according to 

this participant, can exacerbate depression: 

I find in today‟s society, we all have to be responsible for our health to a great 

degree in getting better.  It‟s a very individualized society, which is even harder 

on the depressed person because of isolation. 

 

 Transitions can be accompanied by the experience of loss (e.g., family support, 

cultural connectedness, familiarity, belonging, and stability of residence and finances), 

adjustment, acculturation, and depression (e.g., Cochran & Rabinowitz, 2003; Cook, 

1990; Sue, 2001).  When we consider depression in the broader context of sociocultural 

experiences, the scope of depression widens beyond the diagnosis of symptoms to 

incorporate various socially-constructed contexts of culture (e.g., values, beliefs, 
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traditions, and success) (Abraham, 2008; Gut, 1989; Hobfoll, 1998; Hollis, 2005; 

Napholz, 2000; Peterson & Wilson, 2004; Stoppard, 2000; Wilson, 2004; Yang, 2008). 

Not only is there a need to consider the strain of transition during midlife (Shellengarger, 

2005; Wethington, 2000), but also, the stressors associated with adjusting to a new 

country, language, customs, supports, and social interactions.  The pressures of 

educational demands, parenting, and financial constraints can co-exist.  Important 

considerations are past coping and adaptation competencies (Perrig-Chiello & Perren, 

2005; Skinner, 1996), personal resourcefulness to acquire needed supports (Antonovsky, 

1987, 1996; Rosenbaum & Cohen, 1999), and responsiveness of the new environment to 

aid with transition (Antonovsky, 1987; Bandura, 1997; Eriksson, 2007).     

At a Midlife Crossroad – Looking Back and Toward the Horizon 

 Deciding to leave a job, begin school, or embark upon some other transition 

brings with it questions, doubt, excitement, fear, and hope – like standing at the fork of a 

road where many considerations intersect simultaneously.  Exploring his career path, this 

participant reflected on the multiple aspects influencing his decision-making (e.g., the 

death of his grandfather, male role models, job satisfaction and fit, being externally 

motivated, and past educational experiences) (Figure 2).  He commented that he wanted 

to make ―better decisions,‖ implicating this is not necessarily a competency one has as an 

adult.  What follows is a portion of our conversation about his career crossroad:  

I‟m a professional engineer by profession...and it‟s very difficult because in 

engineering, there‟s so many decisions you make in a day...I‟m somewhat 

removed from what was my reality of a nine-to-five job five days a week as a 

professional, so, now I‟ve got the breathing space; but them boom, then I‟ve got 

like some real world issues with the house to deal with like we need a new roof, I 

may or may not be going back to work in a month.  I guess I‟ve got to ease myself 

back into it that‟s what I‟m working with; and, as I‟m doing it, I‟m saying I‟m a 

bad person...It‟s been like that for so long and it‟s like a wheel caught in a rut, so 
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Self-identity  strong link to occupation 

Occupational stress 

Gender role strain 

hard to get up out of that rut...Do I put myself back in that position and do the 

best I can to manage it [his old job] and accept it and fully inform my workmates 

and my supervisors about my mental health position.  Do I go back and do the 

best I can and work at it.  Or, do I just forego that professional career and look 

for a job as a manual laborer somewhere.  Like most things, like I said, I can see 

both sides of the coin, the head side of the coin and the other side of the coin is 

ah, why put yourself under so much stress, stop trying to put a round peg in a 

square hole...Yes, you can live on a little less money, you don‟t have to worry 

about it every night and then come back and it‟s done.  It‟s good, I mean, I‟m glad 

I‟m asking these questions.  What‟s hard for me, the big preconceived notion that 

I‟ve got is if I do turn away from being a professional is basically you‟re settling, 

you‟re being complacent and you‟re not doing the best you could have done in 

life, and, life should be about the best that you can...I saw in a little video they 

showed us, in many ways mental illness is just based on the bad decisions that we 

make, which means that to deal with the illness you have to make better decisions, 

which at first can be daunting, but I believe that‟s true.  I know that medication 

helps and acceptance helps, but still, you have to make the decisions to take the 

responsibility.  They used that word in group this week or the week before „de-

pathologize.‟  You can get caught in that trap if you just talk about it in the 

pathological way all the time, and just say ok next time I have to deal with that 

issue, I‟m going to decide to do this, and so then you kind of you‟re not thinking 

about it pathologically you‟re just thinking about it in terms of how I‟m going to 

handle that situation next time. 

 

Figure 2 below helps communicate how I conceptualized our conversation about the 

many factors playing a role in this participant‘s career exploration process.  

 

 

 

 

Figure 2: One Participant‘s Career Decision-Making Crossroad 

Health considerations 

Financial responsibilities 

Familial male role models 
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co-workers 
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The enclosed aspects are ones that seemed quite influential in his decision-making as 

well as ones that can be difficult to change.  These aspects can also be ones that are more 

challenging in terms of self-awareness (Good et al., 1996).  Researchers have discussed 

that while men may be aware of factors such as job demands and stress, the constraints 

that gender role socialization (Cook, 1990; Englar-Carlson & Shepard, 2005; Good & 

Mintz, 1990; Huyck, 1999; O‘Neil, 1990; O‘Neil et al., 1986; Robinson, 1999; Worell & 

Remer, 2003) and gender role strain (Cochran & Rabinowitz, 2000; Englar-Carlson & 

Shepard, 2005; Good et al., 1989; Good & Wood, 1995; Mahalik & Cournoyer, 2000; 

Pleck, 1995; Pollack, 1998; Real, 1998, 2000) can generate might be less well 

understood.  Nevertheless, he explored many factors contributing to his conceptualization 

of a ―wheel caught in a rut.‖ 

 “Making better decisions” and resolving life scenarios.  ―They have come to 

therapy because they have not solved problems with the resources available in their life 

spaces‖ (Bohart, 2000, p. 133).  Decision-making and problem-solving are adult 

competencies that can help prevent spillover from one life domain into another (e.g., 

Rosenbaum & Cohen, 1999), are an invaluable tool (Bohart, 2000; Holahan et al., 1999; 

Karlsson & Kermott, 2006; Tallman & Bohart, 1999), foster positive and active 

adaptation to stressful situations (Antonovsky, 1987; Langeland et al., 2007; Lindström & 

Eriksson, 2006), are a mainstay of adult learning (Knowles et al., 2005; Mezirow, 1981, 

1985b; Zubialde et al., 2007), but, are skills that we should not assume have been 

mastered (Bohart, 2000; Nezu & Nezu, 2001; Zubialde et al., 2007).  Helping clients 

effectively transfer decision-making from the context of counselling to real life situations 

(Goldstein et al., 1966; Haskell, 2001; Leberman et al., 2006) has been recommended 
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when working with adult depression (e.g., Allan, 2006; Pettit & Joiner 2006).  This likely 

requires identifying barriers to effective problem-solving (e.g., Beck 1991, 1995; 

Detweiler-Bedell & Whisman, 2005; Lauder et al., 2004; Leberman et al., 2006; Ohsako, 

2000), needed competency development or skill acquisition (e.g., Real 2000; Robbins, 

2006; Rosenbaum & Cohen, 1999; Woods & Mitchell, 1997), and building on existing 

strengths and learned resourcefulness (e.g., Antonovsky, 1987, 1996; Bohart, 2000; 

Hubble et al., 1999; Rosenbaum & Cohen, 1999). 

III. Summary: Conceptualizing the Interwoven and 

Multidimensional Threads of Depression 

  

We do not grow absolutely, chronologically.  We grow sometimes in 

one dimension, and not in another, unevenly.  We grow partially.  We are relative.  

We are mature in one realm, childish in another.  The past, present, and future  

mingle and pull us backward, forward, or fix us in the present. 

We are made up of layers, cells, constellations. 

~ Anais Nin, 1944-1947/1971, p. 127 

 

 Hermeneutic projects are rigorous in attuning to context for breadth and depth of 

analysis (Annells, 1996; Cohen et al., 2000; Geanellos, 2000; McKnight, 1973; Prasad, 

2005; van Manen, 1990) and presenting ‗data‘ in ways that thicken and deepen 

understanding of the topic (McKnight, 1973) with the hope of creating an opening for 

diverse perspectives (Angen, 2000; de Mul, 2004; Gadamer, 1976; Thanassas, 2004).  

For example, a diagram, another form of text to help make ―something understandable to 

others‖ (Johnson, 2000, p. 14), such as portraying one participant‘s experience of 

decision-making or being at the crux of transition, is not intended to represent an 

essential limiting framework to be generalized or applied to all participants, it is but one 

way to conceptualize the topic at hand.  Since lived experience is situated amidst social, 

cultural, and historical contexts (Dilthey, 1894/1977; Martin & Sugarman, 2003; Martin 
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& Thompson, 2003; Richardson & Fowers, 2001; Woolfolk, 1998), the broader sphere of 

one‘s life world makes understanding depression possible.  This chapter presented 

participants‘ dynamic life tapestries – unique, complex, diverse, and multidimensional. 

We begin to appreciate the interconnectivity of distal, proximal, and projected relational 

and sociocultural experiences.  Their narratives traversed a life course landscape with a 

felt sense that history not be forgotten, but, understood within a larger context on the way 

to understanding depression. 

It Takes a Community to Raise Depression 

 Participants were exposed to a myriad of environments and relational interactions, 

and, within those relationships, the learning of many aspects about the world and 

themselves took place.  Environments included parental/caregiver households, urban 

communities and rural residential neighbourhoods, educational institutions and 

classrooms, volunteer organizations, workplaces, homelife as an adult, hospitals, and 

mental health offices.  Participants emphasized the unresponsiveness (Antonovsky, 1987; 

Bandura, 1997) of some environments for early intervention.  This tended to reinforce the 

stigma of depression and help-seeking, silenced open communication, and prolonged 

depression.  The longer-term effects of sexual abuse, alcoholism in the household, and 

family conflict were particularly harmful to well-being and managing depression. 

Relational Quality 

 The quality of relationships (e.g., parents, spouse, children, teachers, and 

counsellors) seemed to indicate how accessible (e.g., emotionally supportive, proximally 

available, and resourceful) individuals were in their lives.  Relational qualities (e.g., 

supportive, abusive, oppressive, nurturing, empowering, demeaning, and motivating) 
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seemed connected to a given environment (e.g., abusive household, alcoholism in the 

family, conflict and divorce, and history of family depression).  As a result, distal 

environmental functioning (e.g., safe, trusting, and conflictual) influenced choices in 

midlife (e.g., home environment that is safe and controllable).  Autonomy or self-

directedness had positive outcomes such as acquiring suitable resources and detrimental 

outcomes including isolation and prolonged periods of time without help for depression. 

Constellation Not Singularity of Factors for Depression‟s Construction 

 Participants did not propose that one factor solely contributed to the onset of 

depression; instead, their experiences detailed an interplay of proximal and distal 

relationships, environments, sociocultural pressures, occupational stress, acculturative 

stress, and role strain, among other aspects of their lives.  Even when a key transition 

event occurred, there tended to be a constellation effect of multiple contributing factors 

related to the transition.  This raises questions, for example, about depression theories and 

models such as the diathesis-stress model espousing genetic predisposition to depression 

(Allan, 2006; Holahan et al., 1999; Pettit & Joiner, 2006; Piazza & Charles, 2006), 

especially given the influence of relational and environmental factors, the impact of 

unresolved issues (Allan, 2006; Pettit & Joiner, 2006), loss of valued goals (Hobfoll, 

1998), and the ―necessary conditions‖ to obtain and sustain goals including appropriate 

resources (Hobfoll, 2001) and responsiveness of the environment (Antonovsky, 1987; 

Bandura, 1997). 
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CHAPTER FIVE 

BEING AWARE OF TRIGGERS AND HOW TO INTERRUPT THEM: 

LEARNING WHAT DEPLETES AND BOOSTS WELL-BEING 

 

I still get it [depression], so I don‟t know how successful the change has been  

except for rather than feeling this sort of oppressive weight of something that 

 you feel you have no control over, you start to learn to manage it or say, 

„Oh well there‟s that thing again‟ and so, I guess the more you become  

familiar with the beast itself, that‟s where the change is. 

~ Research Participant, 2009 

If you have a sense that you can‟t, that it‟s taken over and there‟s nothing you can 

do about it, then it becomes a sort of a cycle.  It‟s hard to break out of  

it if you don‟t feel that you can do something. 

~ Research Participant, 2009 

 A key question for the present study is how learning facilitates sustained change 

for depression.  Participants shared the challenges they have managing depression, and, 

as a result, their experiences generated a conceptualization of the cyclical nature of 

depression (Figure 3) and factors that deplete and boost well-being (Figure 5).  These 

have important implications for counselling and the change process as well as 

maintenance of gains made.  One participant referred to his experiential knowledge of 

these factors as his ―pearls of wisdom‖ that took time to understand, learn, and 

implement.  Many conceptualized change as a way of incorporating new ways of being 

into daily living.  For most though, it has been an uphill climb in terms of trial-and-error 

efforts at finding strategies that work.  Nevertheless, their discussions of ―breakthrough‖ 

moments of personal awareness, a successful strategy, and meaningful rituals all provide 

insight into managing and overcoming depression.  Their conceptualizations of what 

makes depression challenging to manage are critical to understanding depression change 

processes and asking questions about the efficacy of counselling in terms of prevention 

and early interruption of depression.  As discussed earlier, relational and environmental 
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factors and accessibility of resources influenced participants‘ confidence, self-efficacy, 

sense of control, agency, and learned resourcefulness (Antonovsky 1987, 1996) – all key 

aspects, according to therapy outcome research (e.g., Asay & Lambert, 1999; Duncan & 

Miller, 2000; Hubble et al., 1999; Lambert & Anderson, 1996; Tallman & Bohart, 1999), 

related to change and its maintenance.  

 This chapter focuses on the barriers and facilitators of depression change 

processes.  Core findings include factors that promote and block awareness of depression 

triggers and application of strategies to interrupt the depression cycle (Figure 4). 

Learning to identify triggers, intervene prior and/or during the cycle, and incorporate 

daily strategies for quality of life facilitated change maintenance.  Increased realization 

about what one finds meaningful and purposeful was presented as challenging yet 

important for well-being.  Gratifying occupations, meaningful relationships, and 

enjoyable activities were particularly salient aspects of quality of life.  Nevertheless, even 

when one life domain was found to be meaningful, well-being was depleted when other 

areas of life were stressful and/or not enjoyable.  A greater sense of coherence 

(Antonovsky, 1987) was viewed as an attribute of midlife that can only be acquired 

through life experience over time.  Coherence in this sense referred to self-knowledge 

about values, interests, beliefs, and preferences compared to living a life based on 

externally-driven sociocultural norms, values, and gendered roles. 

I. Life Lessons about Managing Depression:  

Knowledge in the Absence of Relevance and Application 

 Can Sustain the Cycle of Depression for a Midlife Learner 

 

I‟m a classic example, I‟ve learned it,  

taking a hold of my life is a whole different story. 

~ Research Participant, 2009 
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I found that a lot of the counselling I went through, it sort of seemed like a  

short-term fix, like I would feel better or I‟d go through some depression and then 

I would process it with the counsellor and I would get some insight and then 

the cycle would sort of repeat and nothing really seemed to change. 

~ Research Participant, 2009 

 My findings suggest that management of depression relies heavily on 

competencies including self-awareness of contributing factors and triggers, identification 

of what has been helpful, problem-solving and decision-making (Bohart, 2000; Nezu & 

Nezu, 2001; Osatuke et al., 2005), and maintenance of well-being.  Depression outcome 

research (e.g., Fresco et al., 2007; Ilardi & Craighead, 1994; Kelly et al., 2005; Shapiro et 

al., 1994; Tang & DeRubeis, 1999; Tang et al., 2002, 2005), however, has not historically 

reported clients‘ perspectives about their competencies, and, as a result, it has been 

difficult to evaluate how to improve counselling so that clients learn and retain these 

competencies.  Yet, the research evidence (Hubble et al., 1999; Kelly et al., 2005; 

Lambert & Bergin, 1994; Miller et al., 1997; Morgan & MacMillan, 1999; Robinson, 

2003; Segal, 2008; Segal et al., 2002; Tallman & Bohart, 1999; Watson et al., 2003; 

Williams et al., 2007) has convincingly suggested that client self-directedness and active 

engagement are key ingredients of change and maintenance of gains.  

 Participants‘ experiences of managing depression conceptualized it as cyclical 

and with unique triggers and strategies.  They identified aspects that made it difficult to 

recognize triggers and how they learned to notice indicators that depression was 

imminent or in-progress.  In addition, they discussed factors that impede and facilitate the 

application of strategies to help them interrupt and manage the cycle.  To begin this 

section, Figure 3 below provides a broad preview of the cyclical nature of depression 

based on participants‘ experiences.  Figure 4 summarizes these barriers and facilitators. 
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Figure 3: Cycle of Depression during Midlife: Outcomes of the Occurrence and 
     Absence of Trigger Identification and Cycle Interruption 
   
 

 The application of steps to interrupt depression was presented in such a way that 

even if one could ―learn it‖ [about triggers], ―taking a hold…is a whole different story.‖ 

Participants‘ shed light on these seven aspects of depression change management: (a) 

application of strategies to manage depression requires understanding rationale for the 

strategy and the ability to clearly articulate the steps involved; (b) emotion can take over 

and may require release and regulation; (c) low motivation and isolation deplete action-

orientation; (d) embedded negative self-construct narratives block momentum; (e) poor 

self-care depletes energy; (f) viewing unsuccessful attempts to interrupt the cycle as 

‗mistakes‘ or ‗failures‘ discourages future attempts; and (g) modifying expectations of 

success at recognizing and interrupting triggers fosters manageability.  
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Barriers to Noticing and Acting on Triggers 

 

 Findings suggest that counsellor efforts to understand clients‘ conceptualizations 

of barriers to change (e.g., recognizing depression triggers) is a critical precursor to 

identifying possible counselling goals and appropriate intervention options.  In this 

respect, client-constructed understanding, meaning systems (Kegan, 1994; Mezirow, 

1985b) and theories of change (Bohart & Tallman, 1999; Duncan & Miller, 2000; 

Duncan et al., 2004; Duncan & Moynihan, 1994; Kuyken et al., 2007; Miller et al., 2005; 

Ryff & Heidrich, 1997) help define depression triggers, barriers and facilitators of 

change, and the best fit in terms of strategies or interventions.  Triggers included 

relationship break-up‘s, traumatic family events, regrets about the past, anger, work 

stress, the effects of childhood and adolescent depression, and loss and grief.  One 

participant stated that, for her, depression was difficult to manage because it stemmed 

from ―a whole confluence of oppressive circumstances.‖  An acute unplanned stressor 

including loss of a loved one, distal triggers, constellation of stressors, and strong 

emotion were presented as contributing to the challenge of identifying a primary trigger. 

 Unplanned loss can delay action.  In the midst of life, an unplanned event can 

occur and become a new trigger and, potentially, an accumulation of challenges might 

start to ignite.  Even resourceful individuals can experience depletion of coping and 

health when an acute event occurs (e.g., Holahan, et al., 1999).  When a constellation of 

stress (Aneshensel & Pearlin, 1987) is underway, self-care routines might get displaced. 

Furthermore, stressors that intensify as the result of emotional investment (Brandtstadter 

& Rothermund, 1994) can become more draining of energy and well-being.  Following 

the loss of her mother combined with an accumulation of stressors (e.g., stressful job and 
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concern for teenage children), this participant indicated that while she could ―recognize 

the signs‖ of depression, interrupting the cycle was difficult: 

I certainly think that I now recognize the signs.  As far as managing it, that is 

more difficult to answer.  When it happens, I can feel myself slipping, and it is like 

pulling myself out of a deep, dark well even to reach out.  Sometimes, I just can't 

do it...I am personally aware of the importance of maintaining health.  That's one 

of the problems with the depression, when it kicks in, I just want to lie there. 

 

In addition, she indicated that ―[a]s far as managing it,‖ she has not used specific 

strategies and that it has been difficult to mourn her loss amidst the depression and 

pressures of every day life.  Horwitz and Wakefield (2007) caution against pathologizing 

sadness that accompanies loss.  Researchers have also suggested that work with midlife 

women requires counsellor awareness of factors potentially related to depression such as 

stress, self-concept, loss, and sense of control (Hughes, 2004; McQuaide, 1998; Sakraida, 

2005; Saucier 2004).  Thus, at times, it may be difficult to identify a primary trigger 

when loss occurs, and, the direction of counselling may change course. 

 Fear can paralyze moving forward.  This participant discussed her awareness 

that volunteer work helps to interrupt depression when she notices it starting, but that she 

is held back by ―fear of disappointing others:‖ 

For me though, I still deal with the fear of disappointing others that if I start 

something, I won‟t be able to finish it.  Like I still deal with the fear that I won‟t 

be a reliable worker if I go and I fall into a depression or some other medical 

needs, that I won‟t be able to fulfill my responsibilities.  So that fear of not being 

able to complete my responsibilities or my commitment to something else really 

has been preventing me from going and doing the volunteer work that I would 

love to do...I haven‟t figured out my way, so I think probably some follow-up 

counselling and some preparation to get back into the work force or even to 

transition to be able to do volunteer work to deal with those fears. 

 

In the above example, even though there is awareness about the onset of depression and 

what might help its interruption, this participant articulated her understanding of the 
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impact of not following through on her personal strategy of volunteer work. 

 Identifying distal triggers or “deep issues.”  As this participant discussed, it can 

take time to discover that past issues can trigger depression: 

What I‟ve learned is that although I had that perseverance and drive when I was 

younger, I didn‟t realize how depressed I was and I didn‟t recognize those 

symptoms in myself, and, what I‟m learning now is that anger is actually almost 

considered an addiction now on its own.  I definitely have that and to recognize 

that and to recognize that it is a symptom of depression so when I do get to my 

angriest point, it‟s not just because of acting like a juvenile, it actually is because 

I am depressed and that deep issue has to be taken care of and defeated. 

 

Sometimes when we think about triggers, we may be tempted to only consider proximal 

stressful events when, instead, distal experiences are at play (Ensel & Lin, 1996; Martin 

& Martin, 2002). 

 Isolation and low motivation can impede resourcefulness.  As many 

participants indicated, with depression there can be isolation and low motivation and, yet, 

at the same time, the need to access resources.  Even though this participant was aware of 

triggers and the presence of depression, it worsened as the result of not seeking needed 

resources: 

In many cases my depression would get worse if I was not able to seek out 

resources.  If one is not able to understand themselves, their condition, they can 

almost become a prisoner of self pity and depressive symptoms. 

 

This next participant discussed ―withdrawal‖ as a primary signal and the importance of 

acting on it by ―go[ing] somewhere‖ when starting to ―feel down:‖ 

In my case, there is a tendency to want to withdrawal.  I am an introvert, so I do 

require a lot of alone time and that‟s just a fact of my personality, but there‟s a 

negative side of it where I can push that too far and I withdrawal because I‟m 

afraid or paranoid or whatever, and, so, often when I‟m most feeling like I need to 

be alone, I need to go somewhere and be with people and I‟m now in a 

relationship where he and I talk about these things a lot and so I have less of 

these when I‟m starting to feel down.  If I talk about it, then I don‟t go into the 

same kind of introverted period which has been the pattern of the rest of my life. 
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Moreover, she indicated that she knows herself well enough to know that she has to 

―push‖ herself into action and that this has to occur right away: 

I always have to push.  It‟s the same way with regular physical exercise.  It 

always helps to regularly swim or walk or both, but it‟s not something I totally 

enjoy.  Like if you give me the choice do you want to go for a swim or read a 

book, I‟ll say read a book nine times out of ten, but going swimming every day is 

really better for me than reading a book for that half hour that‟s available.  More 

and more [difficult to self discipline], but it is always a struggle.  Like right now, 

I haven‟t gone swimming for several days and it‟s one of those things I‟m having 

a more difficult period and the right answer go swimming every morning and 

don‟t question it; but, the better I feel, the more likely I am to do that, the more 

fragile I feel, the more likely I am to just say I‟ll swim later today.  As soon as I do 

that, it‟s already gone.  My pattern is I have to get to the pool first thing in the 

morning or it doesn‟t happen. 

 

Similarly, this participant discussed his awareness of the cyclical nature of the impact of 

too much time on his own: 

If I wasn‟t in a depression, I would tend to be quite outgoing maybe plan activities 

or have dinner parties or whatever.  If I didn‟t do that, I might not know what to 

do with myself and that would generate a cycle of depression; or, if I would wake 

up depressed or if I was so busy at work, Friday would come along and I would 

just want to be alone and that would maybe carry on over into the weekend. 

 

Therefore, even though these participants discussed awareness of triggers and what might 

be helpful, they also communicated awareness of what gets in the way such as not taking 

action, strong emotion, too much alone time, and recognizing that distal issues can be 

triggered by proximal stressors.  

 “Long established patterns” and “our own narrative.”  Interrupting 

established ways of viewing ourselves and the world can be ―unsettling‖ and difficult to 

change: 

Really long established patterns are the biggest barriers.  The other thing is that I 

had it on the tip of my tongue.  I suppose that there‟s a certain comfort in the way 

that we see our lives and our own narrative and to change that is unsettling that‟s 

a barrier for sure. 
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This participant continues to interrupt old scripts by ―making sense‖ of the ―world 

around‖ him by ―constantly doing it.‖  One of his key strategies is ―to not go down that 

road and look at the positive‖ and to not ―take things personally.‖  When I asked him 

―How much practice has been involved to see the positive in life,‖ he replied: 

It‟s very hard.  I‟m constantly doing it though, you don‟t stop on it.  I‟m a very 

shy person though, but I‟m trying to get out of that, to work on that.  It‟s 

challenging to get on the bus and say „hi‟ to someone.  I feel bad if they don‟t 

respond, I just take it to heart though.  I just say to myself don‟t worry about it, 

just move on; or, they could just be having a bad day or whatever, maybe they are 

scared or worried.  It depends on how we make sense of the world around us. 

 

Even though the recognition of old scripts can be ―unsettling‖ and take one outside the 

―comfort‖ of ―really long established patterns,‖ this is a powerful learning opportunity for 

enhanced self-awareness and change.  At the same time, however, as participants brought 

to light, the implementation of strategies to change these patterns can be quite 

challenging. 

 Constellation of stressors.  The following passage depicts how challenging it can 

be to interrupt depression.  Earlier in my conversation with this participant, she shared the 

strain of worry about health, financial, educational, and career stressors:  

Once it comes on, I mean I think now it‟s getting to be a part of me.  It‟s hard 

because nothing has changed, but I try to maybe sometimes I‟ll think about it and 

I know this is so unfortunate it‟s not going away and mostly when I‟m thinking 

about things, I‟m probably just in front of the TV or probably using the computer 

and then the thoughts come in or something so it takes a little while for it to go 

away.  But you know, I will have processed things and thought about it if it gets to 

a state of anxiety.  I‟ve had to kind of manage it [medication and clinics] and then 

I spoke with my therapist and then I know of other times I‟ve had to try to escape, 

sleep it off kind of.  I mean I think it‟s because it‟s not something that I really 

wanted to agree or accept.  When somebody says you have depression, you can‟t 

deal with it, like I know what is wrong with me and I know why and I‟m not happy 

so even though sometimes I may not be able do something about it, it gets me so 

badly and I don‟t want to talk to anybody because one thought leads to another 

thought and everything keeps coming in and it just consumes you.  It always 

comes in... Some days I could be just picking up something that brings it up. So I 
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mean besides the regular knowledge or awareness that I know my situation, I 

can‟t do anything about it, but try to deal with it... 

 

She indicated that recognizing personal triggers to depression was not discussed during 

counselling and that she finds managing depression difficult, not knowing what to do.      

 “Temper my expectations:” Viewing the cycle as failure.  This next participant 

found the interview timely and discussed a cycle of depression that took place the day 

prior to our conversation: 

Yesterday I didn‟t have a good day.  I spent the whole day on the computer on the 

Internet.  That‟s the classic thing and my mood gets terrible, I feel worthless, and 

yesterday was just a case in point and then I find it so hard to intervene on myself 

and stop that behaviour.  I mean define learn right.  I‟ve been reading about 

mental illness and productivity and how to be more organized at work and how to 

not procrastinate and I can read all this stuff and that makes complete sense and 

this would really work for me, but then implementing it is hard and I get kinda 

anxious; instead of thinking in the healthy frame of mind, take it all day-by-day, I 

make a mountain out of a molehill and start constructing another reality where I 

think everyone hates me or everyone thinks I‟m a loser or everyone thinks I‟m 

crazy.  So it‟s so easy for me to lose faith in myself basically.  I did learn some 

stuff and sometimes what we need in life is having to sit there and listen; so, 

sometimes I crave that if I‟m in a group, I crave that third party who has a 

position of authority.  It‟s not black and white that‟s for sure…The first thing that 

comes to mind is to temper my expectations.  I have the capability to do it, but I 

don‟t recognize that; but that‟s not life, that‟s not realistic, the best thing I can do 

is temper my expectations.  

 

Triggers can be learning opportunities.  Bohart (2000) reported that therapeutic 

environments that encourage a learning-orientation foster an ―exploratory trial-and-error 

approach‖ (p. 140) helping to buffer perceptions that unsuccessful tasks were failures, 

but, instead, part of the learning and change process.  As this participant emphasized, the 

change process is not ―black and white,‖ requires ―temper[ing] expectations,‖ and is 

facilitated when one recognizes that they have the ―capability to do it.‖ 

Facilitators of Cycle Interruption and Change Management 

 Even if there was self-awareness and understanding about triggers, those 
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participants able to describe the active strategies they engaged also indicated more 

effective self-management of depression, and, this did not necessarily mean that they no 

longer experience depression; instead, it signified active engagement in managing it.  As 

one participant stated, even though he was aware of triggers, following through or 

―taking hold…was a whole different story.‖  Participants discussed an array of strategies 

that they have found helpful for recognizing and interrupting depression.  Identification 

of triggers and strategies for interrupting depression also needed to be followed through 

with action steps.  In addition, many of the strategies used were self-discovered, self-

taught, and personally relevant.  

 Self-awareness followed by a plan of action.  Zuroff, Blatt, Krupnick, and 

Sotsky (2003) found that those clients with greater ―self-identification‖ had better 

―enhanced adaptive capacities‖ that helped buffer the effects of stress.  These capacities 

included sense of control, attitude about self, and interpersonal relationships (Zuroff et 

al., 2003).  The suggestion here is that through the lens of salutogenesis, self-awareness 

has health promoting benefits and can help build personally relevant and effective 

capacities for stress and depression.  Finding it an ongoing challenge to not let past 

regrets and proximal stressors lead to depression, this participant discussed the need to 

stop his thinking ―right away‖ and refocus on the moment: 

To just snap out of it if I‟m thinking about something that happened yesterday that 

was bad.  Just get out of that and move into what you‟re doing now, what you‟re 

experiencing now.  I drive a lot with the kids and I just enjoy what we‟re seeing, 

so many beautiful things in life.  People have a lot of negative self-talk in 

depression.  I just look to the positive things. 

 

He emphasized the need to find what personally works, to ―help yourself through it,‖ and 

to ―stick‖ with the strategy.  For this next participant, relational challenges were linked to 
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―emotional stress‖ as a key trigger.  He described his awareness and the steps he takes:  

I can‟t handle too much emotional stress...I have learned a lot and about myself 

and as well to pick and choose who to let in your life.  People can really drain 

you...I learned to say no, get enough sleep, exercise.  Also, it‟s okay to feel down 

because I am human, and, to not let others judge me or get the best of me. 

 

After several relational ―lessons,‖ this next participant articulated his growing awareness 

and understanding of what leads to depression for him and how he manages it: 

I went through some lessons around boundaries and again it was learning to set 

my own boundaries and those were two situations that came into my life and I had 

to learn how to set boundaries because the situations were so extreme that 

eventually I learned to know what my boundaries were.  I guess what was 

acceptable to me and what wasn‟t.  Part of it too is I‟ve always had an issue with 

anger, not feeling angry, not knowing how to deal with anger when I did feel it 

and that‟s, I believe, that was a big part of my depression as well.  I would allow 

things to happen and I would get angry or hurt or frustrated but I would 

internalize it, then I would get depressed.  That was another big part of my 

depression suppressed anger.  And so learning first of all to feel angry instead of 

not feeling any anger and then learning how to express it or deal with it and to 

understand what am I angry about, developing a stronger sense of self and 

learning to say no that‟s not acceptable or no I don‟t want to do that or whatever. 

It was all tied around boundaries and being more assertive and knowing myself 

and then standing up for myself and saying no I don‟t want to do this.  It was 

partly learning to pay attention to what I was feeling and knowing what I wanted 

and then being okay saying things to people. 

 

In this next example, actively managing self-expectations was explored: 

I know that intellectually.  I know that nobody produces a 100% 100% of the time.   

So the trick for people like me who have been mentally ill is to just not expect to 

be 100% a 100% of the time and that if you‟re 90 most of the time, everybody will 

think you‟re just fine.  But, the reality is that if you‟ve been severely mentally ill, 

you start seeing things through this telescope in which you are the fly on the 

needle and every small movement you make that isn‟t exactly right is noticed, 

and, day-to-day life for human beings isn‟t really like that.  But it takes all of my 

cognitive powers to keep reminding myself that on days when I feel like I‟m the 

stupidest person on earth and that I‟m needy and helpless, I may not be 

presenting that way but that‟s what‟s going on inside of me and it‟s extremely 

difficult to show up when those days happen.  But I show up and nobody notices.  

Okay then my 10% today was good enough. 

 

In the following excerpt, self-awareness of what is helpful combined with actively 
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engaging in these strategies was discussed with a tone of perseverance: 

Yeah, it‟s challenging.  It‟s going out again and again and again even when you 

think you‟ve failed.  It‟s like okay that was a horrible experience, so tomorrow 

I‟m going to go out and do it again until it starts to feel more comfortable...But it 

was like who do I like to be around and what is it about them, and, a lot of what it 

was about them was that they were honest, they showed up, and they were willing 

to respond in the moment.  And so, that‟s what I decided I would concentrate on 

and that is pretty simply how I got better.  It doesn‟t matter what the physical 

exercise is, for me it‟s swimming.  It‟s the only thing I‟m good at physically. 

 

This participant explored her growing awareness of, in her words, ―yo-yo‖ self-care and 

being ―terrible‖ at ―discipline.‖  She stated, ―I mean I forget; once you feel better, you 

forget.‖  When she becomes aware of self-care starting to dip, she does the following:  

…not even when it‟s starting to come on, it‟s more like when you‟re having a 

couple of bad weeks and then you think, wow, I feel really hopeless or that kind of 

thing and then you sort of realize, okay, I‟m in a low period I guess...Exercise and 

checking what I‟m eating and checking if I‟m sleeping enough, so, it‟s very much 

physical things.  That‟s something that was part of my own reading.  That‟s not 

something that any therapist talked to me about.  I know that a physician told me 

that I had to really be careful with my sleeping patterns. 

   

 Reflecting on my conversations with participants, it seemed as though self-

awareness, while a critical component of managing depression, was not easily acquired, 

took time and perseverance, and was experientially-driven, as compared, for example, to 

being learned through psychoeducational resources and standardized interventions for 

depression.  Given its importance, however, I remain curious as to how counselling could 

have more effectively facilitated self-awareness.  For many, self-awareness of the cycle 

of depression was not a topic in counselling, which, brings me to the potential efficacy of 

some psychoeducation about the cyclical nature of depression in the context of 

counselling to open dialogue about it.  

 Challenging and “unlearning” old narratives.  Resilience-related research (e.g., 

Sandler, 2001) has suggested that adverse life conditions can influence ―self-evaluation‖ 
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(p. 24); for example, viewing the self as powerless to effect change.  As one participant 

stated, one of her biggest challenges has been ―unlearning‖ some well-established self-

constructs.  Thus, rebuilding resilience seems to go hand-in-hand with challenging and 

renewing how one defines themselves.  Sandler conceptualized resilience more broadly 

by including protective resources of the larger social environmental aspects of people‘s 

lives (e.g., family systems, educational institutions, communities, economic resources, 

and cultural identity) that contribute to well-being, growth, and building of competencies. 

 In this next example, returning to post-secondary school brought with it 

perceptions, based, in part, on negative distal educational experiences that included low 

confidence and perceiving the self as not being respected by instructors: 

I think a challenge for me for next period is to work as hard at the very beginning 

as I do at the very end of the period...Another huge challenge is getting 

comfortable coming back to [post-secondary institution].  I would assume that the 

perception of certain instructors that I might run into I really don‟t want them to 

see me...What are you still doing here...Take way too personal and way too much 

to heart, they might not even be thinking that. 

 

He indicated that to break this cycle, he had begun to view himself differently, ―I realize 

that the strengths that I have make me a special person that is going to achieve some 

really special things and do some really special things for other people….‖  He had also 

begun to change his perspectives about the capacity of others to be helpful.  Similarly, 

this next participant described how she has continued to challenge and ―unlearn‖ how she 

perceives herself: 

If you‟re a self-reflective person and you become really mentally ill, it takes a lot 

of unlearning to realize that the whole rest of the world isn‟t a therapy group 

that‟s analyzing every aspect of everything you say.  They‟re just seeing whether 

or not you contribute to whatever the business of the day is and you can do that 

even if you‟re a bit of a fractured human being.  Unlearning what I learned 

during the time I was most sick is the hardest thing that I have to face now.  It‟s 

all that old learning that ten years of lost time during which all of the bad things 
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about my character and my self were affirmed over and over and over again.  

That‟s what I have to forget because that‟s not the whole sum of who I am. 

 

She also touched on the idea that self-reflection during the process of ―unlearning‖ can be 

a fine line leaning toward rumination or ―old learning‖ that is not helpful in expanding 

self-perception beyond the confinements of the ―whole sum.‖  Some researchers (e.g., 

Lyubomirsky & Nolen-Hoeksema, 1995; Nolen-Hoeksema, 1991, 2000; Nolen-

Hoeksema et al., 2008) have suggested that self-reflection is too closely connected to 

rumination to be helpful at changing negative thinking.  

 Attuning to bodily felt signals.  Part of the challenge with depression, as 

Greenberg and Watson (2006) have pointed out, is its variable nature among individuals 

and ―moment to moment‖ for them.  When this participant ―feels‖ a ―cyclone‖ 

happening, this alerts her to implement personal strategies (e.g., quiet time, self-talk, 

reaching out to friends, and helping others): 

If I start to look at that [past losses], I start to go into a sink hole in my soul like I 

start to just disappear into a sink hole, I can feel it and it‟s like a little cyclone.  I 

would say that I definitely had a chronic anxiety problem.  I have used that quiet 

time thing and that has actually relieved me of that gradually but that‟s a big hole 

[accumulation of loss experiences].  I ask how important is this and do I need to 

go away now and leave it be.  I may distract myself for awhile, read a book, watch 

a TV show, go out, do something different and then I may call somebody, just 

people who will bring me back...I think talking about it first once I know that it‟s 

come, to be able to verbalize it and vocalize it and recognize here it comes again 

and I think that helps me to just right away take control over it and if I can 

verbalize to my husband.   I think he‟s getting it now, he‟s sort of understanding it 

and he‟s getting a little bit more patient, but to still understand that it‟s here 

again and I need to be able to vocalize it if it gets out of hand.  I will make an 

appointment to go and see the psychiatrist to see if maybe there‟s an adjustment 

that may be needed to medication.  I think self-talk too.  Just first of all to know an 

awareness that it‟s there.  I might need rest.  If I let it go too far, it can become 

really too self-involved and it might over take me even more.  So, I have to 

recognize that I do have a husband, I do have people, I have a mother that I need 

to care for, I have things that I need to look after and how disappointing it would 

be to them.   So I have to look outside past it to see that there are other people 

that are affected by this and so I have to talk myself out of it and try to be present 
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for other people.  I try to vocalize that too but my husband is very supportive…It‟s 

a daily struggle to try and stay positive and to try to focus on the other people‟s 

needs rather than my own.  I would recommend volunteer work as well because I 

think it helps to take the focus off yourself helping other people. 

 

During our conversation, she emphasized that thinking about past loss begins a cycle of 

―disappear[ing] into a sink hole‖ and necessitates switching to active problem-solving.  

Distinguishing rumination from reflective thinking for problem-solving, consideration of 

options, insight, and exploration of new experiences (Anthony et al., 2002; Boud et al., 

1985; Boyd & Fales, 1983; Bruning et al., 1999; Gilbert et al., 2005; Greenberg & 

Watson, 1998, 2006; Karlsson & Kermott, 2006; Levitt et al., 2006; Lyubomirsky et al., 

1999; Missirlian et al., 2005; Pascual-Leone & Greenberg, 2007; Schön, 1982; Trapnell, 

& Campbell, 1999) has implications for counselling when reflective exercises might be 

suggested by counsellors.  For example, research (Nolen-Hoeksema et al., 1994; Stewart 

& Vandewater, 1999; Torges et al., 2008) has found rumination to be related to 

challenges with adapting to loss and regrets about the past.  Nevertheless, this 

participant‘s awareness combined with her use of various strategies seemed to facilitate 

ongoing depression and anxiety management.  Paying attention to bodily felt triggers 

implicates the value of experiential therapy and MBCT to explore meaning, self-

understanding and awareness, problem-solving, and to promote focusing in the moment 

(Fresco et al., 2007; Gendlin, 1981, 1996; Gendlin & Olsen, 1970; Greenberg, 2002; 

Ikemi, 2005; Leijssen, 1998; Richert, 2002; Segal et al., 2002; Teasdale et al., 1995, 

2000; Watson et al., 1998).   

 For this next participant, she indicated that she notices her ―body signals‖ and 

made suggestions about what would be helpful: 
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I definitely recognize the signs and I‟ve become more in tune with my own body 

signals when I‟m starting to feel the symptoms...So that‟s I think where the 

professionals come in as well.  When I‟m starting to feel those things that would 

be good to have some kind of I guess follow-up program or some casual group 

that you can go back to find the support because you start to feel isolated and 

alone again and you can‟t really tell your partner what you‟re going through 

because you don‟t want to drag them down too. 

  

Follow-up supports when noticing the return of depression, as she suggested, seems 

important for post-counselling maintenance.  She discussed the need to talk with others 

who have experienced depression and that support outside the home helps personal 

relationships and reduces isolation.  This also suggests that it might be helpful for family 

members to also learn about depression. 

 Application of new learning.  Effective change management means the transfer 

of strategies learned in counselling to ―new situations‖ and the ―same old situations‖ in 

―the real world:‖  

Maintaining change can definitely be a challenge depending on how well that 

week goes and what you‟re faced with out in the real world...some weeks can be 

great, you don‟t have anything to trigger your natural or your old temper and so 

you don‟t really have to work as hard.  The challenge comes of changing when 

you‟re faced with those same old situations and you don‟t discipline yourself to 

handle them differently.  So that‟s the best explanation I can give is when you‟re 

faced with those situations and what you‟ve learned from the counselling sessions 

you finally have an opportunity to apply when you‟re faced with situations that 

are stressful or new situations. 

 

Building on what is learned in counselling means applying it to ―make it valuable:‖ 

The only way to make counselling work and to get what you need out of it is to use 

the following days before the next session to apply everything.  It‟s like studying 

for anything else and you need that repetition for it to work so you get what you 

put into it…[Change] is like anything else, it‟s like going to the gym, it‟s like 

training for track, if you have the fundamentals or the basics, but if you don‟t do 

anything with those basics, you can‟t reach the full potential.  So talking for that 

one hour in a counselling session is the backbone of getting better, but you have 

to build on that by applying it after that one hour for the rest of the week.  That‟s 

how you make it valuable. 
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In fact, transfer of learning from counselling to everyday situations (Asay & Lambert, 

1999; Bohart, 2000; Duncan & Miller, 2000; Goldstein et al., 1966; Hubble et al., 1999; 

Lampropoulos & Spengler, 2005; Prochaska, 1995; Tallman & Bohart, 1999) is not only 

an under-researched area of counselling, but a key one when it comes to understanding 

how to more effectively help clients self-manage depression.   

 Acceptance of lessons learned versus being trapped by “mistakes.”   It is often 

difficult to break out of old patterns, and, the belief that experiences and decisions are 

―mistakes‖ impede finding ―positive solutions:‖   

The main things for me that trigger depression is when I think too much about my 

mistakes and dwell on them without allowing myself to move on by finding out 

how to correct those mistakes so I don‟t do them again and to move forward after 

I find the solution.  I‟ve also learned that I have to surround myself with people 

that think alike and look for positive solutions no matter what the situation is so 

they can move forward.  It still is a process and it‟s something that I‟m getting 

better at.  The anger is getting less and less and the acceptance of the past is 

becoming more and more and I‟m pulling more positive things out of it than 

negative for sure. 

 

The choice between ―lament[ing] missed opportunities‖ and acceptance was debated: 

And I guess I‟ve got a great conception in my head that you take whatever curve 

ball that life is throwing at you or if you‟ve twisted yourself in that you can 

always untie the knot.  And I can take yesterday and I can lament missed 

opportunities.  I was moody so I didn‟t go out for a bike ride with my kids and 

they went out with their grandparents.  I chose to stay at home, so I felt like well 

there you go, you screwed away another opportunity to bond with them...but, 

today it‟s clear to me, it was one of those days and today will be a lot better and 

tomorrow you‟re doing the best that you can. 

 

Viewing the ―knot‖ as not permanently tied with the hope that tomorrow can be better 

could be conceptualized as fostering a flexible disposition about effecting change, 

weathering the gains and losses of midlife, and enhancing well-being (Aldwin & 

Levenson, 2001; Antonovsky, 1987; Baltes, 1987; Brandtstadter & Renner, 1990; 

Brandtstadter & Rothermud, 1994; Brim, 1992; Degges-White, 2001, 2006; Goldstein, 
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2005; Heckhausen, 2001; Jordon, 1989; Lachman, 2004; Sakraida, 2005; Thoits, 1983; 

Turner et al., 2004).  Furthermore, experientially making ‗mistakes‘ not only provides 

opportunities to learn, but also cultivates a sense of agency, especially when distal 

disempowering experiences and adversity have been endured:     

My lack of self-confidence, my own personal assumption that probably other 

people know better than I do which it happened in my life that assumption is the 

last thing that I learned when I was in my early 30s, well I was almost 40 when I 

learned that lesson that was the most clear.  Then I knew that if I make what 

seems to be a mistake because I chose that and it seemed like it‟s the right thing 

for me, but oh well look what happened then I can clean up the mess.  But if I do 

take some action based on not what I feel is right in my heart but what someone 

else says is right for me then I can‟t clean up the mess and I don‟t have the 

equipment.  That‟s the lesson I learned, a very big lesson, very important 

lesson...make lots of mistakes and learn from them and just keep going.  Now 

that‟s the biggest thing, fall down, get all muddy, get up, keep on going, you can‟t 

quit.  I might lay there for a while and say I‟m never getting up and I will...My 

sister had a poster that helped me that said, „Not to decide is to decide.‟  I had to 

really think about that.  Well, if I don‟t do something with my life, I‟m making a 

decision to not do anything...then everything will stay the same or get worse, but 

if I make a decision and take some action, then we might make a mistake, but then 

we‟re going some place. 

 

Throughout our conversation, this participant emphasized how taking self-generated 

action trumps being stymied by lack of decision-making and fear of mistakes.  She 

reiterated that, for her, this has been one of her biggest ―life lessons.‖ 

Summary 

 Conceptualizing the cyclical nature of depression was not intended to depict a 

standardized model; instead, it was meant to illustrate the fluidity of change and the 

emergence of new learning opportunities when at first, for example, a trigger goes 

unnoticed.  Participants highlighted the need to ―nip‖ depression as soon as they detected 

it, otherwise, depression left unchecked tended to deplete well-being in many areas of 

life.  They also discussed the role of unplanned loss, stress, isolation, strong emotion, and 
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distal issues in relation to the impact on recognizing and working through depression 

triggers.  Viewing the cycle as a learning opportunity versus a failure or mistake when 

implementation of strategies did not go according to plan tended to help boost 

manageability, self-esteem, and positive adaptation.  Triggers recognized but left too long 

with no intervention, seemed to deplete agency to manage depression.  Cycle interruption 

relied heavily on self-awareness.  Challenging well-established self-constructs, noticing 

bodily felt triggers, and the timely application of new learning were among the 

facilitators of the interruption aspect of change management for depression.  

 When we consider stage or readiness for change (Prochaska, & DiClemente, 

1992), individuals begin counselling with varying self-awareness, motivation, barriers to 

learning and change, preferred approaches to learning (e.g., reflective, self-directed, and 

action-oriented), skills, and orientation to adaptation.  It is understandable that there are 

individual differences in identifying depression triggers and implementing interruption 

strategies.  It further stands to reason that counsellors not assume all clients share the 

same awareness, understanding, and competencies for cycle management.  Based on 

participants‘ experiences of depression, the cyclical aspects of depression were 

conceptualized as manageable through facilitators including self-awareness, having a 

plan of action, challenging established patterns, attuning to body signals, application of 

strategies, and a stance of acceptance.  Manageability can be challenged when unplanned 

loss occurs, strong emotion, distal issues, simultaneous stressors, and perception of 

learning attempts as failure.  Figure 4 below summarizes key points made regarding 

barriers and facilitators of noticing triggers and implementing strategies.  The arrows 

signify aspects that apply to both triggers and application of interruption strategies. 
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Recognizing Triggers 

 

 

Application of Interruption Strategies 

 

Barriers 

 

 

a)  Acute unplanned stressor 

     and/or loss 

 

b)  Low self-awareness 

 

 

c)  Identifying distal trigger more  

     complex 

 

d)  Constellation of stressors impede focus 

     on primary trigger 

 

 

a)  May prolong depression, redirect focus, 

     requires different or additional strategies 

 

b)  Low self-awareness about past helpful 

     strategies/what could help in the present 

 

c)  Strong emotion can take over 

 

 

d)  Lack of energy and/or motivation  

     can be a signal to boost self-care 

 

e)  Excessive rumination blocks action 

f)  Embedded devaluing self-constructs can 

     block momentum and sense of agency 

 

g)  Viewing unsuccessful implementation 

     as a mistake/failure 

  

 

Facilitators 

 

 

a)  Self-knowledge, awareness,  

     understanding 

 

b)  Emotion and bodily felt sensations 

     are informative signals 

 

c)  Reflection about trigger to explore 

     meaning and problem-solve next step 

 

 

a)  Self-assess which strategies help and 

     outcomes of implementing them 

 

b)  Being able to articulate steps/strategies 

 

c)  View unsuccessful strategies as learning 

      vs. mistakes/failure: Adjust goals 

 

d)  Use real life scenarios to apply and 

      practice strategies learned     

 

Figure 4: Barriers and Facilitators of Recognizing Depression Triggers and Applying 

     Intervention Strategies 
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II. Factors that Boost One‟s Personal Well-being Reservoir: 

Keeping it Replenished to Manage the Cycle, Build Resilience, and 

Enhance Quality of Life 

 

The fellow that founded it was a Catholic priest in France and he got involved 

 in adult education.  He devoted his whole life to answering the question as to what 

 allows people to transform, why do some people grow up in life and they know exactly 

what they want to accomplish and who they are and their life seems to be a series of 

successful activities, and, other people get broken down by life or overwhelmed and 

maybe become addicts or are never really truly happy.  And, some people can come from 

terrible backgrounds or live through the war or whatever, live through concentration 

camps and they can overcome whatever they may have lived through and other people 

don‟t have that inner strength.  So he wanted to know what allows people to grow and 

become fully alive and that‟s sort of how he developed this program to understand what  

it is about people mentally, spiritually, physically that they can change. 

~ Research Participant, 2009 

 Change is taxing on well-being as physical, mental, emotional, and spiritual 

reserves deplete, requiring extra effort to maintain them.  Salutogenically speaking, there 

is a certain resilience and perseverance needed.  As just discussed, interrupting and 

managing the cycle of depression tends to be challenging, learned over time with 

experience, and demands resolve.  In this section, we discover how participants continued 

to foster the resilience needed.  Those participants who no longer experience depression 

shared some difficult decisions they had to make in order to improve the quality of their 

lives.  The concept of a reservoir emerged during my interviews and was buoyed by my 

research about salutogenesis – the need for people to take an active role in the promotion 

of their own well-being.  I was struck by the many facets of life participants shared as 

potentially wearing them down but how they kept moving.  It is the how of this 

momentum that breathes life into the remaining discussion of this chapter.  

Self-Understanding and Sense of Coherence Promote Well-being 

 ―We‟re seeds in a garden” – each human being needs “the right conditions for 

growth.‖  This participant also stated, ―I rarely have periods of depression.‖  In the 
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following excerpt, he discussed key changes he has made that have added meaning, 

purpose, and manageability to his life: 

I think getting to understand a little bit about myself.  One of the things I realized 

is that the primary part of my being has the need for solitude and the need for 

time to be alone and quiet time and time to reflect, and, learning what it is about 

me that nourishes my being.  Time alone, time in nature, I‟m not a corporate 

person.  The other thing is I have a very giving compassionate side to myself that 

needs to be nourished and I need to be doing something that is rewarding in that 

way.  Like my work right now is good that way...And I‟ve always liked helping 

people with disabilities and seniors...a major part of my work life...and having 

that kind of work is very nourishing, not very demanding. 

 

Similarly, making adjustments to one‘s work schedule for ―balance‖ also contributes to 

conditions for well-being: 

Now in my life, I‟m very comfortable being alone, sometimes I just prefer solitude 

and I prefer quiet time.  I had a fairly demanding job and I might start at eight 

work till six or seven.  Quite often by the end of the week if I put in excess hours, I 

would be pretty exhausted.  I‟ve learned, I have a different perspective and a 

different balance now, but I don‟t know how people in the corporate world work 

12 hour days.  

 

 Sense of coherence, conceptualized by Antonovsky (1987) as a global-orientation 

to well-being, takes into account multiple facets of life including environments, 

resources, and meaningfulness.  It also includes qualities such as optimism, self-efficacy, 

hardiness, and learned resourcefulness (Antonovsky, 1987, 1996).  Stansfeld et al. (2008) 

have linked psychological distress prior to midlife to a tendency during midlife to seek 

less demanding jobs with increased control.  Job strain has a tendency to decrease job 

satisfaction, increase stress, and can lead to the onset of depression (Greenberger & 

O‘Neil, 1993).  Occupational stress has been linked to high demands and low control at 

work (Daniels & Guppy, 1997; Karasek & Theorell, 1990; Mausner-Dorsch & Eaton, 

2000; Sapolsky, 2004; Wang & Patten, 2001; Watson, 2007; Wilkerson, 2006).  Thus, 

reducing occupational stress and making other life adjustments were conceptualized as 
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creating healthy ―conditions‖ for living.  In the words of one participant, midlife brought 

a time of  ―just being more comfortable with who I am.‖  Finding what is personally 

meaningful and aligning life ―because it fits‖ has been this next participant‘s pathway out 

of depression.  He also found reflection to be a helpful tool: 

...being very reflective and introspective and kind of very deep spiritual 

perspective on life, I‟ve never really been happy with the kind of normal 

expectations supposed to have a good job, make lots of money, have a big house, 

go on trips and that‟s the meaning of life.  That‟s never ah really been my path. 

Society puts expectations on us in terms of what‟s success, and our parents maybe 

want us to be certain things, and, I guess, it‟s a little different for me in that I‟ve 

never really known what I‟m supposed to be, I‟ve never really been able to 

answer that other than now I‟m kinda doing what I‟m supposed to be doing, just 

because it fits and like I‟m living in the moment. 

 

For this next participant, while it took ―years,‖ as he put it, his conditions for well-being 

have involved self-care and not putting himself ―at the bottom of the list:‖ 

Just look after myself first instead of everybody else.  That played that out quite a 

few times because I was at the bottom of the list all the time, even with Type I 

Diabetes.  Over the years, I watched it, was low key.  Throughout the therapy, I 

changed that - always look at myself first.  That definitely brought me out of 

depression; that took a while that one.  I think the key is to look after yourself 

first.  That‟s what I‟ve learned over therapy that‟s one of the biggest things, have 

a really positive outlook and instead of caring for everybody else, but I always do, 

but you gotta be number one.  If I‟m feeling down, I just pull myself through it so 

that I can help everybody out and it makes myself feel good that way, but then you 

get overwhelmed helping too much and your body suffers. 

 

He emphasized the need to monitor when his well-being reservoir gets depleted.  While 

helping others or generativity (McAdams & Bowman, 2001; McAdams et al., 1993) is 

important to him, he indicated that he has learned to be his own best resource to 

regenerate through self-care and a ―positive outlook.‖  

Replacing Lack of Control with Routine and Consistency  

 This next excerpt seemed to capture the tug-of-war relationship that many of us 

have with routine.  We recognize its benefits, but can also find it challenging to stick with 
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it.  At the same time, however, as this participant discussed, she is aware of its efficacy in 

managing depression as it ―facilitates [her] wellness:‖ 

It‟s very important and it‟s also counter intuitive to the way I constantly balance 

the need between knowing that a certain amount of regiment really facilitates my 

wellness and that there are a whole bunch of other aspects of my personality that 

demand variety and breaking from routine [e.g., creativity].  It‟s a balance and 

it‟s really hard for me.  The routine is less comfortable, but I always have to fight 

to stay in it [compares herself to a friend who] recognizes and embraces this 

routine as opposed to having in her fabric this thing that both embraces and 

rejects it. 

 

She discussed how she is trying to create a new relationship with routine differentiating 

distal meaning from its proximal benefits: 

Part of it was that I just never saw how the routine [helped], I just thought the 

routine was bondage that I needed to free myself from, but, so I kind of threw all 

of it out, that the bondage was about parochial parents who didn‟t understand an 

intelligent child and didn‟t have a vision for a child who could be other than a 

farmer‟s wife.  So there were a lot of social conditions in addition to the 

personality constructs that made my growing up difficult. 

 

This next participant emphasized how critical routine is for his well-being and, in 

particular, diabetes management: 

I check my blood now six times a day for Type I Diabetes for blood sugar and I‟m 

always on top of that and I always go to [the gym] all the time now.  I used to go 

once every couple of weeks, but now it‟s just a routine and I just go every day. 

Some days 30-40 minutes, other days maybe 10, on the off days are 5-10 minutes 

just life weights, just being in there.  If I quit and just say the heck with it I‟ll go 

tomorrow, but you wouldn‟t believe the excuses you can get to not go there, 

there‟s countless things. 

 

He added that his active management combined with adjusting expectations as needed 

has helped keep him on track.  He highlighted the importance of still going to the gym, 

but not expecting a high performance workout on his ―off days.‖  Moreover, his daily 

routine includes rituals geared to positive thinking and gratitude:   

I noticed too through all this self-help stuff that always just before you fall asleep, 

you always think of the good things that happened in the day, don‟t dwell on the 
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negative or the bad things that you went through.  That‟s a good thing because 

what you have in your mind, you have eight hours to remember all the bad things 

that happened not the good things when you‟re sleeping.  So I use that all the 

time.  Before I go to bed, I just think about all the good things in the last 24 hours 

or the last 16 hrs, it helps. 

 

It seemed that if one could appreciate the benefits of routine, acceptance and 

implementation of a workable routine became more palatable, especially once some of 

the benefits of routine were realized. 

 Implementing strategies consistently when a trigger occurs.  When new skills 

are learned, application of these strategies or skills in a consistent way reaps beneficial 

outcomes such as mastery (Bandura, 1997), transfer and adaptation of new learning to 

different situations (Leberman et al., 2006), and belief that one can effect change, put 

another way, that change is attributable to one‘s own efforts (Lambert & Bergin, 1994):     

It sounds extremely simple, but I think it was just reiterated that with my high-

strung personality and stuff like that when I am in that situation that is just as 

intense as writing a final exam or something is to take deep breaths so when I‟m 

in a heated argument with my wife or anybody who‟s close to me, taking a deep 

breath just relaxes my body, in turn, kinda calms me down so that is a really good 

technique.  I, for one, probably need to do it more than three times, but as long as 

I do it as long as I need to do it before I continue the conversation and that helps 

quite a bit...It makes me physically better, like I feel better so my back doesn‟t 

tighten up, I don‟t get headaches as much. 

 

As the above participant discussed, the transfer of breathing exercises, learned in 

counselling, to various life situations worked well.  He practised the technique, applied it, 

believed in its relevance to real-life, noticed it making a difference, and recognized 

physiological changes.  

Being Solution-Oriented: “Nip It in the Bud” 

 The idea ―nip it in the bud‖ mentioned by one participant generated multiple 

meanings in terms of its capacity to help build resilience and skills for managing stress. 
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This sometimes meant ―facing problems head on,‖ accessing counselling right away, 

keeping the problem manageable by containing it to ―that day‖ and viewing it as ―an 

everyday issue,‖ and applying ―step-by-step thinking.‖  To start, ―facing problems‖ can 

boost confidence and sense of agency – fostering ―a greater edge‖ to solve problems: 

One thing I learned about myself in the past and had reiterated this last week was 

facing problems head on and then dealing with the outcome of facing it whether 

positive or negative.  Most times when I faced something head on, something 

positive always comes out of it.  So an example was when I talked to [my 

counsellor] at the end of this week  when finals were going on, that one hour that I 

had motivated me even more to study because I just felt more and more positive 

and rather than just me talking to myself and building myself up, I had somebody 

else there to build myself up as well and that gave me a greater edge. 

 

This next approach, ―nip it in the bud,‖ related to seeing a counsellor when old 

patterns or triggers were noticed.  The participant emphasized how it helps him maintain 

health and manage his depression cycle: 

I would say after a while of me being as healthy as I should be and then 

something happens, I would say go back to the old ways where something triggers 

my temper.  Then yah maybe for my wife‟s benefit, for my future, kids benefit, and 

friends and everyone, not just me, is to go and get some counselling to just kinda 

nip it in the bud.  It‟s almost like an alcoholic who falls off the wagon. 

 

 Even though focusing is discussed later, its relevance to solving issues is worth 

mentioning at this juncture.  The capacity to focus or ―ground‖ seemed to be a needed 

prerequisite for problem-solving steps such as considering alternatives, evaluating 

available resources, and making a decision about how to proceed: 

I learned from him [psychiatrist] to deal with what was happening in that day.  I 

had a tendency to make everything a huge trauma and a huge psychological issue 

and sometimes it was just an everyday issue or problem.  It was a kind of 

grounding mechanism where because I have a tendency to be an intellectual and 

to engage ideas and philosophy and all that stuff, sometimes it would actually 

take me off track when the reality was really day-to-day situations that I was 

facing.  So basically he grounded me and gave me a set of questions that I could 

ask myself in situations that would help me back up and say no this isn‟t the entire 

sky falling, this is just this and this. 
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In the next passage, as part of our continued conversation, she touched upon many facets 

that wove together how she manages depression, namely, these five steps: (a) she notices 

a feeling of ―overwhelm‖ and is self-aware that this is a trigger; (b) she puts into practice 

her step-by-step thinking strategy to interrupt the cycle; (c) she ―nips it [trigger] in the 

bud‖ by applying her strategy in real time as the trigger is happening; (d) she is working 

on changing the construct of ―mistake;‖ and (e) she readily articulates the steps involved 

in her strategy thereby helping her apply it as needed in various situations:  

One of them is okay so I‟m starting to feel totally overwhelmed.  My natural 

tendency in those situations is to say that I have made a complete mistake, 

everybody in the room is criticizing my behaviour and my only course is to 

apologize and kind of try to make things right.  What I learned was a sort of step-

by-step thinking, what am I reacting to right now, what other things is it 

reminding me of, and what are the reality cues about my assumptions, my 

assumption would usually be that when I was panicking that everybody in the 

room thought I was an idiot that whatever I said was unreasonable or 

unconscionable.  And so it was really putting that in to a perspective of is this 

realistic?  What exactly are the questions that people are framing to me?  Does 

that reflect the generalized response that I‟m making?  Or is that part of 

something that maybe totally different from my assumptions. 

 

When I asked her if she has been able to implement the strategies she learned in therapy 

into her daily life, she stated, ―Very much and that‘s why I‘m not in therapy any more.‖ 

She indicated that her psychiatrist did not assign homework; rather, they practised 

strategies in-session that she then applied on her own outside session when a real-life 

situation arose.  She indicated that key for her was not letting situations go on unresolved.  

Recognizing Strengths  

 Regarding her first counselling session, one participant stated, ―it was an eye 

opener.‖  New to Canada from Africa, her first time in North America, this participant 

recounted the many ―big changes‖ she was experiencing.  She started going to church and 

someone at her church noticed that it was ―a difficult time‖ for her and suggested 
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counselling.  What really stuck out about her counselling was the following: 

I kind of realized that I was stronger than I thought and that what I was going 

through was a common experience...I realized that to a large extent, I had the 

solution to my problems...that I had inner strength and that I‟m not different from 

anyone else who has gone through such experiences.  That it was too soon for me 

to judge my capabilities.  I just thought that I was a little too hard on myself...I 

actually felt empowered [after the counselling session]. 

 

She went on to evaluate her situation and stated that while ―the pressures are still there,‖ 

and she still gets ―overwhelmed‖ sometimes, she does not ―feel helpless.‖  She described 

developing a ―defense‖ against depression that included the following:  

I have developed some kind of defense where I don‟t worry about tomorrow; I just 

do what I have to do today.  I‟m finding all sorts of ways of managing the 

pressures...I guess the session kind of helped me get into the right state of mind. 

 

Moreover, as part of her ―defense,‖ she indicated that she reconnected with the ―bigger 

picture‖ of her life that includes what is important to her and what gives her ―purpose:‖ 

I stopped and thought of why I had really made the decision to come and do the 

course and what were the important aspects of my life, what is really important to 

me and how my coming and doing this course fits into the bigger picture of my 

life.  Basically, what really defines me and my purpose of living...I‟m learning to 

reflect on a lot of things.  It is really helping me, not losing focus on my purpose 

for living. 

 

When counsellors engage in conversations with clients to explore their strengths and 

what has helped them get through challenging times, this has the potential to re-enliven a 

reservoir of existing resourcefulness:    

Counselling made me think of strategies that I can use and so I guess what I found 

was that I can do a lot on my own [such as] deep thinking, rationalizing, problem-

solving or strategizing to make things better for myself...My personal learning 

was basically learning the strengths that I have and that I can take advantage of 

and that‟s always been an extreme high drive and lots and lots of perseverance 

related to my learning disability which I‟ve found many ways to conquer and 

work with and also my temperament due to how sick I was when I was a kid and 

realizing that I‟ve gone through a lot more than most average people have gone 

through.  So, I know that I can handle a lot of things.  I learned that about myself 
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and it‟s taken away a lot of fear from the future that I may still have had and I 

know I have the ability to work through things. 

 

Identifying strengths seems connected to considering a more global orientation 

(Antonovsky, 1987) in terms of ―fit‖ with given environments, outlook, attitude, what a 

person prefers doing, what they find meaningful, physical and emotional abilities, and 

one‘s preferred way of learning.  Strengths are not formed in isolation but through 

interactions and by way of how others respond, and are potentially ―boundless‖ through 

ongoing experiencing of the world if that is how one views them:   

I am good at adapting myself to fit in with the environment.  I have great 

confidence in my physical and emotional abilities and know that if needed, I can 

self-regulate effectively.  At the same time, I am also aware of what I cannot do. 

To compensate, I try to self-educate myself as much as possible, preferably from 

respected sources.  I am very self-directed and look at every experience, however 

mundane, as a great learning opportunity.  I feel that everyone is trying to 

essentially do their best, and so I feel that the human capacity for understanding 

and self-improvement is boundless. 

 

―Finding strength and building on that‖ can take time to discover amidst daily struggles 

and through a ―self critical‖ lens: 

...you forget that all of this humanity around us is imperfect and struggling with 

all kinds of issues and if you fall through that net where you become mentally ill 

all of a sudden these things are magnified and so, in my case, because I‟m very 

reflective and thoughtful and self critical, I just saw myself as less and less and 

less where the fact is that we‟re all imperfect and we‟re all struggling where it‟s a 

matter of finding strength and building on that. 

 

How a given attribute is interpreted in counselling can take a conversation in a strength-

based direction, or, alternatively, might have the effect of depleting ―energy:‖ 

She mentioned some really good qualities of myself and the other one didn‟t.  The 

other one [therapist] said I used too much detail but that‟s the way I am.  The 

second one was very good, she would point out really good points about myself 

and the way I‟m running things and that made me gain a lot more energy and out 

of that depression state. 
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Building on client-constructed strengths has the potential to extend beyond depression 

management toward quality of life (e.g., purpose, energy, less fear about the future).  

Identification of strengths seemed largely self-driven.  Even when a counsellor did 

suggest a given strength, it was the participant‘s own perception and belief in it being a 

strength or their own frame of reference (Brodley, 2006; Duncan & Moynihan, 1994; 

Mezirow, 1990, 1991, 1997; Rogers, 1957, 1986) that made the difference.     

“Turning Over Rocks:” Perseverance 

 When one thinks about hardiness (Antonovsky, 1987, 1996), resilience, and 

survival, I think this participant speaks to a key ingredient – perseverance, in her words, 

it is ―turning over rocks,‖ which seemed to exemplify her attitude toward life and living 

even during the darkest moments.  Part of her ―never give up‖ attitude at this point in her 

life involves being more proactive about establishing a life she enjoys, preventive 

maintenance in a way.  For her, a renewed quality of life stems from multiple internal and 

external sources.  She has life goals, has re-engaged in reading, has found a close friend, 

works at improving her lifestyle, is paying attention to her health, seeks out supportive,  

non-judgmental friends, and stated the following about the role of ongoing support: 

I think networking is important.  Don‟t quit because having a support group or 

support people whether it be a counsellor, psychologist, or a group, but know that 

you get a turn, I call it “turning over rocks,” yeah, I don‟t know why just don‟t 

quit, say okay what‟s under this one, hmmm, just keep it up.  Know that you need 

a support group of some kind whether it‟s an actual group of people or an actual 

group of people and maybe one or two separate individuals, but you need a 

support group.  But, you have to be responsible to that, to those people as well...  

She [a close friend] doesn‟t judge me and she is supportive of my journey...I don‟t 

want to take these things for granted because the network of people is so 

absolutely essential.  I would not make it without other people.  I need other 

people in my life for my recovery, for my journey, but I also need to be 

responsible to those people as well as they are to me.  That‟s important. 

 

In short, she presented an approach to resilience, learned over the course of her life, that 
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incorporated various personal strategies, and, she emphasized the importance of outlook, 

attitude, and ongoing support. 

 Self-care.  What helps maintain her perseverance involves a certain vigilance 

toward self-care and awareness of what her personal strategies are: 

Keep turning over the rocks, it‟s not about sticking with it like pull up your socks 

stick with it, it‟s more like I think I need a nap, I need a nap right now and just 

maybe some quiet time and then reground.  I‟m big on regrouping...I need a pot 

of tea and I‟m getting away from eating carbohydrates, but I need something nice 

to eat.  It might be cheese and crackers, but something that tastes good to me, it 

might be grapes, and then I play some nice music that I really like and just be 

quiet and then that‟s regrouping.  Okay, I can go back at it now. 

 

Helping others calls for being mindful of not depleting personal resources:  

...finding our way in terms of how we‟re going to get our own needs met without 

well within my value system.  The issue is how do I get my own needs met without 

stepping all over other people.  How do I be kind and caring while also not 

depleting my own resources because I always put other people‟s needs before 

mine.  So, there are no right or wrong answers to those kinds of questions, it‟s a 

matter of degree and it‟s a matter of who you are and how you want to live your 

life and what your inner resources are. 

 

Perseverance, while uniquely individual, does seem to bear some core ingredients 

including a positive outlook, acceptance of mistakes or life lessons, the balancing of 

helping others with meeting one‘s own self-care needs, and hope for the future. 

 Boosting self-esteem.  This participant discussed how he keeps himself motivated 

to manage depression and maintain healthy changes to his lifestyle.  Here is a portion of 

our conversation about how he does this: 

I watch these positive motivational segments on TV.  I go to this reaching out 

group and they meet every couple weeks and they had this one segment on the 

gifts of self-esteem.  It was a series of DVDs, seven hours worth.  I just went 

through that and there were so many good things in there, and then I always tell 

my therapist who can use it with different patients. 

 

As he mentioned, helping others also makes him feel good.  Examples of  his 
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resourcefulness included finding a self-esteem group on his own, accessing information 

about self-esteem from public libraries, and making notes while watching the videos. 

 A public speaking course for this next participant triggered past self-constructs of 

inadequacy, regrets, and thoughts about success at this stage of life.  However, 

persevering through the course ended up changing some of these constructs and boosting 

his self-esteem and confidence: 

A public speaking course I was taking, I got really down on that because you had 

to use your own personal experiences on it.  I was in depression at that stage.  I 

worked through that and five to six weeks into the course, I really excelled at it. 

 

I think this participant‘s experience reminds us as counsellors that conversations about 

change can help normalize it as a process that might feel uncomfortable and unsettling.  

Further, seeking past experiences of change that clients successfully worked through 

provides hope and optimism that change is possible again. 

 Setting goals.  Participants discussed the benefits of having goals.  Below are 

excerpts from three participants regarding goals: 

Having goals is an indicator that you have some sort of self-esteem to keep 

yourself going that you can still actually look at yourself in the mirror and not be 

totally ashamed of what you see.  I think the fact that you have one or two goals, 

small goals or big goals, is extremely important and that has to be a positive 

indicator to keep you going. 

 

Going back to school is in the goal list and to get back into swimming and become 

a stronger person than I am.  I find it difficult to move on, but each day is 

different with motivation, inner strength and desire to move on, excel.  I have a 

list of goals, things I want to do, to achieve on an everyday basis, short-term, 

long-term, posted on my desktop.  Having goals is very, very important, I can‟t 

stress that enough.  Everyday goals, monthly, and annual goals to keep structure 

in life and chaos away. 
 

I‟m going back to school…I do vision boards. I made one when I quite smoking 

and that one is big and the one that I made for this year has a dancer with leg 

warmers of course and beautiful fruit and vegetables and it says something to the 

effect of eating less but making the most of what you eat. 
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Having goals includes ―clear expectations‖ and articulating ―how do we get there:‖ 

I think to be really healthy, we have to have really clear expectations of what it is 

that we are to strive for, how we tell we get there, and what to do to take 

corrective action if we haven‟t achieved it and that includes academics and that 

includes emotional.  And, the thing that I found in therapy that was powerful was, 

the therapists I most respected and who changed the course of my life were not 

the ones who said, “you‟re terrific no matter what you‟re feeling,” or “this is not 

your fault, you didn‟t do any of it,” but the ones who said “you know you‟re 

feeling this and it might be because of this, this and this and what would you feel 

if you did x, y, and z?”  Like it was about options and it was about this is the goal 

and saying what is that goal, what does it look like, and how do we get there and 

what kind of behaviours take you there. 

 

Sometimes the external environment presents limited opportunities (Antonovsky, 1987; 

Eriksson, 2007; Hobfoll, 1998; Hubble et al., 1999) for goal attainment and available 

resources, necessitating re-assessment and adjustment of goals and expectations 

(Brandtstadter & Rothermund, 1994; Brim, 1992):   

Some of them are not attainable, but if you have ten goals and you can attain five, 

that‟s good.  Although sometimes some of them are not reachable.  There are 

some goals that are realistic, but you just don‟t get the opportunity there.  It is 

reachable, but you don‟t have the opportunity, but I mean certain goals that you 

can‟t reach, those are dreams, fantasy but goals are what you can attain within 

the timeframe that‟s what people can do or reach. 

 

Establishing clear counselling goals (e.g., Burns, 1980; Detweiler-Bedell & Whisman, 

2005; Greenberger & Padesky, 1995; Paterson et al., 2006; Somers & Querée, 2007; 

Wright, 2006) has long been established as efficacious for managing depression.  In a 

different light, participants conceptualized goals more so as personally-defined aspects of 

what we might consider well-being and quality of life.   

 Generativity: Helping others.  What propels this next participant are his 

educational and career goals geared to helping others who are facing similar challenges to 

what he experienced growing up.  In fact, he viewed it as a ―responsibility…to make 

things better for the next generation‖ reminding us that generativity (McAdams & 
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Bowman, 2001; McAdams et al., 1993) during midlife has the potential to help promote 

what this participant discussed (e.g., self-esteem, goals, and maintenance of motivation):    

My goal after all my education, after all my educational goals are done, is to 

become part of the process and to change communities.  It‟s a responsibility that 

we have to take to make things better for the next generation and not just to feel 

sorry for ourselves and say well I went through that and now you have to.  It‟s a 

cop out.  It‟s a key long-term goal...It motivates me and perpetuates me to keep 

working hard and to prove certain things to myself.  When I do talk to other 

people younger than me or the same age or slightly older that don‟t know that I 

know what I‟m talking about, they‟ll see the physical tangible proof...These things 

help to sustain me.  

 

Following a traumatic family event, this next participant discussed the benefits of 

volunteer work and flexibility: 

I mean I‟ve had to kind of adjust my life so that I could just do things that were 

enjoyable and, in my view, were helpful because I mean basically I‟ve got this 

disability and it‟s kind of a chronic symptomatic thing that will not be quickly 

resolved.  I have to assist my son.  So I‟ve basically found some volunteer things.  

I was leading a group...for a while and then I got involved in some volunteer work 

with my church...These are things that I‟m interested in...I can kind of say well yes 

I can commit to doing this, but it‟s not like there‟s an expectation.  

 

As she put it, ―the best way to cure depression is to go out and do something good for 

somebody else,‖ with the proviso of ―guarding against burnout.‖  She recalled how her 

involvement in outside activities ―boosts‖ her ―hope‖ for ―positive solutions‖ and makes 

her ―smile more.‖  Persevering through challenging times is not only self-driven, but can 

be boosted when one enjoys the company of others, as this participant shared: 

However, in order to practice it [being a healthy person], I need to find people 

who are also open to the experience.  I do have a few very close girlfriends that I 

often don't see for long periods of time, but who I can totally be myself with.  It is 

so refreshing. 

 

While change required perseverance, it was not characterized as, in the words of one 

participant, ―a pull myself up by my bootstraps type of way.‖  Rather, it involved 

awareness and understanding of many aspects of the self that took time to learn (e.g., 
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what one finds motivating, how to boost self-esteem, seeking a way to be heard and 

connecting with others, generativity, and self-care).  

 Spirituality.  A salutogenic approach to health ―integrates physical, mental, 

social and spiritual health‖ (Eriksson, 2007, p. 18).  Participants discussed the role of 

spirituality, faith, religion, and prayer in helping them to ―hang in there‖ and weather the 

―cloud or storm‖ as it passes.  Below are some examples from participants: 

Hang in there, it‟s a phase, it‟s a time to build your strengths, almost put to the 

test by God if able to make it through this time in life.  Hang in there because it‟s 

a cloud or storm and this passes too.  If it becomes unbearable, seek counselling, 

therapy, community-based church, friends, family, set small goals daily basically 

and praying helps too. 

 

There‟s always been something to keep me going.  Definitely my faith even when I 

didn‟t legitimately have the faith, but was still surrounded by people that did have 

that faith like my mom and dad when I was growing up that unknowingly kept me 

going for sure. 

 

I am very hopeful about my future.  I plan to go back to school and take a course. 

Some days self pity comes back.  I pray and go to the temple to get away from it 

all.  I have lived, experienced life, learned great lessons, made some good 

friendships, and I hope I have more memorable experiences to follow.  A lot 

depends on me too, what I decide to pursue. 

 

 This next participant shared an experience she encountered while visiting her son 

in the hospital.  She highlighted the need for health and mental health organizations and 

professionals to respect differences in religious beliefs and practices.  ―Like we‘re sitting 

there holding hands praying and a psychiatric nurse comes over and says, what you‘re 

doing is inappropriate, you have to stop.‖  Her feedback reinforces the diverse ways 

individuals cope, grieve, and seek hope and solace.  In the context of counselling, 

listening for clients‘ personal extratherapeutic resourcefulness opens possibilities for 

building on what clients already do to help themselves (e.g., Asay & Lambert, 1999; 

Coleman et al., 2004; Duncan et al., 2004; Lampropoulos & Spengler, 2005). 
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Managing Relationships 

 Participants discussed the sometimes complex nature of relationships.  On the one 

hand, relational interactions buffer isolation and can provide a sense of connectedness; 

yet, on the other hand, they shared their learning around the need to set boundaries and 

seek supportive people: 

I would say that I have to be careful with the relatives that I speak with that 

they‟re intelligent enough, socially intelligent, not academically but socially 

intelligent enough to listen to me when I need them to listen to me and to support 

me that way and I have to be careful with new future friends that I meet that will 

act the same way that they would have the ability to listen properly.  Some of my 

own friends are able to do that, one or two of them, and my wife is able to do that 

sometimes and so I use them as part of my team, but definitely for the future is to 

find more people.  I have to be picky about when I say certain things or talk about 

certain problems. 

  

Sometimes it can be the quality of relationships that helps mitigate depression (e.g., 

Greenberger & O‘Neil, 1993; Rosenbaum & Cohen, 1999).  When others do not ―give 

up‖ through difficult times, this can sometimes help boost one‘s own perseverance:  

I think that everything that I‟ve read and researched on my own was ultimately... 

but the things that pulled me through at the end were human relationships, people 

who embodied the things, people who didn‟t give up on me in the depth of it and 

who would try a joke, would try.  It was all about being engaged as a human 

being until I could start doing that for myself...A whole lot of people who didn‟t 

give up on me including therapists...like all my friends who stuck with me through 

really horrible years, and they were long years, are part of my construct today.  I 

mean these are the people I call my family.  

 

Managing relationships and setting boundaries helps keep stress and depression in check: 

I have learned a lot about myself as well to choose who to let in your life, friends- 

wise because people can really drain you, leave you depressed.  I‟ve learned to 

say no to self-manage depression.  I have become a stronger person in the 

process and have learned some valuable lessons and have had to let go of some 

family members causing stress in my life. 

 

This participant discussed how learning about relationships seemed to go hand-in-hand 

with self-awareness, learning through ―awkward situations,‖ and trying out different 
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strategies to ―figure out the good strategies:‖ 

I think that there is an improvement because of learning more about yourself, but 

also figuring out how to manage situations, how to get rid of toxic relationships in 

your life, how to deal with other people better and stand up for yourself, and, I 

think that those things definitely are skills that you acquire that help you maintain 

mental health...I think you‟re pretty naive about these things when you‟re 20. 

Something that counselling can‟t teach.  I think some of them you can‟t teach 

them for sure, I mean you have to go through, you know, enough awkward 

situations to figure out the good strategies of getting yourself out of them.  I don‟t 

think that‟s something that you read about or learn through counselling.  It‟s not 

to say that you couldn‟t, but I mean that‟s not usually how it happens. 

 

 Relationships were discussed from various vantage points.  Having the support of 

others was not necessarily automatic; rather, effort toward seeking out those believed to 

be understanding and supportive and managing those relationships was suggested. 

Deciding with whom to discuss depression was a consideration that seemed to warrant 

self-awareness about the effect of certain relationships on well-being, and, perhaps even 

distal familial experiences.  Relationships, too, brought light when there was darkness. 

Therefore, presuming that clients have relational support extratherapeutically either 

through others reaching out and/or self-directed help-seeking endeavours is an 

assumption best replaced by checking-in with clients about their relationships and 

supports (e.g., Hubble et al., 1999), quality of relationships (e.g., Greenberger & O‘Neil, 

1993), help-seeking (proximal and distal) (Fan & Eaton, 2001), and interest to enhance 

this area of their lives (e.g., setting healthy boundaries, communication, and so on).   

 After all, individual differences in social supports across the life span (Brown & 

Moran, 1994; Fan & Eaton, 2001; Goldberg, 2001; Lazarus, 1995; Marmot et al., 1998; 

Moos 1990, 1991; Ritsher et al., 2001; Rosenbaum & Cohen, 1999; Ryff et al., 2004; 

Skaff, 2006; Weissman et al., 2005) further highlights this as a valuable conversation 

between clients and counsellors.  How one perceives themselves relationally is learned 
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over time, in part, through the responsiveness of others (e.g., Bandura, 1997), by way of a 

whole tapestry of experiences shaping frames of reference (Duncan & Moynihan, 1994) 

about one in-relation to others.  Self-awareness about what one finds relationally healthy 

was presented as, yet, another way to keep the reservoir replenished.  This facet of well-

being could also be conceived as a health and well-being promoting tool within the 

interpersonal-relational realm of general resistance resources (Antonovsky, 1987; 

Holmberg et al., 2004). 

Noticing Change 

 To begin, the following passage sparked the idea that noticing when things are 

different has many beneficial outcomes: 

The less angrier I was and the less of an expression that I had on my face, the 

more receptive people were to me and around me.  And so when I did need to talk 

to someone like an instructor on a certain problem, they were more receptive. 

Their defenses came down when my defenses came down. 

 

Bolstering his experience of noticing how others were ―more receptive,‖ this participant 

amplified his own progress by moving forward in this way: 

I went and talked to my instructors...and they gave me a lot of positive feedback 

on how I did, right before writing the [exam].  And, so, it‟s the first time I had an 

in-depth positive conversation with my instructors and they were looking forward 

to seeing me back here. 

 

Applying some of the strategies he learned in counselling to real-life scenarios and then 

experiencing a different type of responsiveness from others boosted his sense of agency 

for change.  Berg (1994) has recommended that when clients discuss exceptions to the 

problems they have been experiencing, this presents an opportunity for counsellors to 

build on client-generated change through amplifying their progress.  This can help 

interrupt cycles or expectations related to how one has historically experienced a given 
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context, sort of like breaking a chain of learning transferred from one situation to another 

(Grams, 2001; Haskell, 2001; Nezu & Nezu, 2001). 

 Contemplating a potential job change from an unexpected opportunity, this 

participant discussed his reflection on noticing that he is happy with his life the way it is: 

I was actually, in the last couple of weeks, looking at a possible career change 

going into financial planning and this came out of left field.  I wasn‟t even really 

looking, but this opportunity came up and I explored it a little...Then I talked to 

some people in the industry and then I sat down and thought about it...I really 

enjoy what I‟m doing right now and, ah, and I thought I was going to make a 

change and then I backed away from it and realized that I‟m happy with what I‟m 

doing now.  Yes, I‟m not making as much money as I used to, but I love what I‟m 

doing and it‟s meaningful and it doesn‟t take twelve hours a day and I have 

control over my work day. 

 

The above exemplifies the importance of mindfully attuning to quality of life, especially 

as it relates to decision-making and potential changes during midlife.  Schlossberg et al. 

(1995) have suggested counsellors explore various aspects of a potential transition 

including how it might impact relationships, routines, and so on.  

Living in the Moment 

 Many participants revealed that one of the most helpful life lessons they learned 

through experience as well as during counselling was the capacity to live in the moment, 

albeit, uniquely experienced and discussed: 

Learn to appreciate that the small mundane moments in life are at least as 

valuable or more valuable and more numerous than the peak experiences. 

Learning to reconceptualize what is an „experience.‟  Every living moment can be 

an experience, but people seem to be focused or distracted by thinking of 

experiences as something that will happen to them in the future, or has happened 

in the past.  Learning to make connections, for example, developing an 

understanding of how various experiences relate to one another, they are not 

isolated.  Having an open mind, such as resolving not to dismiss an idea or 

experience however useless it might appear at first sight.  Just accepting that we 

probably cannot understand everything at this particular moment, but that one's 

life is a continuous process of discovery. 
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Taking life day-by-day helps keep it manageable and focused on what ―needs to be 

done:‖ 

It‟s been a long journey and a challenge to make it through every day.  Managed 

daily through medication, exercise, goal setting, prayer time, and monthly 

therapy.  Now it‟s become part of life, hardly notice it, but just do what needs to 

be done and no new symptoms.    

  

Living in the moment reduces worry about the future and the past, leaving more energy to 

―deal‖ with ―whatever the moment brings:‖ 

The other thing I‟ve found that‟s changed is that I tend to live in the moment and, 

again, I think this has come from [personal development program he attended].  I 

tend to think it‟s more [the program], but it could also be my age. I‟m at a point in 

my life where I just find that I live in the moment a lot more.  I don‟t worry about 

the past.  I used to be really focused and worried about the future, thinking when I 

have enough money or when I retire or when I get my bills paid off then I can do 

this, that, or the other thing.  Now I find that I just live in the moment day-by-day 

so I don‟t worry about what might happen or what did happen, I‟m in the 

moment.  So, whatever the moment brings, I deal with it. 

 

This next participant talked about how, over time, she has learned the value of ―focusing 

on the pleasures of today,‖ however, this shift in focus was ―very difficult:‖ 

I found it very difficult.  I think that I was particularly blessed with a number of 

people who, I am a writer, so I had a circle of poets.  I just started to have more 

and more experiences where I realized that I could begin this moment and that 

that could have meaning and that I didn‟t need to worry about the hereafter, and, 

I started to spend more time with friends focusing on the pleasures of today. 

 

In this final example, the participant reflected on his self-directed learning: 

I dwelled on it more.  You just gotta step back and move on.  I think that‟s the 

thing that I‟ve learned through all this self-help stuff, don‟t dwell on stuff that 

happened, just move on, live in the moment and move on, look for the future.  I‟d 

say just live in the moment, don‟t worry about what happened in the past, just 

enjoy what you‟re doing now, always look forward to the future and just use your 

past as a springboard to the future. 

 

 Discovered largely experientially over time by participants, the practice of living 

in the moment has been reported by MBCT therapy outcome researchers (Ma & Teasdale, 
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2004; Segal, 2008; Segal et al., 2002; Teasdale et al., 2000, 2002; Williams et al., 2007) 

to enhance depression management.  Participants suggested it enhanced the quality of 

everyday living, but tended to not frame it as depression management.  Although, they 

commented on how it shifts focus from worrying about the future and past.  ―Just 

accepting that we probably cannot understand everything at this particular moment, but 

that one's life is a continuous process of discovery‖ (Research Participant, 2009) echoed 

the non-judgmental stance of acceptance and decentering espoused by MBCT (Fresco et 

al., 2007; Segal et al., 2002; Teasdale et al., 1995).   

Participant feedback could signal the need for further exploration into the benefits 

of experiential therapy (e.g., Watson et al., 1998).  However, awareness of thoughts, 

emotions, sensations, and subjective reflexivity inherent in experiential therapy did not 

seem to be what participants were referencing when they discussed ‗living in the 

moment.‘  Rather, their focus seemed to be driven not by examining the cognitive, 

physiological, and emotional elements of the moment, but, enjoying the moment for the 

moment‘s sake unencumbered by analysis.  Perhaps being mindful of triggers and 

learning to enjoy the moment are helpful pathways different from a stringent focus on 

triggers that might perpetuate the cycle and be more ruminative than experiential. 

“Pearls of Wisdom” and Life Lessons about Managing Depression and Well-being 

 

 Participants shared factors that boosted and depleted their ability to manage 

depression.  Their ―pearls of wisdom‖ and life lessons about managing the dynamic ebb 

and flow of life are depicted in Figure 5 below.  The well-being reservoir also reflects the 

spirit of midlife‘s gains and losses (e.g., Baltes, 1987; Degges-White, 2001, 2006; 

Goldstein, 2005; Heckhausen, 2001; Lachman, 2004; Sakraida, 2005), planned and 
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unexpected events, and an ability to bounce back and acquire new learning and resilience 

for living.  Antonovsky‘s (1996) concept river of life invokes life‘s continued motion 

forward.  The inevitableness that life does not ―swim along‖ (Research Participant, 2009) 

without interruptions, hits, and misses relays the human need for supports along the way. 

Learning what is personally helpful and harmful to well-being is invaluable, but also 

challenging knowledge to acquire.  This entailed trial-and-error discovery for self-

awareness and self-understanding as well as compassion and patience toward the self.  

Boosting factors tended to enhance quality of life above and beyond managing 

depression.  In fact, participants conceptualized these factors as lessons learned over time 

experientially and incorporated into daily life for reasons other than depression 

management (e.g., maintain the flow of daily tasks, health management, and enjoyment). 

 

 

 
 
 
 
 
 

  
 
 
 
 
Figure 5: Factors that Boost and Deplete Personal Well-being Reservoir 

▪ Self-care strategies 
▪ Managing relationships 
▪ Noticing change 
▪ Seeking support  
▪ Enhancing control in life 
▪ Building self-esteem 
▪ Spirituality 
▪ Implementing routine 

▪ Recognizing strengths 
▪ Living in the moment 
▪ Helping others 
▪ Having goals 
▪ Being solution-oriented 
▪ Flexibility / acceptance 
▪ Sense of humour 
▪ Adjusting expectations 
▪ Don‘t let stress build up 
▪ Purpose / meaningfulness 
 

▪ Unplanned loss 
▪ Focusing on the past 
▪ Dissatisfaction with 
  progress of career transition 
▪ Unresolved distal issues 
▪ Low self-awareness 
▪ Inconsistent self-care 
▪ Worry for family member  
▪ Unrealistic aspirations 
▪ Disregarding health 
▪ Not interrupting cycle 
▪ Financial concerns 
▪ Constellation of stressors 
▪ History of adversity 
▪ Failure / mistake lens 
▪ Stigma of depression  
  Silencing need for support 
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Summary 

 

 This chapter focused on the process of change exploring factors that both 

facilitate and hinder change management for depression.  In-depth exploration of 

participants‘ individual experiences of depression generated barriers and facilitators of 

the cycle of depression.  Personal awareness of triggers was found to be especially 

important toward the interruption of depression; however, on its own, this awareness in 

the absence of applying intervention strategies tended to perpetuate depression. 

Participants discussed many helpful strategies for both interrupting and managing 

depression.  Learning what helped replenish one‘s personal well-being reservoir and 

consistently integrating these boosting strategies into daily living went far to enhance 

overall quality of life. 
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CHAPTER SIX 

COLLABORATIVE COUNSELLING FOR MIDLIFE LEARNERS: 

RELATIONAL AND DIALOGICAL SPACE – 

FOR CLIENT-CONSTRUCTED MEANING, RESOURCEFULNESS, 

AND A FOCUS FOR COUNSELLING 
 

I‟m convinced that the learning process for me from here 

 on in starts from the one hour counselling sessions because  

that‟s equivalent to learning how to do something from a text book 

 sort of speak, but then you have enough information where you‟re not 

overloaded because it was a one-hour conversation that you can apply to 

 the real world for a week or two weeks before your following session 

and then it becomes a building block.  That‟s what I can say  

for counselling and how it‟s perpetuated my learning. 

~ Research Participant, 2009 

That‟s one thing I did learn –  

If I could talk about things, then the depression would lift. 

 ~ Research Participant, 2009 

 

[Salutogenesis] emphasizes the importance of structured 

and empowering environments, where people are able to identify 

their internal and external resources, use and reuse 

them in order to realize aspirations, to satisfy needs, 

to perceive meaningfulness and to cope with 

changes in a health promoting manner. 

~ Monica Eriksson, 2007, p. 18 

  

 Beginning with the first encounter, relational interactions set the stage for the 

therapeutic relationship and how counselling unfolds.  This chapter presents participant 

feedback about their counselling encounters and explores practice considerations.  The 

following three key findings emerged: (a) collaborative engagement is a key ingredient 

for midlife learners in a counselling context; (b) attunement to client-constructed 

meaning and understanding related to depression, counselling, and change informs 

intervention planning; and (c) having a focus facilitates change and has longer-term 

benefits including self-management and sense of coherence (Figure 7).  Therapist and 

therapeutic relational qualities were discussed in light of their influence on how 
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participants benefited from counselling.  In most cases, though, counselling was not the 

only source; instead, personal development and self-esteem workshops and support 

groups, among other resources, were accessed and found to be efficacious to meet either 

a defined goal and/or an avenue for self-exploration.  This finding suggested the need for 

active counsellor inquiry about extratherapeutic resources including what clients have 

found helpful and unhelpful.  Comparisons of individual and group therapy highlighted 

how aspects of group work (e.g., diverse perspectives, an experiential focus, 

brainstorming problem-solving ideas, and self-directedness of readiness to converse) 

were more beneficial than one-to-one counselling, for some participants, supporting the 

fit of andragogical practices for change and depression management.  

 In addition, what stood out were various counsellor qualities (e.g., good listener, 

―down-to-earth,‖ someone who values their ―journey,‖ directness, and sense of humour). 

These seemed especially salient if a participant had experienced one or more negative 

distal experiences with a mental health service and/or educational institution, for 

example.  Moreover, there resonated a sense that sensitivity and attunement on the part of 

therapists to midlife issues be present.  Given that midlife for some was their first 

counselling experience, this further necessitated an understanding, supportive, and 

empowering therapist.  This seemed especially so if first-time past counselling sessions 

were experienced as negative and perceived as stigmatizing depression and help-seeking.  

 Participants suggested ways to improve counselling such as establishing a 

direction, narrowing in on real-life scenarios (Figure 6), discussing what depression 

means, making use of existing competencies, checking-in about progress and adjusting 

the pace of therapy as needed, providing resources in-session, explaining rationale about 
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a recommended intervention and seeking feedback and consent, incorporating discussion 

about health and lifestyle, and collaboration upfront about fit of counsellor approach.  On 

this last point about fit, adaptation on the part of counsellors to accommodate client-

preferred ways of working was not a common practice.  Some of the associated 

implications discussed by participants included difficulty finding a good match, not being 

referred to a more suitable counsellor, having to search for information on their own, 

accessibility and cost of counselling, and getting discouraged as a result of these aspects.  

 Noteworthy, participants varied in what they found useful, amount of 

psychoeducation needed, conceptualization of depression, level of self-directedness, 

proximal stressors and acute life events, preferred therapist style and overall approach, 

combination of counselling with other supports, and readiness for change.  These 

individual differences have implications for counselling practice for depression and 

counsellor training.  Such considerations are explored in the concluding chapter 

enlivening future questions, ongoing discussion about the efficacy of standardized and 

manualized treatments for depression, and renewed practice approaches.   

 Managing the cycle of depression seemed most challenging when a counselling 

goal was not identified, and, hence, when a lack of focus for counselling was present. 

This chapter explores the barriers and facilitators of focusing in-depth.  Throughout this 

project, participants have identified the benefits of focusing such as its capacity to 

improve quality of life, reduce anxiety, facilitate goal achievement, augment positive 

thinking, and boost overall well-being.  Barriers of focusing seemed related to some of 

the barriers of trigger identification and implementation that participants discussed. 

Examples of these cycle interruption barriers included low self-awareness, limited 
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opportunities to practice focusing in a real-life scenario, and an inconsistent approach to 

focusing.  In some respects, focusing could be conceptualized as an important adult 

competency, among others, that facilitates depression management and well-being. 

 I. Collaborative Therapeutic Environment: 

Relational “Building Blocks” for Change and Learning 

 

Talking was a big deal for me because I‟m talking to a stranger talking.  With my 

family is different, but to a stranger, it took a while for me to feel okay to talk.  

But then when I am able to talk, then once I talk, I feel better. 

~ Research Participant, 2009 

A lot of it is how I can connect with the person.  It's hard to measure that. 

~ Research Participant, 2009 

It‟s like we‟re seeds in a garden and if we provide each human being with the 

right conditions for growth...provide individuals with the nurturing and the 

support and the guidance and the insight that they need to naturally  

develop into the people they were meant to be. 

 ~ Research Participant, 2009  

Collaborative counselling does not see its focus as diagnosing and  

treating psychopathology; instead, it elicits clients‟  

competencies and preferences. 

~ Tom Strong, 2000, p. 30 

 

 Participants‘ counselling experiences brought to light a key finding – the salience 

of collaboration for midlife learners.  They discussed the various ―conditions‖ that helped 

them work through some challenging issues, unveil the ―silence‖ that depression had 

become, and navigate life transitions and loss.  Furthermore, they presented what they 

found helpful and unhelpful about counselling, and, in some cases, counter-productive. 

Collaborative counselling has also been construed as a ―learning climate‖ to explore 

problem-solving (Bohart & Tallman, 1999) and a ―candid exchange‖ about deciding on 

counselling‘s topic, criteria for success, and how to move forward (Duncan & Miller, 

2000).  Bachelor, Laverdière, Gamache, and Bordeleau (2007) found, among other 
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findings, clients perceive therapy as collaborative and positive when therapists are 

actively engaged.  Anderson (1996) reported that client advice for creating collaborative 

relationships included listening, understanding, maintaining coherence, trust, and 

synchronization.  Goal-setting has been viewed as a key element of collaboration 

(Duncan & Miller, 2000; Duncan et al., 2004; Strong, 2009; Tallman & Bohart, 1999).  

Bohart (2000) rallied for relational over treatment and medical models for its 

foundational elements to learning, namely, consultation, collaboration, and dialogue.  

Dialogue is the conduit, context, and processor of working through what is getting in the 

way of a healthier, happier life.  Counsellors who open themselves to clients‘ ideas, 

descriptions, perceptions, meanings, questions, responses, feelings, and words embody 

―discursive flexibility‖ (Strong, 2000).  Moreover, collaborative counsellor competency 

―involves a therapist‘s ability to reflectively and resourcefully engage in different forms 

of discourse with clients – flexibly‖ (Strong, 2002, p. 218).  Flexibility applies to how 

counsellors adapt to the differences that clients bring to session (e.g., meaning, 

knowledge, experiences, preferences, resourcefulness, challenges, and solutions) (Strong, 

2002, 2009). 

 Participants‘ therapeutic relational experiences differed in ways such as sense of 

rapport, ease of conversation with their therapist, feeling that they could be themselves, 

being upfront about core challenges, receiving feedback, genuine curiosity from their 

counsellor, and feeling that they could pose questions and challenge suggested 

interventions.  When these therapeutic factors were present, not only did it appear that 

there was collaboration, but, importantly, the participant benefited from the session, and 

experienced progress.  In turn, participants were more readily able to relay to me what 
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they found helpful, including steps they took to manage depression.  Therapy outcome 

research (e.g., Meyer et al., 2002; Zuroff & Blatt, 2006) has reported that the quality of 

the therapeutic relationship facilitates client outcomes (e.g., active engagement, enhanced 

adaptation, among other outcomes).  Therapy outcome research has found that client, 

extratherapeutic, and the therapeutic relationship are the primary determinants of change 

(Asay & Lambert, 1999; Bachelor, 1995; Duncan et al., 2004; Horvath & Symonds, 

1991; Lambert, 1992; Maione & Chenail, 1999; Miller et al., 1997, 2005; Tallman & 

Bohart, 1999).  Given these discoveries, close examination of therapeutic interactions and 

how participants perceived themselves is paramount.  We do not necessarily think about 

counselling as being disempowering; however, inadvertently, as participants discussed, 

relational interactions that were one-sided, ―pedantic,‖ not transparent, and lacking in 

transparency about intervention options and counselling goals generated frustration, slow 

progress and momentum, and contributed to low self-efficacy.  

Trust and Rapport: “I‟m Talking to a Stranger Talking” 

Clients who feel related to in a warm and empathic manner will be  

more likely to experience therapy as a safe space in which to take  

risks and learn.  Feeling accurately perceived, they will also be  

more likely to invest themselves in the process. 

~ Bohart, 2000, p. 136 

 

 Building trust and rapport with clients facilitates sense of safety and comfort, 

emotional expression, and exploration of topics that can stir discomfort (Bachelor et al., 

2007; Bohart, 2000; Brodley, 2006; Fernald, 2000; Rogers, 1946, 1957), key for 

wrestling with history, challenges, risk-taking, and new possibilities.  Adult learning 

theorists (e.g., Knowles et al., 2005) have explored ways to generate an environment 

conducive to experimentation, reflection, and transformation such as a comfortable, 
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flexible, and non-threatening learning space.  There seemed to be various aspects that 

contributed to a trusting relationship.  One participant, for example, discussed the need 

for ―down-to-earth counsellors‖ as this helped him feel more at ease, especially given that 

counselling during midlife was a new experience for him.  Participants also indicated that 

if there was a good relationship, they appreciated and benefitted from counsellors being 

honest or ―blunt‖ compared to what was referred to as ―pat‖ responses. 

 A safe place for questions.  Discussing her gradual readiness for group therapy 

and reconnecting with the ―vocal‖ person she had once known herself to be, this 

participant discussed how a particular therapist and the safety of the group environment 

made a difference in rediscovering her voice and identity: 

One thing was a particular therapist who was a guiding force in creating that 

program.  At the time I came to the day treatment program, even though I‟m a 

fairly vocal person normally, I was in a very silent time.  I just didn‟t know how to 

come out of the silence that my depression had become.  And she just seemed to 

be aware of my response when various topics were brought to the group by 

someone else and would ask probing questions and that kept me engaged enough 

that I trusted her.  Then in the after group, my husband left me and for me that 

was the key thing, that was not old, that was not rooted in my past, it was the 

nature of our relationship that was helping keep me in a pattern of sickness.  I 

was finally able to be honest...It was a safe place to say that and to start to really 

be honest about what I was, who I was, what I needed, and what my limits were. 

 

The above group experience reflects a combination of a felt sense of trust, rapport, and 

safety and highlights the importance of therapeutic relational qualities.  Overall, these 

―conditions‖ (Research Participant, 2009) could be seen as essential for personal 

exploration, discovery, honesty, and growth. 

 Honouring and valuing experience: “Respect my journey.”  In the next 

excerpt, the participant compared her counselling experiences and highlighted the 

importance of being respected and having her life journey honoured: 
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They [counsellors] need to, I need people to accept, yes, they can challenge me on 

my motives and intentions, but respect my journey, respect that I‟m not an idiot 

and I do have morals, they‟re just not necessarily the same as yours.  But I‟m on a 

path and I‟m learning and growing and changing as I go along...I must respect if 

they are a professional incapable of coping without getting angry and distressed 

by my story, then I need to keep looking and leave them alone.  They probably can 

help somebody else, but not me. 

 

In the absence of the felt sense of respect, dignity, and being valued, counselling could 

inadvertently perpetuate ruptures to self-worth and belief that one has the confidence and 

resourcefulness it takes to make changes.  This participant discussed the importance of 

feeling valued: 

I felt that every time that I went in thinking that I had no value that I was only a 

burden on other people and that there was no hope, he always engaged me in a 

conversation in which I found myself answering his questions and finding that I 

did have meaning, that I did have value, and that there was something, that I had 

a unique perspective on things that was just as unique as anyone else‟s insight.  It 

sounds pretty basic, but if you‟re deeply depressed, that‟s a really major 

breakthrough. 

 

Moreover, the above passage draws our attention to how this participant experienced this 

therapeutic relationship.  It appeared that the therapist‘s conversational and actively 

engaging style combined with questions presented an opening for this participant to 

experience herself as ―unique‖ and someone with ―meaning‖ and ―value.‖ 

 Being in “sync” with clients.  Anderson‘s (1996) interviews with her own clients 

to discuss their advice for creating collaborative relationships generated the practice ―stay 

in sync‖ (p. 203), among other client feedback.  Anderson (1996) stated this calls for 

honouring the client‘s ―pace, rhythm, and timing,‖ ―not going faster‖ than the client, and 

not assuming the client has ―understood or agreed;‖ instead, ―check it out‖ (p. 203).  

Collaboratively-oriented counsellors attune to the moment-to-moment dance (Anderson, 

2007) and frames (Keeney, 1990) of therapy just as the previous participant seemed to 
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suggest when she highlighted her therapist‘s ―timing‖ of intentional, yet, unplanned 

questions during group therapy.  For her, it seemed to be the ―questions‖ that provided an 

opening or preview of a former and yet-to-be self inviting her to take this preview where 

she chose.  She informed me that she has since incorporated healthier relationships into 

her life.  Being in-the-moment with clients requires attuning to emotion (Greenberg, 

2002; Greenberg & Watson, 2006; Missirlian et al., 2005), language (Anderson, 1996, 

1997, 2007; Strong, 2000, 2002, 2009; White & Epston, 1990), and bodily-felt sensation 

(Gendlin, 1969, 1996; Gendlin & Olsen, 1970; Ikemi, 2005; Leijssen, 1998; Richert, 

2002).  To work with depression means understanding it as an ―experience that varies 

greatly from individual to individual and within the same individual from moment to 

moment…‖ (Greenberg & Watson, 2006, p. 5). 

 It helps when counsellors translate being relationally in-sync into discourse that 

meets clients where they are at: 

I think the counsellor should be trained well enough to know and engaged that 

they can be that blunt or another day not as blunt.  But you see the same pattern 

going on and the counsellor continues to say just nice things and you‟ll get better 

and pat you on the back, then you‟re just enabling that habit, you‟re not getting 

rid of it. 

 

This next participant stated that he ―switched therapists‖ and shared the following: 

If she‟d just lighten it up a bit, it would have been a lot better...She [new therapist] 

was really pleasant to talk to and had a good sense of humor to bounce stuff off 

her. 

 

Honouring the pace of where clients are at (Anderson, 1996) and checking-in with them 

can help build collaboration; however, when this does not happen, it can lead to 

frustration.  In fact, this next participant shared her views of counselling as a ―painstaking 

process,‖ questioning whether or not it could help her in the future:  
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I got frustrated by the length of time it took to re-orient my brain.  I remember 

mentioning this to my counsellor and she put it in perspective when she said that 

even though I had been seeing her for six months or so, it was, in real time, less 

than a full week of work.  It is a very painstaking process, unless you have the 

time to immerse yourself in it, which most people don't.  In some ways it must be 

easier to be an alcoholic and go to rehab.  Counselling is so very very slow... 

That‟s it exactly.  I would express my frustration at the lack of progress I felt I 

was making, but nothing would happen.  

 

 The idea of ―talking to a stranger‖ about topics often deeply personal and that 

may have been ―silenced‖ for years provides a compelling case for counsellor 

competencies to establish a safe, comfortable, respectful, and inviting space. 

Collaborative counselling that builds on trust and rapport has the potential to foster the 

relational and conversational ―learning climate‖ (Bohart & Tallman, 1999) that creates 

openings, possibilities, and invitations for candor, being in-sync (Anderson, 1996), 

honouring the journey, questions, and client-constructed meaning.  For example, CCT 

(Rogers, 1942, 1946, 1956, 1957) has incorporated rapport-building therapist qualities 

such as warmth, understanding, acceptance, empathy, respect, genuineness, being non-

judgmental, and honesty as core to the change process. 

Active Listening: Closing Manuals for New Openings 

 There was a resounding sense that participants wanted to be heard, and, not just 

by their counsellors, but also through a liberation of their experiences, advice, and voices.  

Many stated that they volunteered for the study because they wanted ―to help others‖ and 

―share what [they] have learned.‖  To be heard and understood requires good listening 

skills on the parts of counsellors.  Participants evaluated this competency as vital to the 

therapeutic relationship and counselling process:  

Overall, I thought the experience was good.  It has made me a believer in it 

because I just came out of the counselling sessions feeling a lot more positive than 
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when I came in.  Having someone there to listen to me express myself and ask key 

questions that made me think was what definitely helped me clear my head. 

 

Next, the following participant compared past experiences of not voicing his opinions to 

his preference for being an active contributor in counselling: 

I used to sit back all the time and hear everybody‟s opinions.  I was a people 

pleaser, but I never gave my own opinion, would just try to make sense of what 

everyone else was saying without hurting anybody‟s feelings.  That‟s my biggest 

problem I had over the years.  Now I just give my own opinion, to heck with what 

everybody else says, what about my life experiences.  

 

Another participant discussed the importance of feeling understood, ―The compassion, 

you know somebody who can listen, who understands what you are going through and 

who knows you know what you‘re feeling and what to do about it, that‘s essential.‖ 

Part of being in sync involves actively listening for the timing of ―the right questions:‖ 

I don‟t think there‟s anything unhelpful because there‟s somebody knowledgeable 

or experienced to know what you‟re going through, or educated about the 

situation who would understand and listen and ask the right questions, or say 

things to make you realize you are a person and you deserve better than what was 

happening to you. 

 

When participants felt that they had been heard and understood, it tended to boost their 

sense of agency and self-worth. 

 In the following excerpt, this participant wrestled with the ―purpose‖ of 

counselling:  

You talk about it, you learn and then even from talking about it.  I think the whole 

purpose of counselling is you hear yourself.  Half the time, a larger part of the 

time, the person you are talking to doesn‟t say anything back to you except agree 

with you, but, you are talking and you are hearing yourself and then you are 

letting out as well.  So, I think, to me, you can hear what you are saying and 

understand what is happening.  I think that is the main healing part of therapy.  

You are able to talk and you know someone is listening and agreeing with you 

and they are not judging you, making conclusions on what you‟re saying. 

 

Part of active listening entails curiosity, ―asking the right questions,‖ communicating 
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understanding, putting forth an idea, and remembering and restating client-constructed 

meaning to carry forth the conversation. 

 “Genuinely curious questions.”  When we are curious about a topic, a felt sense, 

an experience, or some other facet of the world that addresses us, this helps clear the way 

of assumptions, preconceptions about a topic, and entrenched ideologies.  The impact of 

the ―healing force‖ of curiosity can be felt in this next passage:  

Oh, I think there‟s a number of things [for managing depression], and I mean I 

wish there were easy answers because I know as a researcher you need to break 

things down, but what I‟ve experienced was really very complex; and, with my 

psychiatrist, there was both what I realized was a very concerted and consistent 

therapeutic approach where he met my panic and sense of being overwhelmed 

with very specific questions that helped me break it a part, but that was always in 

a context whether or not this is true, I felt that man really cared about me.  He 

would sometimes ask me honest, curious questions about areas of life that I had 

certain expertise in so that in the midst of feeling like a depressed subject, I still 

felt like I was a human being who had things of interest that somebody else might 

want to hear.  And that was very profound and I‟m not sure that he could have 

been as much of a healing force in my life if he hadn‟t also been that kind of 

person.  It‟s hard to tell, like, I think he‟s a really skilled clinician, but, that 

ability that sometimes he would just out of the blue ask a genuinely curious 

question about something I knew something about gave me a sense of my worth 

that, at that time, was totally inaccessible to me. 

 

What made the difference for this participant?  Therapist qualities such as caring, genuine 

curiosity, asking questions, staying on track with a ―consistent therapeutic approach,‖ and 

being in-sync with how she was feeling seemed to make a ―profound‖ difference for her. 

 In the following passage, we get a sense of the transformative nature of curiosity 

as this participant discussed the impact of being heard: 

When I reflected on the therapy afterwards, it was always interesting to me that 

what he seemed to do was, he asked me questions so that I was engaged in 

answering the questions and that he then reflected back to me what I said, but I 

never felt that it was that he was giving me a version of my life from his 

perspective, but rather that he was helping me to see what I was thinking.  Very 

much so [reflection was a key learning process], and, it was the fact that when I 

went to him in a place of real darkness, I always felt like it was a conversation 
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that he was waiting to see what I would say, and, I was so clinically, chronically 

depressed that it was very hard for me to engage with anyone at that point.  So 

those were healing moments where he asked a question in a very curious way as if 

I had something to say that was worth listening to and that was extremely 

important to me at that point. 

 

Researchers (e.g., Asay & Lambert, 1999; Lambert & Anderson, 1996) have suggested 

that a client‘s capacity to relate is an important factor, among other client factors, 

contributing to therapy outcomes.  Relational (re)connections during midlife buffer loss, 

loss accumulation, and past relational ruptures (Jordan, 1989; Robb, 2006; Ryff et al., 

1998; Ryff et al., 2004).  Genuine curiosity seemed to invite ―telling the story‖ (Research 

Participant, 2009), self-questioning, valuing of self, and a sense of relational connection. 

Client-Constructed Perception about Fit and Rationale 

 Collaborative conversations between clients and counsellors involve the direction 

of therapy, goals, various strategies, progress, and barriers to change.  Ilardi and 

Craighead (1994) indicated that counselling efficacy is augmented when discussion of 

treatment rationale and routine in-session occurs.  I think this also empowers clients with 

information and lessens anxiety about counselling.  In this first example, the participant 

explored her experience of a session when no rationale for interventions was provided: 

I had already taken post graduate coursework and so knew what a lot of his 

interventions that he might offer were, so I was like waiting for him to tell me, 

okay I would like to try this intervention with you... 

 

When counselling gets out-of-sync (Anderson, 1996), it can sometimes be the result of 

limited dialogue about process and checking-in to see if it fits clients.  In fact, some 

depression studies have shown that client perceptions about fit between issue and 

treatment approach was a key factor to successful outcome (e.g., Elkin et al., 1999).  

Below is another participant‘s experience of not knowing the direction of counselling: 
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It took me a while to catch on first of all what she was doing and then to admit it. 

I mean I understood the process, I just didn‟t know why she kept sort of pushing 

and certain directions that I thought initially were, well, not helpful and then it 

turned out to be helpful, I guess. 

 

 Participant feedback implicated a collaborative stance of empowering clients with 

information and including them in decision-making and planning, a key aspect of adult 

learning (Bohart, 2000; Knowles et al., 1998, 2005; Kolb, 1984; Zubialde et al., 2007). 

Clients who may be experiencing low decision latitude (Karasek, 1979; Karasek & 

Theorell, 1990; Mausner-Dorsch & Eaton, 2000; Wang & Patten, 2001; Wilkerson, 2006) 

(e.g., in their workplace), may experience further loss of control and self-agency in the 

context of counselling if they experience limited involvement in decision-making.  Four 

aspects of counsellor collaboration were implied in the passage below: (a) demystify 

learning and change, discuss practice and repetition; (b) normalize not all strategies work 

for everyone, encourage experimenting; (c) keep change manageable by not suggesting 

too many strategies, or between-session exercises; and (d) check-in about progress: 

I would come in [to therapy] with examples [of life experiences], and then they‟d 

give you their opinion on it a bit, what to try.  So I would try that and so it was 

good.  It took me a while to figure out that they‟d tell you to do something, try a 

different way, but I would try it and if it didn‟t work within a couple of days, I‟d 

just go back to my old way.  A lot of these things you‟ve gotta work on them 

months on end.  That‟s one thing they don‟t really tell you that, but then maybe 

you assume.  They give you all these different things to try.  I just take it to heart 

that it‟s going to work. 

 

 Depression outcome research (Blatt et al., 1996; Ilardi & Craighead, 1994; Kelly 

et al., 2005; Kim et al., 2006; Krupnick et al., 1996; Zuroff & Blatt, 2006) has linked 

efficacious client outcomes to therapist efforts and client factors (e.g., expectations about 

therapy and fit of treatment approach and attributing gains to their own efforts) (Asay & 

Lambert, 1999; Bohart, 2000; Elkin et al., 1999; Ilardi & Craighead, 1994; Lambert & 
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Bergin, 1994; Meyer et al., 2002).  When the course of therapy was not making sense to 

participants, this impacted their views and expectations about the helpfulness of 

counselling, their in-session contributions, and the efficacy of between-session work.  

Poor co-planning of homework impacted focus and progress.    

Summary 

 Collaboration, a back and forth relational and conversational movement, beckons 

a stance of caring, respect, valuing, trust, curiosity, and arriving at a place where the co-

challenging of old narratives, patterns, feelings, and problems can take place because of 

this stance.  While not wanting to sound prescriptive, there do appear to be certain 

―conditions‖ (Research Participant, 2009; Rogers, 1957) for learning, change, and 

growth.  Relationally speaking, perhaps, conditions are more akin to relational qualities 

such as being in sync (Anderson, 1996) and counsellor competencies such as listening for 

learning opportunities and fostering openings for change by way of curiosity.   

II. Active Inquiry for Client-Constructed Meaning,  

Perspectives, and Ideas about Resourcefulness for Change 

and Depression Management 
 

Each conversation and relationship we have with others is an opportunity to learn. 

~ Joshua Guilar, 2006 

  

The meanings and understandings we attribute to the events and 

experiences of our lives, including our self-identities, are created, experienced, 

 and shared by us in conversation and action with one another and with ourselves. 

~ Harlene Anderson, 1996, pp. 195-196 

 

 The construction of perspectives occurs through an individualized lens but one 

shaped by a myriad of sociocultural and relational experiences, beliefs, values, 

ideologies, language, and our location in history.  There are potentially limitless 

influences on how one perceives the world at any one time with distal and proximal 
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experiences colliding, some more salient than others, at that moment.  The historically-

situated lifeworld or Zeitgeist (Dilthey, 1977; Gadamer, 1960/2004, 1988; Gullette, 2004; 

Hollis, 2005; Lachman & James, 1997; Martin & Thompson, 2003; Wahls & Kruse, 

2005; Whitehead, 2004) influences socially-constructed ideologies.  In turn, ideologies 

tend to be powerful architects in the formation of self-concept, and, thus, how one 

perceives themselves in relation to change; for example, as being, or not, an active agent 

(Asay & Lambert, 1999; Bohart & Tallman, 1996; Duncan & Miller, 2000; Duncan et al., 

2004; Lambert & Anderson, 1996; Miller et al., 2005) in the process of change.  

 This section discusses participant feedback that generated four findings related to 

the change process for depression: (a) variability in conceptualizations for depression 

influence perceptions about resourcefulness and agency to affect change; (b) active 

inquiry about extratherapeutic resources and client resourcefulness fosters learning; (c) 

discounting client-constructed lenses impacts progress; and (d) getting to know clients‘ 

strengths, resourcefulness, and competencies involves questions, curiosity, embracing 

diverse perspectives, and an honouring of clients‘ experiences.  

Construction of Depression: Language‟s Self-fulfilling Prophecy 

 Participants conceptualized depression as a biomedical issue, a ―human 

condition,‖ helpful to ―creativity,‖ a ―beast,‖ ―thing,‖ and an ―it‖ external to the self. 

Attuning to language informs change process factors such as counselling expectations 

and perceptions about control and self-efficacy.  For example, if a ―cure‖ is being sought 

by clients, there may be the need for collaborative efforts to co-generate realistic 

expectations for therapy (Hollon, 2003).  Loss of hope for change was experienced by 

some participants who held predominantly biological constructions of depression. 
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 Externalizing this “ailment.”  The following passage depicts the battle against 

depression‘s stigma.  In addition, during our conversation, this participant attributed her 

distancing of depression helpful to focusing on her strengths and career goals:    

Honestly, I never wanted it, I don‟t know if it‟s a bad thing or not, but I have been 

too strong to want to accept any kind of ailment or disadvantage.  Even if I have a 

headache, it‟s nothing you want to agree or accept.  And then, from watching TV 

or reading about it, I never felt comfortable accepting the fact that I had 

depression, even up to now because this is not something that was brought on by 

myself.  I feel beat up and bothered really because I still feel it‟s a stigma...I feel 

really bad that I should be considered somebody who‟s had depression. 

  

Another participant discussed how ―not owning it as part of [her] personality‖ helps: 

...and not owning it as a part of your personality.  It‟s just a condition, or a 

disease, or whatever they have termed it so that it‟s something that you don‟t have 

to own as part of your personality, or some sort of failing...there are so many 

things that you can‟t really talk about with most people and there‟s still a real 

stigma around depression, so, you sort of have to have a kind of  outlet, a neutral 

outlet, for talking about these things.  I find that‟s helpful.      

 

Making sense of depression amidst a backdrop of heavily entrenched ideologies and 

stigma is challenging.  What would help is a contextual view of depression that takes into 

account factors such as stressors and family history: 

The perception of depression is for me hard to accept because you know people 

tell you it just happens to the best of us, it‟s just something that happens, it‟s a 

chemical imbalance and stuff like that.  It‟s possible, I don‟t know.  I wouldn‟t 

know how to diagnose it, but I can talk about it because I feel in my case 

something happened [work and financial stressors] and I got upset I couldn‟t do 

anything about it, so it [depression] got worse...I don‟t think it was a sickness as 

in I was sick or something, but something about my situation led to it.  And, I‟m 

sure there are people like that and then there are other people who just did not 

have love in their lives and family supports and so there‟s always something 

missing, but then so sad, so low to the point of depression.  People are different.  

But, for me, it‟s just hard for me to accept because I don‟t categorize.  I don‟t use 

the word „depression‟ – I‟m stressed, I‟m upset, although I know depression is a 

form of stress, but, you know, it‟s just personally, it‟s always something that‟s 

hard for me to accept. 

 

This next participant discussed her views about the stigmatization of depression and how 
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it prevents help-seeking: 

A lot of people don‟t see a therapist because counselling is also stigmatized.  I 

certainly loved those ads on television a few years ago where there was the guy 

who‟s sick and he‟s in bed and he‟s got casts all over his body and everybody 

feels sorry for him, but then they sort of fade away and then you realize that this 

person‟s problem really is that they have depression...if I had diabetes, people 

would think okay she‟s got diabetes, but having depression is, it‟s sort of a failing 

and, so, if people didn‟t feel that it was this flaw in your character or a weakness, 

but that it was, in fact, just a disease like anything else, I think that‟s what needs 

to happen...especially American culture, it‟s based on competitive attitudes, so 

having these failings, although we seem to be okay with other kinds of illnesses, 

but depression is seen as a character flaw and I think that‟s the problem. 

 

 Relaying their experiences of depression‘s dominant discourses, we hear their 

own efforts to ward off being pathologized and held back by the rooted history of 

depression as ―ailment,‖ ―weakness,‖ and ―disease,‖ their lenses also influenced by its 

links to personality, biology, and medicine.  Externalization (White & Epston, 1990), a 

way of conceptualizing ‗problems‘ as non-integral to individuals, opens space, 

possibilities, and hope for the discovery and promotion of strengths, resourcefulness, and 

health over illness, disease, and pathogenesis (Antonovsky, 1979, 1984, 1987; Eriksson, 

2007).  As one participant stated, ―It [depression] becomes almost another person in this 

relationship that I‘m in, with that, I could evaluate it and almost have a dialogue with it.‖  

Standing back from depression invites dialogue about the sociocultural, relational, and 

environmental aspects playing a role in the construction of depression. 

 The weight of the word „depression.‟  One participant shared his views about 

depression defined in a western context: 

I feel that the whole concept of „depression,‟ as defined in a western context, 

seems to reflect badly on the individual, like a stigma.  In contrast, I view 

depression, at least mild/moderate forms, as having many beneficial effects such 

as increased creativity, heightened awareness, elation at being alive, felt 

connection to objects both living and non-living, et cetera.  I think one should 

start by recasting the meaning of the term and changing the term itself.  The word 
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„depression‟ has negative connotations just by being used to describe many 

negative events like a weather depression, an economic depression. 

 

Depression brings with it perceptions, including stigma, based on the history of the term.  

Meaning and associations attached to words can be deeply rooted and difficult to change.  

 Normalizing depression lifts barriers and silence.  This first participant 

discussed how normalizing depression fosters help-seeking and validation: 

I would say in a way it‟s normal, that it‟s okay, it‟s okay to feel that way, some 

validation I guess and there is help and there is hope, and, so, talk to your family 

doctor, phone Canadian Mental Health, go on-line.  Depending on how serious or 

what situation a person is in, if it was a crisis go to the hospital, phone the crisis 

line...It‟s okay to ask for help.  

 

For some participants, acceptance of depression promoted active engagement in ongoing 

supports and discussion about depression: 

Once I got over the hurdle of admitting I was coping with depression, after the 

hospital program, I did attend a support group on and off for a while and I did 

find that helpful where people just talked about what their experience had been 

that week, or the past year, or whatever and just hearing that other people have 

similar experiences and how they‟ve coped.  I found that helpful just in terms of 

accepting, gaining acceptance for my situation.  I was okay to admit that I suffer 

depression. 

 

Similarly, this participant discussed the importance of accepting the ―reality‖ of 

depression: 

I think that acceptance of this is what makes humans alive, is what makes it easy 

to live with it.  I have done some research on my own – Internet, journal articles, 

thinking about it on my own.  But, I usually do not discuss it with others.  This is 

one more reason why depression is not well understood or accepted.  No self-help 

books.  I don't much rely on pop culture books or TV shows.  I don't mean 

discussion with others per se, but an understanding among people that so-called 

depression is as much a reality and a subject as interesting as discussing what 

sports team won last night. 

 

His comments reminded me of a Globe and Mail (Abraham, 2008) discussion 

forum about mental health and the many contributions emphasizing the need for more 
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transparent dialogue about depression. 

 Information can be empowering.  Following a negative experience with 

therapy, this participant talked about how difficult it was for her to ―trust the system‖ and 

seek help; however, during midlife, by way of caring relationships, she was encouraged 

to attend a women‘s depression group.  For her, psychoeducation about depression was 

―freeing‖ and the group‘s ―objective approach‖ was a good fit for her:  

I felt like I was having a little bit of distrust about the system and because I felt 

that, the stigma combined with my bad first experience with the psychiatrist, I 

didn‟t want to depend on somebody else for my health, I wanted to try and do as 

much of it on my own as I could.  This program at the...was exactly what I needed 

at the time and it was my first step.  I also was really reluctant about taking 

medicine and antidepressants.  I thought it was in my mind, it was somehow 

admitting some defeat...What was really helpful about this women‟s program, not 

only that it was accessible, it was a very objective approach.  The whole six week 

program wasn‟t about navel-gazing and soul searching as much as it was 

understanding what depression is, the chemistry part of it as well as all of the 

issues around it.  The understanding that it was a brain chemistry issue really was 

freeing in a way because it could take the guilt off me, that I didn‟t have some 

major personality like some fatal flaw in my character or something, but it was an 

organic problem that could be treated and that I was in good company, that there 

were a lot of other people struggling with the same thing. 

 

This feedback speaks to individual differences in preferred approaches.  While this 

participant found a psychoeducational group helpful, other participants preferred 

modalities such as interpersonal psychotherapy and support groups. 

 Can genetic conceptualizations deplete resourcefulness?  The following 

participant conceptualized depression as a ―lifelong struggle:‖  

I don‟t think I‟m ever going to be rid of it.  I think probably a lot of the theories if 

you have one major episode, the likelihood of it happening again is whatever 

percentage, 50% or whatever, and then once you‟ve had two then...So, for me, 

I‟ve had a few and I know that it‟s going to be a lifelong struggle for me and I 

believe too that it‟s part of genetics.  I think I had both a depressed mother and 

father who were undiagnosed and I can see it in my siblings and even their kids.  I 

think that there is a genetic component to it. 
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Researchers (e.g., Essex et al., 2001; Goodman & Gotlib, 1999; Luoma et al., 2001) have 

discussed the intergenerational impact of maternal depression as well as the relationship 

of parents‘ own satisfaction with attaining life goals on the familial environment (Lauer 

& Lauer, 1991).  Participants reported that family members who experienced depression 

tended to neither discuss their challenges nor seek help, potentially role modeling a ―go it 

alone‖ coping style.  This next participant recounted depression in his family:  

My dad‟s brother had manic depression; he was institutionalized many times, so 

it isn‟t out of the blue for our family, and dad‟s pretty sure that he‟s struggled 

with depression too in his life.  He‟s never taken medication or been diagnosed, 

and, my mom ran a self-help group for Over-Eaters Anonymous.  And so, I was so 

close to this and the 12-step program.  I saw it all, but that would just be another 

reason for me to beat myself up and say, gee you know all this stuff about self-

help and the 12 steps.  Well you should know better than to let yourself get into 

this situation. 

 

The following participant discussed the benefits of having family members and friends 

who experience depression.  She referred to this as a ―comparing of war stories:‖  

I have friends who have depression, my sister has depression, my mother had 

depression.  So it kind of runs in our family.  So there‟s resources all around me. 

People who I can relate to. 

 

She also stated that, over time, she has learned to be more proactive about reaching out to 

others as a kind of ―touchstone‖ for prevention.  Similarly, this next participant shared the 

importance of family care and support: 

My mom was very worried because I‟m a very cheerful person normally...So they 

[family] always ask, how are you doing?  I had people calling to know how I was 

doing, to talk to me.  So that helped me at a point because then I can laugh, I can, 

you know, we share stories and it‟s fine.  So, that carried me for a little while... 

 

She added that growing up in her family, it was typical to openly share experiences:  

From my background, I was taught that I come from a family background where 

there‟s a lot of integration and family interaction, so you‟re not really on your 

own.  So, there‟s always that support, you don‟t have to go to a professional to 

get that help...      
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 Diverse perspectives about depression draws attention to the need for counsellors 

to actively engage in getting to know how clients conceptualize depression and those 

aspects contributing to their unique lenses.  For example, the perception of depression as 

―lifelong‖ attributable mainly to genetics compared to depression defined according to 

proximal stressors with the desire to externalize it has implications for these four facets of 

counselling: (a) meeting clients where they are at in terms of how they define self-

concept related to depression and agency (e.g., self-directed, Knowles et al., 2005; 

resourceful, Antonovsky, 1987; Lindström & Eriksson, 2006; and low sense of control, 

Bandura, 1977; Lazarus & Folkman, 1984; Seligman, 1975); (b) inquiring about a 

client‘s readiness for change (Prochaska, & DiClemente, 1992) and readiness to learn 

(Knowles et al., 2005); (c) identifying facilitators and barriers (e.g., availability of 

general resistance resources, Antonovsky, 1987; Holmberg et al., 2004); and (d) working 

to understand a client‘s theory of change (e.g., Duncan & Miller, 2000) for depression 

(e.g., the view that genetic predisposition makes change unlikely).  Optimism for change 

that has become deflated by the weight of genetics, for example, is an address to 

counsellors to listen for client resourcefulness and exceptions (Berg, 1994; de Shazer et 

al., 1986) to the genetics narrative shaped by factors such as exposure to intergenerational 

depression, family conflict, and early onset depression. 

Inquiry about Extratherapeutic Factors and Client Resourcefulness 

 In addition to understanding clients‘ perceptions about depression and 

contributing factors, counsellor inquiry about the broader salutogenic context of how 

clients have engaged in promotion of their own well-being is essential.  This includes 

resources they have accessed, what they have found helpful and less helpful, and their 
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ideas for future resources and supports.  In tracing the history of depression models and 

theories (e.g., diathesis-stress), the narrowing of depression‘s context to symptoms within 

the individual (Horwitz & Wakefield, 2007; Keen, 1978; Leventhal & Martell, 2006; 

Piazza & Charles, 2006; Pies, 2008; Radden, 2000; Stoppard, 2000; Watson, 2007), 

overlooks the broader context of relational, environmental, and sociocultural aspects of 

people‘s lives.  A narrow definition of depression in the context of counselling might 

deplete the possibility of co-development between clients and counsellors of a tailored 

course of action that promotes self-agency and incorporates available resources and client 

resourcefulness.  

 Respect and valuing of experience entails getting to know what clients know 

about depression and how they acquired the information; in part, to help ensure they have 

accurate information while, at the same time, not deflating their self-directed efforts and 

knowledge base.  Active inquiry and collaborative engagement entails asking questions, 

being genuinely curious, and not leaping to assumptions.  Andragogically, this involves 

honouring adults‘ experiences, knowledge, and ideas about information-seeking and 

learning.  Salutogenically, this encompasses collaborative efforts to further health and 

well-being promotion and quality of life.  As one participant stated, ―treatment has to be 

tailored specifically to the knowledge level of the patient.‖  The sharing of information 

and ideas about depression not only builds collaboration, but it also promotes the type of 

therapeutic alliance where practice approaches can be negotiated.  A counsellor, for 

example, who conceptualizes depression through the client‘s lens, can more effectively 

gauge appropriateness of psychoeducation in terms of information and resources about 

depression and other related challenges the client may be experiencing.  In the absence of 
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this knowledge, counsellors may find themselves frustrating well-read clients.  

 Self-help resources: Are they helpful?  In the words of one participant, ―I‘d 

have knowledge, but nothing would change.‖  Participants‘ insights about self-help 

materials highlights individual differences in various facets of self-help including 

efficacy of self-help resources (once a resource was tried), perspectives about ‗self-help,‘ 

and resourcefulness and/or self-directedness in accessing resources.  This participant 

stated her preference for ―talk therapy‖ over so-called ―quick fix‖ self-help books:      

I just have an aversion to them [self-help books].  They seem to be these kinds of 

quick fix kind of things that people buy up in the same way that they buy up books 

on learning Spanish and nothing really happens.  So, I don‟t know what kind of 

learner would actually benefit from them.  I mean there are some general 

principles that are very helpful if people are able then to apply that to their own 

lives.  I think that they‟re meant to be comforting, which they may very well be, 

but there‟s no real opportunity for them to challenge you on a level which could 

trigger change. 

 

In a similar way, this participant discussed the absence of experiential learning with self-

help books: 

[Self-help books are] not for me.  I think part of it to for me is that I can sit and 

read a book and it doesn‟t go beyond my brain, it‟s just knowledge and 

information, whereas being part of the group, there‟s a different dynamic. 

 

Knowledge in the absence of practical application has not been efficacious for this next 

participant who compared counselling and self-help books:  

The counselling and the 12-step program and, I mean I‟ve tried different new age 

groups and things that I‟ve explored over my lifetime, nothing really fit and 

nothing really changed.  Like I would get knowledge, but I didn‟t feel any 

different or my behaviour didn‟t change.  Reflecting back, one of the things that I 

realized for myself is that I‟ve always been very mind-oriented, so, you know I 

would read a lot of self-help books and that sort of thing, but I found it impossible 

to put things into practice.  I‟d have knowledge but nothing would change. 

 

Furthermore, when he compared his various experiences with individual, group, and self-

help approaches, he highlighted what he has found helpful and why it fit for him: 
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The way they [personal growth group] explain it, the way the program explains it 

is we‟re all creations and it‟s like we‟re seeds in a garden and if we provide each 

human being with the right conditions for growth, the right soil, the right 

fertilizer, the right sunshine and water and nourishment, then we just naturally 

grow and develop into the individuals that we are and it‟s just like a garden.  And 

so, the whole concept of the program is to provide individuals with the nurturing 

and the support and the guidance and the insight that they need to naturally 

develop into the people that they were meant to be. 

  

 Applying some of what he learned from self-help books was explored by this next 

participant.  He emphasized the need to ―separate the wheat from the chaff‖ as it can get 

overwhelming if one tries too many suggestions from self-help resources:  

I had a little to-do list for the day...but, it‟s so hard for me to be systematic about 

them, write it and stick with it regardless through the tempests and through the 

calm part.  It‟s so hard and I know it would help me if I did that, but I mean the 

other thing is, I‟ve tried various different ways, different systems...I learned most 

of that stuff through self-help books that I‟ve got, or magazine articles, or Internet 

stuff...You‟re not going to retain everything from that book, or your not going to 

agree with every approach, but you‟re going to separate the wheat from the chaff, 

and, even if it‟s one little thing from that book, you‟re going to keep it and make it 

yours and then you may never think about that book for the rest of your life. 

 

The following participant recommended counselling integrate some of the resources that 

he personally accessed at public libraries, through self-help books, workshops, and 

motivational videos: 

They [counsellors and therapists] will often give you different things to work on, 

but you know all these self-help things I‟ve been going through, it‟d be nice in 

therapy to just have these self-help things in conjunction with that. 

 

 Some of the pitfalls of self-help resources included information overload, 

relevance, and lack of guidance on how to apply the information.  It could be that these 

resources lack what counselling can provide in terms of facilitating clear goals, 

manageability, incorporating experiential learning in-session, checking-in about progress, 

asking clients about real-life scenarios, and modifying goals as needed.  In contrast to 

feeling overwhelmed by resources, experiencing a sense of accomplishment early on 
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when trying new strategies for depression helps elicit personal agency (Ilardi & 

Craighead, 1994; Kelly et al., 2005; Tang & DeRubeis, 1999; Tang et al., 2002, 2005), 

especially if clients attribute success to their own endeavours (Lambert & Bergin, 1994). 

 Participants‘ views about self-help invite future questions about the efficacy of 

andragogical principles and approaches such as self-directed learning (Knowles et al., 

2005).  Their feedback carries implications for counselling.  First, not assuming all adults 

are self-directed in their approaches to learning and change (e.g., Brookfield, 1986; 

Finger, 1991; Grace, 1996; Jarvis, 1984; Podeschi 1986, 1987; Podeschi & Pearson, 

1986; Pratt, 1988).  For example, self-help books were considered unhelpful due to ―no 

real opportunity for them to challenge you on a level which could trigger change‖ 

(Research Participant, 2009) and poor transfer of knowledge.  This insight from 

participants expands our understanding of what might motivate learning.  Thus, between-

session homework suggestions by counsellors requires consideration of relevance, 

manageability, and timing (e.g., stage/readiness for change, level of self-directedness, and 

rationale/fit with goals).  Otherwise, client active engagement could be impacted (e.g., 

Hubble et al., 1999; Miller et al., 1997). 

 Participant feedback that self-help lacks an experiential focus might suggest 

midlife learners benefit from incorporation of real-life situations and problem-solving in-

session that can be transferred out-of-session (Bohart, 2000; Holahan et al., 1999; 

Karlsson & Kermott, 2006; Knowles et al., 2005; Mezirow, 1981, 1985b; Tallman & 

Bohart, 1999; Zubialde et al., 2007).  This implicates the use of experiential therapy (e.g., 

Goldman et al., 2006; Greenberg & Watson, 1998, 2006; Watson et al., 2003).  Active 

engagement in adaptive coping and problem-solving (Antonovsky, 1987; Holmberg et 
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al., 2004; Lindström & Eriksson, 2006) (e.g., versus just reading about it) has been 

viewed as promoting lifelong well-being.  Again though, there were individual 

differences in learning preferences.  Some participants found group interaction the most 

beneficial, others preferred a ―consistent approach‖ in one-to-one counselling, while 

those who accessed multiple self-help resources (including workshops) seemed to benefit 

most from self-directed learning.  Therefore, counselling approaches and resources 

customized for the specific needs and preferences of clients are more likely to facilitate 

focus, client engagement, progress toward goals, and belief in counselling as helpful. 

 Listening for prior learning.  Information, ideas about change, and skills were 

acquired through various sources including counselling, self-help resources, support 

groups, medication, workshops, the Internet, and so on.  Prior learning in this sense is 

andragogical and refers to prior experience of the learner (Knowles et al, 2005) including 

knowledge about resources.  Researchers (Grenyer et al., 2008) have suggested 

counsellors ask about clients‘ counselling experiences in order to build on their prior 

learning.  In the following passage, the challenge of finding a good fit was explored by a 

participant who also shared his frustration with this:  

I was referred to this doctor at...all he did was put me on...that made things 

worse.  Also, another therapist out of...hospital was useless as all he did was 

visualization without addressing my life issues, concerns, and problems, so I 

walked because every week, it was the same thing.  I almost suffocated in his 

office without things getting better, so I looked for other help.  I found Emotions 

Anonymous very helpful and their network great too for help, counselling, 

resources, getting to the core of it.  If a therapist or counsellor cannot help, he or 

she should seek out other team members who can help or refer.  I also found 

being your own advocate is the best way to go. 

 

He emphasized that being his ―own advocate‖ is a strength that he has learned over time: 

I have become more assertive in the process of going through all this.  And being 

assertive and vocal about what you need in life is a strength.  Speaking up for 
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yourself, taking care of your body and mind is a strength I learned.  I guess it‟s 

all a process, just like life itself. 

 

As he recounted, active inquiry about past involvement in counselling was absent in his 

conversations with counsellors and doctors, among others.  In the absence of asking 

clients about their counselling experiences, research about depression, what has and has 

not helped, vital information is missed.  This risks depleting client self-efficacy and 

agency, being out of sync (Anderson, 1996), and not incorporating prior learning into 

counselling.  Finding out what clients already know about depression and counselling 

approaches respects their resourcefulness (Antonovsky 1987, 1996) and their beliefs or 

theories about change (Bohart & Tallman, 1999; Duncan & Miller, 2000; Duncan et al., 

1994, 2004; Miller et al., 2005), rather than privileging counsellor-constructed 

knowledge.  People are increasingly becoming informed consumers, especially in today‘s 

world of access to information, as this participant discussed: 

I got documentation.  I got stuff to read.  I used the Internet to educate myself 

about what I was going through and I read about the kind of medication I was 

taking, why I was taking it then.  I mean thank God for the Internet.  And, I did get 

handouts to read.  

 

Information was empowering for this next participant, who described a process of 

becoming her ―own expert‖ with a greater sense of control over depression: 

I have to say that the Internet was huge because I was going through months of 

insomnia and I would be all night looking at depression forums and learning 

about other people‟s struggles and learning about the disease itself and trying to 

understand it objectively so that I could then separate it from myself personally, 

so that I could see it as something I could kind of take a part and work on.  And 

so, it kinda started to make sense and it kind of gave it a form and a name and 

something that I could deal with.  It was also empowering to me to be able to then 

say, okay, now that I know what this is, I can deal with this.  It becomes almost 

another person in this relationship that I‟m in with that I could evaluate it and 

almost have a dialogue with it.  So the Internet was really huge in informing me 

and also stripping away a lot of the self-guilt and self-doubt and identifying what 

it was that I was dealing with.  So it was very good, that combined with the 
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information that I was getting at the [women‘s program] and I guess the 

empowering thing is that I didn‟t have to submit myself to some expert to help me 

figure it out, I could become my own expert and take charge of it myself. 

 

After trying individual and group therapy and accessing self-help resources, this 

participant summarized a combination that helped her manage depression: 

Well, I think that I‟m becoming a great believer in talk therapy and the physical 

components combined versus simply turning to medication.  So, if somebody 

wants to take medication, that‟s fine, but I think that I‟m a strong believer in 

therapy and exercise.  

 

This next participant discussed his overall plan for future management of depression: 

Walking to clear ones mind is very helpful, deep breathing to let go of anxiety, 

swimming.  I recommend Self Matters by Dr. Phil and on-line resources by 

Alberta Mental Health and CMHA (Canadian Mental Health Association) also 

the monthly drop-in at CMHA.  I subscribe to their newsletters to keep me 

updated on different activities and courses.  It is very important in order to get 

back, one has to seek out resources or spend many months bedridden with no 

help.  I find in today‟s society, we all have to be responsible for our health to a 

great degree in getting better.  It‟s a very individualized society, which is even 

harder on the depressed person because of isolation.  And, if one does not seek 

help, it‟s not going to arrive automatically on the doorstep...One needs to almost 

make a promise to themselves to fight this by doing all the things I discussed.  

And, to not feel bad about what you are going through.  It all gets better with time 

as you master the skills to manage depression.  You can only get better at it...and 

think how stronger you are today. 

 

 In order to investigate options, one participant stated, ―I mostly read things on the 

Internet mainly.  I just sort of wanted to find out more about the symptoms and what is 

the best course of action.‖  As people become increasingly aware of ―multiple treatment 

options‖ (Addis & Jacobson, 2000, p. 324), they are also independently accessing 

resources, trying different strategies, attending group and individual counselling, and 

discussing depression with counsellors, doctors, and psychiatrists.  Engaging clients in 

dialogue about their efforts seems like a collaborative and consultative way of building a 

healthy therapeutic relationship.   
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 In the passage which follows, the participant discussed a counselling experience 

when she did not feel heard.  She indicated that strategies she had tried in the past, 

previous counselling, and her own research about depression were dismissed: 

Well, for me part of it was that I really did feel that there was something 

incredibly damaged about me that was weird and unusual and unconscionable 

and I knew that when people said all of the typical things – oh this isn‟t really that 

important or you‟ll feel differently about it tomorrow, I knew, no, in fact, I had 

many tomorrows that felt the same and that‟s where I had gotten to.  So, I needed 

to have people who would listen to that and find who I was in it and validate that 

instead of just prescribing well sleep, just take a hot bath and drink hot milk and 

relax and go to bed.  Well, real insomnia can look a number of hot baths and 

many hot milks in the face and do nothing.  So, I had trouble listening to people 

because of a lot of the pat answers I had tried.  I‟m not stupid and I had already 

researched all these things – chamomile tea and all that kind of stuff. 

 

It seems to me that there are harmful outcomes when clients‘ prior learning and 

knowledge are discounted.  Some of these include a sense of being disempowered,  a 

missed opportunity to bolster self-directed efforts, and a disrespectful stance toward 

clients‘ life experiences.  This could negatively impact the therapeutic relationship, even 

discourage continued involvement in counselling. 

 Assumptions about extratherapeutic supports.  Active inquiry on the parts of 

counsellors regarding extratherapeutic supports is an important component of 

understanding contexts that help and hinder clients‘ efforts toward change: 

I talked with my sister sometimes, but they can‟t help much...When I talk with my 

friends, they will say something to make me feel better, but it does not help too 

much...I can‟t tell it to my parents as I don't want them to worry about me. 

 

As well, it is helpful to inquire about the quality of relationships: 

If your circle of friends is not very good, you can‟t get help that way.  You could 

probably use that in certain situations, but if they‟re not helpful and causing part 

of the problem, it has to go through help a different way. 
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The idea of checking-in regularly (Anderson, 1996) with clients to see what has changed 

in their lives can help monitor for needed supports, resources, and approaches to 

managing relationships.    

 Post-counselling planning and supports.  As counselling draws to a close, 

collaborative conversations about what clients determine they need for maintenance of 

well-being helps strengthen self-management efforts.  Researchers (e.g., Asay & 

Lambert, 1999; Billings & Moos, 1985; Burnside & Hodgins, 1992; Holahan & Moos, 

1991) have identified the importance of post-therapy supports for managing depression. 

Zuroff et al., (2003) indicated that the relationship between stress and depression 

warrants the need to buffer stress reactivity once therapy ends.  When counselling ends, 

transition in a given life domain may still be underway with bridging to a new support 

potentially beneficial: 

There‟s more I think that needs to be done as a component to it [depression] 

somehow in counselling.  Maybe it‟s the stage that I‟m at right now is apart from 

being middle aged and out of the work force is some kind of a transition back into 

the work force, some kind of counselling process to get back into things if you‟ve 

kind of had to drop out for a while. 

 

Employment and financial stressors for midlife women can increase risk of stress and 

depression (Burnside & Hodgins, 1992; Degges-White, 2001; Long & Porter, 1984; Ross 

& Mirowsky, 1995).  Post-counselling supports geared to stress management (Zuroff et 

al., 2003) are often needed.  This next participant shared his post-counselling plan: 

Keeping well and support groups whether it‟s friends or family.  It‟s very good 

because those groups aren‟t made out of brick and mortar, it doesn‟t stay there, 

you‟ve got to keep going back and keeping people in the loop and see where 

they‟re at whether it‟s old friends or new friends because you feed that support 

group and it feeds you back. 

 

Self-awareness about needed supports and follow through were presented as key 
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elements of continued self-management of depression: 

And I did a men‟s retreat, I guess that‟s not officially group counselling, but I did 

that and I mean, at the time it was great, but then if I don‟t stay with it, I end up 

loosing stuff I‟ve learned...but I know that for the rest of my life, I‟m going to have 

to be invested in some kind of group interaction like this therapy I‟m doing now 

because I need somewhere to spill all this out.   

 

Next, the following participant explored his self-awareness of depression triggers and 

plans to manage these: 

I‟ve always been kind, but I have to work on that.  I have a problem with being 

assertive and kind. I gotta watch that.  Kindness is one of my strengths.  I‟m still 

going to talk to my therapist about that, work on that.  I remember that self-

esteem DVD said if you‟re in an argument and you see an argument coming, 

agree with the other person and then hear their point of view and then bring in 

your point of view.  So, I threw that at my doctor a few months ago and he said, 

„well then you won‟t be assertive in that situation though.‟  I haven‟t run that 

through my therapist yet, but I‟m still going to work on that kindness and 

assertiveness.  I have to work on it myself too, they‟ll [therapist] give me some 

different options, but, I know I have to practice it. 

 

The following passage highlights how this participant manages depression using ―mental 

conversations:‖ 

Sometimes I still have internal conversations with...who was my first psychiatrist. 

I certainly have a lot of mental conversations where...her line of questioning has 

become my own line of questioning of myself...It‟s still a part of the fabric of my 

being as much as anything can be. 

  

As this next participant discussed, managing her depression involves remembering what 

she learned about managing relationships: 

And I also learned about a seminar that they give called Women in Relationships 

which is much more than women in relationships, it‟s about the effects of stress in 

your life, on your body and soul, and about how to cope with what they term 

abusive relationships, which is really just, they don‟t do it in a negative way, they 

do it in a, when this happens, you know what you could do like.  It‟s done very 

well and I made it to all the sessions. 

 

She indicated that ongoing self-care buffers against the effects of past abuse and 

adversity.  
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Summary 

 This section was inspired by the resourcefulness of participants and their 

narratives related to conceptualizations about depression, views about self-help, resources 

they have tried, suggestions for post-therapy supports, and their existing post-therapy 

plans.  Their feedback, within this age of information and the Internet, stimulated 

discussion about the vital nature of counsellors checking-in for prior learning, especially 

given how it can positively contribute to building a healthy therapeutic relationship, 

namely, that client-constructed knowledge is heard, valued, and respected.  Those 

individuals already actively seeking and trying resources on their own reported 

involvement in between-session work and continuing this once counselling ended.  

Participant feedback strongly suggested the need for ongoing supports and resources and 

active management of well-being and depression.  In some instances, this meant 

continued efforts at implementing skills previously learned in group therapy, individual 

counselling, and workshops.  Looking over versus through the lenses of clients can lead 

to one-sided counselling encounters whereby the absence of active inquiry by counsellors 

means missed opportunities to build on the efforts already begun by clients and their 

existing knowledge.  Within the context of therapy outcome research, this misses the 

mark for client active engagement, expectations for therapy, and client perceptions of 

progress as the result of their own endeavours.  Self-help resources were perceived as 

falling short of experiential learning; however, if one was already self-directed, the 

integration of self-help resources in-session was recommended.  Lastly, checking-in 

about extratherapeutic supports would help prevent assumptions that these are in place 

and could open dialogue about needed supports. 
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III. Keeping Pace with Collaborative Counselling: 

Midlife Learners Assert that One “Specific Form of Therapy” Trails 

Their Pathways to Change 

 

As the public becomes increasingly psychologically sophisticated  

and aware of multiple treatment options, the fit between a client‟s preferred  

approach and the therapist‟s provision of a specific treatment  

rationale will become all the more important. 

~ Addis and Jacobson, 2000, p. 324 

 

  What we have learned thus far from participants‘ encounters with depression, 

counselling, and change is that it is hard to imagine how monolithic standardized 

therapies could possibly accommodate such a broad scope of experiences.  Not only were 

their pathways toward depression exceptionally diverse, but also their learning along the 

way in terms of self-awareness, knowledge, skills, and adaptation to life‘s transitions.   

Furthermore, the efficacy of one therapy over another for depression has not been 

convincing either (Asay & Lambert, 1999; Bright et al., 1999; Elkin et al., 1989; 

Gallagher-Thompson et al., 1990; Gallagher-Thompson & Stefen, 1994; Imber et al., 

1990; Jacobson et al., 1996; Karp et al., 2004; Luty et al., 2007; Nietzel et al., 1987; 

Osatuke et al., 2005; Robinson et al., 1990; Shapiro et al., 1994; Sotsky et al., 1991; 

Steinbrueck et al., 1983).      

“Specific Form of Therapy:” A Narrow Scope for the Diversity of Human 

Experience 

  

 Participants discussed specific examples of either counselling sessions and/or 

their work with a particular counsellor that they felt did not fit their ideas about how they 

thought counselling would proceed.  As their experiences highlighted, when counsellors 

stuck to one form of therapy and did not check-in for feedback, outcomes were such that 

counselling did not address the problem, there tended to be little dialogue about how 

participants conceptualized the issue, among other outcomes.  In addition, sometimes the 
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overall counselling approach was misaligned with how participants preferred to learn.  

For example, one participant preferred two-way conversation over analysis, another 

found psychoeducation combined with experiential learning particularly helpful. 

 Approach and techniques misaligned with goals and preferred fit.  As one 

participant stated, now a more knowledgeable consumer after accessing counselling, ―I 

think I would ask what their general process is for doing the work.‖  In the following 

passage, the participant explored the experience of trying to fit with the counsellor‘s 

―specific form of therapy:‖ 

She seemed to have a very specific form of therapy to recommend and she focused 

almost exclusively on that.  Now, I know that there are various alternative forms, 

and I knew about this particular form she was recommending...I did practice the 

particular form of therapy she seemed to be familiar with, but, overall, I felt that 

the technique did not directly address the cause of the problem.  It addressed 

symptoms...I did not come away with increased insight into the initial problem. 

 

Furthermore, this next participant highlighted the need for counsellors to tailor treatment 

based on various patient/client factors: 

The treatment has to be tailored specifically to the knowledge level of the patient. 

If the patient is curious, intellectually, and already has some knowledge or insight 

about human behavior, then engaging him or her in that area would be very 

helpful because that might cause the patient to initiate insights on their own into 

themselves.  Self-insight is what I am referring to, rather than imposing a specific 

technique that the counsellor might be familiar with.  

 

―Cultural differences might make a particular technique less or more effective:‖ 

The technique she relied upon is called, I think, cognitive reorientation, or 

something similar, and I am somewhat familiar with the idea behind it.  Also, I 

think that the counsellor did not adequately take into consideration that cultural 

differences might make a particular technique less or more effective.  She seemed 

to rely heavily on this particular favourite.  In my case, cultural differences in 

relating to the world and to elements in the environment did make a difference... 

being from a collectivist culture. 

 

Sometimes there can be a mismatch between a client‘s goals and preferred approach to 
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learning and change and the objectives and structure of group work:  

I did an outpatient program and again I didn‟t find any of that made any 

difference.  I learned about relaxation techniques and I learned about self-esteem 

and probably learned about depression, but in any case, I‟m sure I‟ve got a 

binder somewhere with notes and workshop material.  It‟s a six-week program.  I 

think it was once or twice a week and none of that stuff had any impact. 

 

The above participant elaborated on his views about this mismatch.  He described himself 

as ―reflective‖ and ―introspective.‖  He compared the outpatient program for depression 

to a personal development group he attended.  He indicated that the group was a better fit 

for him because it involved self-identity exploration, journal writing, generating one‘s 

own ―objectives,‖ and ―zeroing-in‖ on salient issues to explore in-depth. 

 In the next example, a poor fit for the type of ―conversational‖ approach desired 

was discussed: 

Well, the initial one [therapist], what I didn‟t like about it was that there wasn‟t 

any dialogue and it was a more sort of I was meant to talk in a top of mind kind of 

way, and, I didn‟t find that all that helpful because I found it difficult, for one, just 

to sort of start talking about anything when somebody‟s staring at you and not 

saying anything, and then I didn‟t sort of get too much feedback and I always 

prefer a conversation...I asked her that I wanted more of a conversational thing. 

 

Sometimes, a variety of counselling modalities lend well to meeting the diverse nature of 

depression: 

I find that each one has its role to play in helping a person suffering from 

depression.  Individual [counselling] because sometimes it‟s hard to discuss 

personal issues of a private nature with everyone in a group setting versus 

between myself and therapist, like family issues.  The group setting is helpful 

because it helps you empathize with others and their issues and helps you gain 

perspective on your problems and gain strength from others in depressive mode. 

Medication is helpful because it helps with day-to-day coping with life and helps 

stabilize mood and gets you going in terms of day-to-day living, dressing, and self 

care.  

 

Not only does it appear that a single form of therapy is insufficient to meet individual 

differences in counselling goals, preferred approaches, extratherapeutic factors, among 
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other factors, but a single source of help such as counselling may be insufficient to meet 

the diverse needs of one person managing depression.   

Expanding Scope to Group Therapy 

 For those participants who attended group therapy, it usually followed individual 

counselling.  Again though, a given group‘s approach, format, and objectives was not 

necessarily a good fit for everyone.  For example, sometimes there was too much 

psychoeducation at the expense of the integration of hands-on learning and personal 

experiences.  One participant shared his experience of a particular group format being the 

right balance of structure, information, and self-exploration.  This next participant 

discussed how group work has helped him establish routine and personal agency: 

The group because quite simply I really crave that discipline and structure... 

They‟re very regular that helps...I struggle with structure in my day.  I‟ve lost any 

kind of self-discipline [and the group] helps me get into a good routine.  The 

individual sessions themselves are great, it‟s just that if they‟re weekly, there 

pretty good I can kinda keep the momentum going, but then when they go bi-

weekly or longer, I kinda start to loose the momentum a bit.  But now in terms of 

the individual counselling, I find, you’re putting yourself more in the hands of 

the counsellor and they say, well I feel like this is what you’re struggling with 

or that.  The group thing is kinda more what I feel like what I’m going to 

volunteer that day and I can kinda, I’ve got more control for better or worse for 

what I get out of the session [emphasis added]. 

 

His statement, ―you‘re putting yourself more in the hands of the counsellor,‖ stood out 

for me because it seemed to contrast how he perceived himself interpersonally (e.g., a 

leader, one who helps others, and self-directed).  Based on his feedback, it appeared that 

he did not experience individual counselling as collaborative and empowering. 

 Structure combined with personal discovery.  Bohart (2000) conjectured that 

therapy affords ―learning opportunities‖ with its ability to offer an empathic workspace to 

explore, combined with opportunities to learn new skills and practice using structured 
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exercises.  In this next example, a specific group program‘s fit was explored.  It was 

found to generate outcomes not experienced during individual counselling:  

It‟s an amazing program.  The first workshop I took called Who Am I; it‟s a five- 

day workshop over two weekends and it basically is a series of in-depth questions 

that you reflect on and write down your responses to these questions and then you 

share them in the group.  It‟s quite an in-depth process and they have a follow-up 

group after that once a month and there‟s a whole series of workshops.  It‟s 

almost like a course, support group.  It‟s a very structured format and I did that, I 

did the workshop and then I did a one year follow-up group and then I did 

another follow-up group the next year.  The program is more like a methodology 

developing self-awareness and self growth, personal growth.  What’s kind of 

different about it is, it’s not exactly like you go and learn theory or you learn by 

getting fed a bunch of information, it’s a very inner, it’s structured in a way 

that you come up with your own insights and do a lot of your own inner 

reflection [emphasis added].  The thing I found most in my life, I was trying to fit 

into belief systems, whether it was religion or whatever, but I was trying to fit into 

what I thought was normal and this program helps you discover who you are 

inside, what your true personality is.  The reason I‟m talking about that is 

because I found that it‟s given me an inner core that I didn‟t really have before.  

At the end of the ten month support group, we did a review, or an evaluation and 

it was quite amazing at how much I had changed.  And I sort of found that 

program has given me a sense of inner strength, inner being, sort of a sense of 

self, a sense of identity that‟s internal.  I found that probably the biggest impact is 

feeling more grounded and more centered. 

 

Thus, for this participant, he seemed to prefer an experientially-driven group format to 

develop personal awareness, insight, and an ―inner core‖ that helped him feel ―more 

grounded and more centered.‖  The format matched his personal goals.  

 Information overload.  Too much information in the absence of experiential 

activities and engagement in the learning process may generate loss of interest.  

Baumgartner (2001) characterized this as being a passive recipient of knowledge versus 

actively co-creating knowledge.  Below is one participant‘s experience of being a passive 

learner:  

In the group program, they also had an education half for the second half, and, 

you know, as much as I say that it wasn‟t as helpful, there were still some pearls 

of wisdom that I got out of there.  But as they got, what‟s the word, as soon as 
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they got pedantic trying to teach you stuff, a lot of times, I thought well, you know, 

my time could be better spent doing something else. 

 

 Participants‘ insights help us understand what makes a difference in counselling 

and heightens our awareness that collaborative efforts can make a difference.  Their 

feedback suggests that collaboration reflects many of the andragogical principles (e.g., 

mutual planning, establishing learning goals, use of appropriate techniques and materials, 

and co-evaluating outcomes, Knowles et al., 2005) said to facilitate learning and change 

for adults.  Moreover, when their experiences are left out of the process, either through 

lack of two-way conversational exchanges and/or when format, structure, and 

information become prevalent, counselling becomes less helpful.  Freire (1970) stated, 

―Knowledge emerges on through invention and re-invention, through the restless, 

impatient, continuing, hopeful inquiry men pursue in the world, with the world, and with 

each other‖ (p. 58).  Freedom to explore, question, and wrestle with life in counselling 

calls for a mindful responsiveness that dialogical and relational space for exploration, 

discovery, and learning are present. 

IV. Co-Generating a Client-Defined Focus Boosts Manageability, 

Perceived Competence, and Control 

 

I remember the very first workshop I took.  The first thing you 

did was write down why you were taking the workshop and what did you hope to 

accomplish.  And I remember what I had written was I wanted to discover  

my voice and to know who I am, but to be able to speak my truth. 

~ Research Participant, 2009 

 

I often find it difficult to answer concretely what is helpful about it, 

I just know that it does seem to help. 

~ Research Participant, 2009 

 

Most research studies on the treatment of depression fail to  

agree on how outcome should best be defined. 

~ Angst, Kupfer, and Rosenbaum, 1996, p. 413 
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 Rogers (1942) purported that non-directive counselling is not devoid of therapist 

skill and technique.  He indicated that one such technique was listening to clients‘ 

descriptions of the problem in order to clarify and understand it.  In the absence of a 

focus for counselling, it could seem like not knowing what ―tools‖ are needed to be 

―successful,‖ what direction the sessions are headed, and how one would know when the 

destination has been reached.  This final section presents participant feedback 

highlighting the need for a counselling focus and draws attention to how challenging it 

can be to develop competencies for managing depression without a focus.  Focusing was 

conceptualized as a useful skill for solving issues, beneficial for well-being, and 

facilitative of locating meaning and purpose (Figure 7).  

 Researchers (e.g., Asay & Lambert, 1999; Lambert & Anderson, 1996) have 

indicated that client factors include the ability to identify a focal problem, among other 

factors.  Participants reported the benefits of focusing such as a felt sense of control and 

groundedness.  Depression‘s connection to lack of control (e.g., Allan, 2006; Bandura, 

1977, 1997; Pettit & Joiner, 2006; Sapolsky, 2004; Seligman, 1975; Wickrama et al., 

2005), especially during midlife (Brandtstadter & Renner, 1990; Brim, 1992; Cochran, 

2005; Cochran & Rabinowitz, 2000; Kessler et al. 2004; Kirasic, 2004; Lachman & Firth, 

2004; Osherson, 1980), has important implications for counselling.  Furthermore, control 

and learned resourcefulness tend to boost one‘s overall sense of coherence (Antonovsky; 

1987, 1996).  Participants also identified focus as purpose and meaning in life.  As 

discussed in chapter five, being ―in-the-moment‖ was presented as an important way to 

manage well-being.  Living in-the-moment was further reported by participants as a key 

way to maintain focus, and, thus, helpful for managing depression and anxiety. 
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 MBCT (Fresco et al., 2007; Segal et al., 2002; Teasdale et al., 1995, 2000) 

and ET (Gendlin, 1969, 1981, 1996; Greenberg, 2002; Greenberg & Watson, 1998, 2006; 

Ikemi, 2005; Leijssen, 1998; Watson et al., 1998) have been associated with in-session 

experiential focusing (Gendlin, 1969).  However, given research findings (e.g., Asay & 

Lambert, 1999; Blatt et al., 1996; Duncan et al., 2004; Kim et al., 2006; Krupnick et al., 

1996; Lambert, 1992; Miller et al., 1997, 2005; Tallman & Bohart, 1999) that approach 

matters less than client and therapist factors and this project‘s participant feedback, I 

would suggest that the co-construction of generating a focus can occur regardless of 

therapeutic approach through collaborative efforts and counsellor competency.  At the 

same time, I would add that therapies more experientially oriented might fare better for 

helping clients learn in-vivo focusing skills and the transfer of these out-of-session.  

Another benefit of focusing is reduced allostatic load by learning to wind down through 

focused relaxation (Lindfors et al., 2006; McEwen, 1998a, 1998b, 2003a, 2004; McEwen 

& Seeman, 1999; Seeman et al., 2001).  This allows neurophysiological systems (e.g., 

neuroendocrine system and autonomic nervous system) to slow down. 

 Participant-driven, Figure 7 illustrates the discovery that focusing is a beneficial 

―grounding mechanism‖ to help establish tasks for the day, to ―zero in on your inner 

being,‖ to guide thoughts toward ―focusing on the pleasures of today,‖ and for self-

definition and ―purpose of living‖ (Research Participants, 2009).  Focusing, thus, could 

be conceptualized as both a competency implemented as needed and a philosophical way 

of being in the world.  There were, however, other interpretations of ‗focusing‘ that 

should be taken into account when considering, perhaps, a fine line into the realm of 

rumination as well as aspects of focusing that might veer into non-collaborative 
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counselling.  Some examples included long periods of an inwardly-oriented focus, 

thinking too much about problems in the absence of options or solutions, a predominantly 

externally-driven focus, and concentrating and/or worrying about the future at the 

expense of enjoying the moment.  Also, too stringent a focus by a counsellor on a given 

intervention and/or therapeutic approach tended to reduce meeting diverse participant 

goals and preferences.  Additional consideration of the differential effects of focusing, 

reflection, and rumination is recommended.  Perhaps what helps to distinguish them is 

the ability to notice when a focused or self-reflective stance is prolonged, repetitive, and 

begins to trigger depression or a sense of being stuck.  This might signal the need to use 

personal self-management strategies, and, implies the need for counsellors to explore 

focusing-reflection-rumination patterns with clients. 

Focusing Can Generate Concrete Steps 

 Participants recalled that some of their most helpful counselling experiences were 

those with a specific goal in mind with specific techniques or steps.  It struck me that 

those participants who recounted specific strategies they used to interrupt a depression 

trigger were more effectively managing depression in a way that seemed proactive; 

moreover, some of their techniques reaped benefits beyond depression management, thus, 

improving their overall quality of life.  Below is one example:  

The part about taking five short and five long breaths and then to think and be 

aware of five stimuli in my immediate environment, for example, a noise, the 

breeze, et cetera. 

 

In addition, the above steps were applied to various real-life scenarios, as discussed by 

the following participant: 

It sounds extremely simple...take deep breaths.  So when I‟m in a heated argument 

with my wife or anybody who‟s close to me, taking a deep breath just relaxes my 
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body, in turn, kinda calms me down so that is a really good technique.  I, for one, 

probably need to do it more than three times, but as long as I need to do it, before 

I continue the conversation and that helps quite a bit... Some of the conversations 

that I had with my wife made it difficult for me to implement the change and, at 

the same time, it was an opportunity to implement the change.  It was a difficult 

challenge, but I met that challenge and didn‟t get in the same patterns. 

 

This participant transferred focusing strategies he learned in group therapy to everyday 

life as needed.  He reinforced the need to recognize and act on triggers in a timely way: 

The first thing that comes to mind is just relaxation exercises and...relaxing and 

breathing exercises and how that can affect you because I‟ve got bipolar and my 

mind can start, well, it usually does.  It‟s always spinning with a million ideas, 

and, so, I learned how that can really relax me and help me get recentered and 

refocused on what I‟m trying to get done for that day or that week or whatever... 

Stress management to learn to deal with the stress as it happens.  You can‟t let it 

build up and then try to because then fatigue gets involved.  You‟ve got to learn to 

have healthy ways to deal with the stress as it occurs day-by-day so then you can 

roll with the punches instead of trying to take it all on with really broad shoulders 

and then eventually collapsing under it all. 

 

Tallman and Bohart (1999) underscored, ―the more active and specific the procedure, the 

more believable it becomes to clients‖ (p. 100).  In the passage below, the steps involved 

in a focused ―method of analysis‖ was described by one participant.  This experiential 

strategy, learned in a group program, helps one understand ―a strong feeling:‖   

They do teach a method...a writing technique where if there‟s something you‟re 

feeling, say a strong feeling comes up or a situation, you do an analysis, it‟s a 

method of analysis, it helps you zero in to the core of the experience.  Say your 

anger comes up, there‟s a method of figuring out what is that anger, like what‟s 

under it.  Okay, I‟m feeling angry, I‟m angry because of this or whatever, and just 

through the act of starting to write about it and pay attention to it instead of 

distracting yourself...We‟ve created a society that is wonderful at distracting 

ourselves from ourselves.  Okay what am I feeling?  I‟m angry.  We label that as 

anger.  Is there anything more about the anger?  So you may find through your 

writing that, well, really I‟m really sad about something and I‟m sad because I‟m 

hurt.  I‟ve been hurt by somebody who said something to me at work and it hurt.  

So then what is that hurt about and who is hurting you.  It‟s a process that they 

taught to help you focus and zero in on your inner being and what is going on 

rather than watching TV, or working, or getting busy, or reading a book, or doing 

a sport, or an activity because all that does is remove you from your core being. 
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Learning to ―focus and zero in‖ compared to ―distracting yourself,‖ again, characterizes 

individual differences in strategies participants found helpful for managing depression.  

While this participant does not find distraction helpful, others reported that it helps them 

adaptively cope with loss and/or regret. 

An Experiential Focus: “You‟ve Got to Make it Real” 

 Using real-life scenarios in one-to-one and group counselling was presented as 

generating meaning, relevance, and purpose.  Perhaps, even more so, it engendered a 

sense of being heard.  The following excerpt highlights that psychoeducation on its own 

can become too ―generic‖ to ―stick:‖ 

You‟ve got to make it real for the people who are listening to it and let them get it 
on their own terms, make it their own so that they can integrate it into their lives. 
And the best way they are going to do that is if it starts with the seed from them to 
begin with, and then, the open discussions, that‟s where it all comes from, from us 
and then from the group and then we kinda build on it and it‟s very non-
judgmental.  You say well, I don‟t know if this is going to work for you, but this is 
what I did, I tried this and it worked…a lot of the times in the teaching part, they 
would talk about things in a very generic way, generic textbook kind of way.  I 
find that’s the least sticky part [emphasis added]…You can create your own 
reality.  The best reality is going to be created by you.... 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
Figure 6: In-Session Focusing Exercise Based on a Real-Life Scenario 
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 I generated Figure 6 to illustrate the dynamic back-and-forth movement between 

gaining a broad understanding of the context of a client‘s life tapestry (Life Review, 

Figure 6), discussed in chapter four, and zeroing in on core issues impacting change.  In 

some ways, this reflects the interactional nature of distal and proximal events.  I also 

wanted to incorporate the idea that when counselling generates a focus, it is better 

equipped to suggest options.  This idea was inspired by one participant‘s discussion of 

the steps he takes in his ―method analysis‖ of anger.  The anger represents a core issue 

(Select One Example, Figure 6) influenced by various areas of his life (Details of 

Scenario, Figure 6).  When a core issue is identified, it is important to figure out what is 

getting in the way of change and what might be helpful in moving forward (Facilitators 

and Barriers, Figure 6).  The crux of change is driven by the clients themselves outside 

therapy (Asay & Lambert, 1999; Duncan & Miller, 2000; Duncan et al., 2004; Lambert & 

Anderson, 1996; Miller et al., 2005; Tallman & Bohart, 1999).  Counsellors navigate the 

change process, keep track of all of the areas highlighted in Figure 6, monitor progress 

toward counselling‘s focus, zero in on client-constructed language, emotion, and 

depression triggers, and suggest strategies to help interrupt behaviours, patterns, 

narratives, and cycles. 

 Learning from others‟ experiences.  Group therapy was viewed as providing 

opportunities to ―learn from others‘ situations.‖  What resonated with me was the idea 

that participants found group settings more ―solution-‖oriented and exploratory in terms 

of ―options‖ and ―new ideas‖ than individual counselling, perhaps, in part, because of 

multiple group member perspectives: 

We learn every day and in the group therapy when the people talk, you pick up 

stuff from there like how to deal with situations, or even if it hasn‟t happened to 
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you before, or if it happens, you know how to deal with it.  You hear someone 

share the same experience as you, it helps.  You‟re able to learn or educate 

yourself. 

 

The next example seemed to depict a dynamic relational interaction of exchanging ideas 

and questions to help others and reflecting it back for self-discovery and understanding:  

I remember being quite struck in our group about this other girl in our class and 

she was diagnosed with bipolar and I think it was the anger she was talking 

about, the anger more so than the sorrow.  And, I said well, but it‟s not serving 

you anymore, the anger, you‟re doing it because it worked for you at one time, but 

now you‟re just doing it out of habit and it‟s not working for you anymore, you 

have to want to make different decisions...She was saying it as if she had no 

control over it...and that‟s what‟s so great about group is that you say these 

things to people, and then you go, hmmm, gee, that probably applies to you when 

you start feeling like that too.  You have a choice.  You can make a choice when 

that happens. 

 

Participants felt that group work provided valuable learning from concrete life situations 

including the deepening of self-awareness and problem-solving.  In fact, research 

investigating change processes has identified the value of focusing on everyday situations 

in counselling (Almeida & Horn, 2004; Jones et al., 2007; Prochaska, 1995).  Moreover, 

group therapy was viewed as practical in its approach: 

It‟s good in the group setting.  I think you can more easily subjectify what it is 

that you‟re dealing with and trying kind of practical solutions. 

 

Group sessions were also presented as depleting momentum: 

I felt down and out and I got out of that one [group] because it was just 

everybody‟s doom and gloom stories.  You know, you‟re trying to get into a 

positive atmosphere, but leaving there, you‟re going down.  You‟re at a certain 

level, but you drop even lower in some of those self-help groups.  Those group 

sessions where they all have the same thing, doesn‟t pull you up, I don‟t think, 

drops you lower.  That‟s why it might work for certain people, but it didn‟t work 

for me. 

 

Overall, group experiences promoted aspects believed to contribute to midlife well-being 

such as flexibility, insight, and generating multiple solutions and perspectives 
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(Antonovsky, 1987; Brandtstadter & Renner, 1990; Brandtstadter & Rothermund, 1994; 

Brim, 1992; Fresco et al., 2006, 2007; Kessler et al., 2004).     

 Diverse perspectives magnify noticing and experiencing difference.   Change 

often requires looking at something anew – broadening, deepening, and opening possible 

interpretations, perspectives, and trajectories.  Divergent thinking (Kolb, 1984) broadens 

possible solutions and helps build problem-solving skills.  Group therapy was seen as a 

valuable working environment for perspective sharing: 

It became increasingly easier and I started to value the group, not a little, quite a 

lot.  The fact that if I became more honest about my own feelings and what I was 

experiencing, I was not only getting people with a number of perspectives in the 

group of people who identified with that, but people who didn‟t identify with that. 

There would be a variety of responses to what was happening.  So I realized that 

in the group environment, once I was able to deal with my issues in that 

environment, it was actually more powerful because it wasn‟t just, okay, I‟ll take 

this person‟s word for it [as in individual counselling].  There was an interplay of 

a variety of reactions of what that kind of thing felt and also what I think that kind 

of thing means, and there were always different views on what it meant; and, so, it 

was easier for me ultimately to make sense out of my life with a variety of 

noticing, noting that it‟s not a matter of one opinion being this one final word, 

but, rather, as an individual you look at what‟s around you, what you‟ve 

experienced, what other people express about similar experiences and then take 

something from that that makes sense... 

  

She further discussed how listening to diverse views about others‘ experiences sparked 

curiosity and propelled her own reflection about personal change: 

That‟s what I think is most true of human experience is that we all, there are some 

commonalities to human experience, but, at the end of the day, it is an individual 

choice...What can you learn from other people‟s ways of dealing with those 

realities that are good techniques and which you determine in a group therapy 

situation as people tell their story...and the approaches they are taking in their 

personal lives are counterproductive.  So, I found that it wasn‟t a matter of 

there‟s exactly one right way...but, I was curious about, okay so she‟s come in the 

same week after week after week saying the same things, what is it that will propel 

her to go beyond that and, hence, what will propel me to go beyond the areas in 

which I keep saying the same things over and over and over again. 

 

Thus, the group setting provided her with opportunities to learn from other group 
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members and even question her own behaviour.  Similarly, another participant 

commented, ―That‘s where counselling comes in, for someone to give you a different 

perspective.‖  Comparing her individual and group therapy experiences, this next 

participant differentiated the focus of each approach: 

Like the first one [group therapy] was just really becoming educated about what I 

was dealing with and what the options were for treatment and diagnosis and 

prognosis type of an approach.  And then the second one [group therapy] was 

through an outpatient program...that I was referred to from a local psychiatrist 

and that one was on behaviour modification, what do they call that, cognitive.  So 

that was their approach, it was very practical, it was very homework you can do 

to retrain your thinking and that type of a thing.  But, when you‟re one-on-one 

with somebody, you can really get to the bottom of some issues and really talk and 

maybe have some real breakthrough moments about maybe some reasons why 

maybe more psychological reasoning behind what triggers things or what some of 

the roots of it are. 

 

As the above participant suggested, for her, it was helpful to explore issues in a way that 

helped incite understanding the ―roots‖ of depression.  She presented as being open to 

different perspectives.  Explanatory flexibility (e.g., generating multiple perspectives and 

solutions, and approaching situations contextually) (Fresco et al., 2006, 2007; Moore & 

Fresco, 2007), an openness to change (Peterson et al., 2007), and divergent thinking 

(Kolb, 1984) emerged as important adult competencies for managing depression and 

lifelong well-being.  

Pitfalls of Not Having a Focus and Helpful Tools 

 Too many suggestions by counsellors (e.g., homework recommendations) can be 

discouraging, especially if change is not realized right away: 

You‟ve got to train yourself.  Therapy is good.  Overall it‟s excellent, but I just 

think I was trying too many things all at once and I got down on that if it didn‟t 

work in a couple days. 

 

In addition to trying ―too many things all at once‖ without a clear focus, availability of 
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time (Ohsako, 2000), work schedules (Galambos & Walters, 1992), and multiple 

responsibilities could potentially exacerbate the effects of not having a focus (e.g., low 

sense of control and manageability).  Furthermore, the expectation that therapy can 

facilitate change for multiple problems simultaneously might make change unmanageable 

and disappointing: 

If I had six different problems that happened in the previous month, then maybe 

they‟d give you six different things to work on.  If you bring in too many problems, 

then that‟s not good for therapy, maybe just bring in a couple, but it‟s hard for 

people who are depressed, maybe just stick with one thing.  I had too many little 

things that were bothering me and would be given too many things to work on. 

 

Adjusting expectations to more manageable goals can help facilitate confidence and self-

agency (Brim, 1992).  In turn, this same participant discussed approaches, or tools, that 

he believed would have helped him generate a focus and stay on track in counselling. 

 Tools to help maintain focus.  Knowles et al. (2005) discussed actively engaging 

adult learners by involving them in planning, assessing learning needs, establishing 

learning goals, using various materials, and evaluating outcomes.  The following 

participant emphasized a learning tool he thought would have been helpful: 

I think I would have got through it [therapy] quicker if I wrote stuff down.  That‟s 

a good one that you can bring up...They [counsellors] say really good points in 

there, but then you don‟t remember them...because they never tell you that one [to 

jot stuff down]…That‟s one thing I learned. 

 

This suggests a challenge for clients transferring knowledge and skills from therapy to 

real-life situations.  Researchers (Lauder et al., 2004; Leberman et al., 2006) have 

recommended counsellors invite clients to make notes of in-session learning.  Implicated 

is a collaborative therapeutic alliance to exchange of ideas related to learning tools.   

 In the excerpt below, this participant discussed that even though he has many 

useful tools and has learned skills to help manage depression, the challenge, for him, is 
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recognizing the need to ―open the toolbox:‖ 

It‟s like I‟ll refuse to open the toolbox though because maybe I‟m not very good at 

recognizing that yet...and, you say, well right, I know that I shouldn‟t do this and 

if you nip this in the bud, you‟ll be better off and, oh yeah, you should do your 

breathing exercises and it‟ll be in terms of I should know better...Instead of 

clinging to a little bit of shelter and saying, okay, at least you‟ve got that one 

match and a bit of flint, that‟s the analogy for whatever tool it is, the breathing 

exercises or some other little step you can take, little baby step you can take 

mentally and/or physically to kind of break the cycle and help yourself. 

 

 Inviting clients to explore what would facilitate their learning and providing 

suggestions has been recommended by adult learning theorists.  Taking a page from adult 

learning principles, making available resources for various learning endeavours (e.g., 

brainstorming, reflection, and experimentation) can create an empowering ―learning 

climate‖ (Bohart & Tallman, 1999) that encourages self-directed efforts (Knowles et al., 

2005; Merriam, 2001) and the transfer of in-session learning to real-life scenarios 

(Goldstein et al., 1966; Haskell, 2001).  Researchers (Detweiler-Bedell & Whisman, 

2005) have suggested therapists use written reminders and discuss barriers to task 

completion.  Those participants who were able to readily identify specific actions and 

strategies they used tended to both interrupt their depression cycle and manage 

depression overall more effectively.  In comparison, when a participant was uncertain 

about how counselling was helpful, self-management strategies tended to be vague: 

I‟ve experienced sort of small relapses. I guess the therapy has done that I don‟t 

know quite exactly how it has concretely other than it has helped with self-esteem.  

Yeah, I‟m not really sure if there‟s a sort of concrete thing that I can say that the 

therapy has done to change my depression patterns although I don‟t seem to have 

it like I used to. 

 

Thus, it could be that a working knowledge of counselling goals and concrete self-

management strategies helps manage relapse; however, that would be a future area of 

research. 
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Benefits of Focusing 

 The emergence of focusing was a serendipitous (Love, 1994) finding; rather, a 

process of discovery of horizons (Gadamer, 1976) fusing.  Increasingly, I became attuned 

to participants‘ discussions about some aspect of focusing influencing their lives.  For 

them, it was experienced in diverse ways; for example, some participants viewed it as a 

skill or competency while others likened it to having purpose in life.  It struck me that 

focusing was not only a helpful process for managing depression (e.g., ability to 

recognize triggers and be present-focused, and anxiety management), but, importantly, it 

seemed to enhance quality of life in its capacity to cultivate meaning and purpose.  One 

participant described this as his ―inner core.‖  Figure 7 below depicts this type of 

intersection of the application of focusing as a process to manage depression and its 

extension as a way toward well-being through meaning and purpose.  In this regard, there 

seemed to be salutogenic underpinnings for focusing as a health promoting tool.  Thus, 

for Figure 7, I adapted Antonovsky‘s (1984, 1987) Sense of Coherence concept, 

incorporating it as one of two main benefits of focusing.  Sense of Coherence has been 

linked to an enhanced sense of confidence, active adaptation, health promotion, self-

efficacy, learned resourcefulness, and optimism (e.g., Antonovsky, 1987, 1996; 

Langeland et al., 2007; Lindström & Eriksson, 2006).  Combined, these dimensions have 

the potential, as participants characterized, to help one manage the inevitable flux of life 

that brings opportunity, hope, stress, loss, and joy.  Furthermore, focusing, when 

conceptualized as a life competency, it helped facilitate problem-solving, a purposeful 

approach to daily routine, and stress reduction. 
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Figure 7: Self-Management and Sense of Coherence: Two Key Benefits of Focusing 

¹ See Antonovsky (1984, 1987) for a discussion of Sense of Coherence. 
 

 In the context of counselling, having a specific counselling goal and active use of 

a specific strategy facilitated being able to transfer the strategy outside session to real-life 

scenarios.  In turn, application of concrete steps helped interrupt and manage depression 

triggers including stress management and shifting of focus away from the trigger toward 

refocusing on activities of the day, for example.  This competency seemed to boost 

manageability and control.  Learning the art of focusing required experiential learning to 

make it stick and to make it relevant, and, these types of learning opportunities occurred 

particularly in group therapy settings.  Listening to the diverse experiences of others in a 

group facilitated self-awareness, practical solutions, noticing difference and change, and 

divergent thinking.  However, depression groups also had the effect of depleting how one 

was feeling.  On the other hand, individual counselling was seen as getting to the core of 
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issues because of its focused approach to talking through an issue.  In the absence of a 

focus for counselling, one can get overwhelmed with too many goals and/or trying too 

many different strategies suggesting that the lack of a counselling focus can transfer to 

outside counselling with ongoing difficulties managing depression.  To help with this, 

one participant suggested writing things down in session.  Given this hands-on approach 

to learning, the implication of fit between learning style and learning materials was made. 

The implication here is such that learning tools to help facilitate focusing in-session 

would be a worthwhile exploration between clients and counsellors. 

Summary: Collaborative Counselling with Midlife Learners Taking Charge of 

Depression and Mapping a Passage for Well-being 

  

 This chapter presented participant feedback about counselling experiences, which, 

in turn, brought to light when counselling is on-track and when it tends to go off course.   

What tended to divert counselling from being helpful were aspects related to the 

therapeutic relationship, a one-way conversation failing to actively inquire about client-

constructed meaning and resourcefulness, when the change process was limited by one 

specific form of therapy, and a poorly articulated focus for counselling.  Participants 

recommended the integration of inquiring about culture, availability of resources and 

materials, a balance of opportunities for self-exploration and discovery with information 

and some structure, and the use of real-life scenarios.  Their suggestions seemed to reflect 

many andragogical principles.  Group therapy seemed to bring with it certain aspects that 

facilitated learning such as self-awareness and practical solutions through the diverse 

perspectives of others, and opportunities to help others in the group; however, group 

therapy for depression that was predominantly psychoeducational was viewed as less 

effective because it lacked the integration of personal experiences.  Participants discussed 
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a breadth of resources they accessed, had diverse views about self-help materials, and 

varied in self-directedness.  Feedback about between-session homework calls into 

question its efficacy in that it tended to be self-generated, did not necessarily relate to the 

work of counselling, if one was already self-directed in terms of seeking resources and 

practicing strategies they did between-session work on their own regardless of 

recommendations from their counsellor.  Focusing and having a focus were considered 

salient not only for managing depression, but, importantly, for enhancing the quality of 

daily living.  The competency of focusing helped identify triggers and was considered a 

useful ―grounding mechanism‖ for stress and anxiety management.  Goals, purpose, and 

meaningfulness were connected to having a focus in life that generated overall 

satisfaction, being in sync with personal identity, and being boosted by momentum 

toward aspirations.  This last point reflected salutogenesis whereby participants 

highlighted a taking charge of the future direction of their lives – passageways in a 

direction other than depression. 
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CHAPTER SEVEN 

CONCLUDING REFLECTIONS, CONTRIBUTIONS, LIMITATIONS, AND 

RECOMMENDATIONS FOR FUTURE DIALOGUE – 

CONTINUING TO UNSILENCE DEPRESSION 

 

So I think that aspect is getting a lot better and people like 

myself are opening up our minds to it [emphasis added] and saying you can  

use it [counselling] as a tool just like you would use a hammer at work to be 

successful at your job and that‟s what it is, it‟s a tool that you need to use 

once in a while and there‟s nothing to be ashamed of. 

~ Research Participant, 2009 

 

I would tell them to first self-educate themselves about the 

possibilities of what may or may not work, and to see counselling  

not as a form of treatment for an illness, but as an opportunity to engage 

with another human on a personal level. 

~ Research Participant, 2009 

 

I. Concluding Reflections: What Makes the Difference? – 

“Opening Up Our Minds to It” 

 

 Opening up our minds to it carries with it a constellation of meaning.  

Participants‘ experiences, feedback, insights, candidness, and suggestions provoked 

renewed ways of conceptualizing, working with, and changing depression, if, we are 

open to receive them, especially amidst historically-situated practice, theory, and research 

about depression.  In the same breath, however, it is this history that provided an opening 

for this project and that addressed me as a counsellor and researcher.  It is their stories 

that encourage a lifting of the oppressive forces of silence and shame that impede 

dialogue.  Openly listening for client-constructed awareness, knowledge, and 

understanding is one, among other ways, in which counselling can foster collaboration.   

Diverse perspectives about problems, solutions, and continued efforts toward well-being 

offer fresh ideas and open passage-ways, previously closed, to strengths and 

resourcefulness.  Broadening the context of depression by taking into account relational, 

environmental, and sociocultural influences across life‘s tapestry engenders an opening 
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for understanding that expands practice beyond diagnostic ―bits and pieces‖ toward a life 

in-context, not life as an addendum to pre-determined categories that take center stage.  A 

counsellor who is openly mindful of when a session may be getting out-of-sync is more 

apt to be helpful.    

 When we ask, what makes the difference, insofar as learning and change are 

concerned, this becomes challenging to answer, especially given the breadth of individual 

differences. People differ in so many ways.  It is, perhaps, these differences that inform 

practice approaches, if, difference, is embraced to help tailor counselling to individuals.   

We learned from this project that one approach or school of therapy falls short of meeting 

what diversity seeks.  Unique life histories, preferred ways to learn, narration of the 

problem, barriers to change, knowledge about depression and counselling, 

resourcefulness, access to resources, adaptation, and health, to name but a few ways in 

which people differ, challenge counsellors to flexibly meet clients where they are at, 

drawing upon client-constructed knowledge, skills, and awareness.  This requires setting 

aside assumptions that individuals attend counselling as a blank slate without prior 

experiences related to doing research about depression, trying various interventions and 

self-help materials, developing ideas about their own change processes, and 

conceptualizing the problem.  Getting to know what clients have tried and what they 

found helpful and less helpful engages them in active problem-solving and facilitates co-

planning.  A collaborative consultative approach has much potential for fostering a 

working relationship that co-explores prior learning, co-generates a focus for counselling, 

and co-evaluates progress and needed new strategies for change.  This may seem like a 

subtle shift for counselling to move in the direction of consultation, but, I would suggest, 
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one with many implications.  Such a shift, for example, takes the concept of expertise and 

flattens it so that this role and knowledge-base are shared between client and counsellor, 

much like what andragogical principles advocate with the stance that adults take the 

reigns of their own learning endeavours.  This is not suggesting, however, that with 

individual differences in self-directedness that those clients who may benefit from 

additional support, guidance, psychoeducation, and resources are left to fend for 

themselves; quite the opposite.  A collaborative counselling relationship incorporates 

active inquiry about what ―tools‖ are needed and what might help in getting the ―toolbox‖ 

open.  

 This project raises our awareness that continuing to conceptualize depression as 

disease, illness, or pathology can be restrictive and disempowering for the individual 

experiencing depression.  This socially-constructed paradigm, as participants brought to 

light, fuels stigma, discounts personal resourcefulness, and fails to get individuals on 

board with change.  Counselling becomes ―nothing to be ashamed of‖ when viewed as a 

helpful ―tool,‖ a ―touchstone‖ for prevention, a dialogue about problem-solving and 

brainstorming, and a consultative process.  I became highly attuned to the power of 

language and the importance of checking-in with clients about their perceptions of 

depression and counselling and needed additional information.  The sharing of 

information collaboratively, transparently, and with an openness to learn from each other 

in no way diminishes counsellors‘ ethical responsibilities to oversee the counselling 

process; rather, it helps build a collaborative partnership for change.  

 When I began this project, my sense of midlife, flavoured by some of its pre-

existing stereotypes and developmental definitions, conceptualized it as a busy time of 
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life with multiple life roles.  As a hermeneutic researcher, I can attest to the all-

consuming experience of the research process with my radar for the topic in high gear.  I 

became especially mindful of how our society messages midlife and depression; for 

example, television commercials about depression, often featuring midlife women, target 

emotion and physical symptoms.  Such an insular snapshot silences the story behind 

depression.  My use of midlife was not intended to label participants with a 

developmental life phase category; instead, this concept bears metaphors, archetypes, 

generational themes, stereotypes, and opportunities to debunk myths about adulthood.   

My hope was that this project would contextualize midlife with a much broader brush 

than the stroke of archetypes etched in stone.  This project brought to light the 

multidimensional aspects of depression, illustrating how unique the contributing factors 

are for each individual.  The implications for counselling are far reaching.  Depression, 

accompanied by loss, occupational stress, acculturative stress, health concerns, a 

traumatic event, an overload of responsibilities, and career transition, among other 

contributing factors, challenges counsellors to be equipped with multiple competencies 

when working with midlife depression.  The connectivity of mind, body, and spirit stood 

out for me in the capacity for one realm to impact others both in terms of depleting well-

being and igniting positive change.  This interconnectedness, though, contributes to the 

inherent challenge of developing and maintaining a focus for counselling, requiring 

flexibility on the parts of counsellors and knowledge about health psychology, the 

immune system, and the effects of stress.  Moreover, this interconnectedness spans across 

the life course, and, it reinforced, for me, the complex influences on emotion, behaviour, 

bodily felt senses, thoughts, learning, motivation, decision-making, and problem-solving. 
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 This project charted discoveries about how learning can be facilitated and 

hindered in adulthood as the result of interacting forces.  Some of these included the 

effects of past experiences in educational settings transferred to educational endeavours 

and career transition in midlife, relational re-learning through individual and group 

therapy, how one perceives learning, opportunities to apply new learning, a focused 

approach, multiple responsibilities and stressors, and an openness to try different learning 

strategies and resources.  Momentum toward learning to self-manage depression can be 

stymied when personal resourcefulness such as self-directed efforts is under-utilized in 

counselling; however, counsellors can help foster a supportive, productive, and respectful 

learning climate in various ways.  Changing well-established narratives and self-

constructs, learned behaviour, habitual responses to stress, and so on, can be supported 

through the blending of a collaborative therapeutic relationship, andragogical practices, 

and a counselling approach that fits for the client.  Since there are many factors 

influencing the change process, ongoing dialogue in counselling about what might be 

getting in the way of change is critical.  Conceptualizing counselling encounters as 

learning opportunities can go far in reducing stigma about mental health, can help foster 

an attitude that lifelong learning is not equated with some kind of deficit but an 

opportunity to enhance quality of life, and can create an opening to explore learning 

tools.  Participants sought various types of tools on their own (e.g., the Internet, 

workshops, videos, seminars, self-development programs, self-help books, and 

magazines about mental health), attributing these to self-directed activities versus 

suggestions generated in a counselling session.  This seeking out of personally relevant 

resources suggests active problem-solving, a need for information, and choosing 
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preferred ways to learn.  These reflect many of the andragogical principles found to be 

well-suited to the adult learner.  Thus, for counselling to be as beneficial as possible, a 

host of resources and learning options is implicated.  A procrustean approach is less 

likely to be helpful when we consider the scope of variability in learning and counselling 

preferences, perspectives about depression, past counselling experiences, and prior 

learning geared to managing depression. 

II. A Hermeneutically-Inspired Research Lens: 

Contributions and Limitations 

 

The physics of our century has taught us that there are limits to what we can 

measure…This is even more the case when we are concerned not just with the 

quantifiability of nature but with living human beings.  The limits of what can be 

measured and, above all, of what can be effected through human intervention reach 

deep into the realm of health care.  Health is not something that can simply be made or 

produced...the domain of science constantly extends into the realm of life itself. 

When it is a question of applying scientific knowledge to our own health, it  

is clear that we cannot be treated solely from the perspective of science. 

Here everyone has their own experiences and expectations. 

~ Hans-Georg Gadamer, 1996, vii-viii 

 

 The moment-to-moment hope, joy, pain, remorse, suffering, and love of the river 

of life (Antonovsky, 1996) cannot really be pinned down, measured, and quantified, but, 

perhaps, the question remains, why might we want to do that?  If the purpose was 

predictability, hermeneutics would not be the messenger or navigator; rather, feedback 

from the experts themselves was sought, as such, it could not be predicted, nor was that 

the purpose.  Hermeneutics kept in play both transparency about the topic‘s history and 

rigorous attunement to not casting assumptions on how participants would perceive and 

describe their experiences, letting the transcripts speak to the topic.  Hermeneutics does 

not strive to standardize and predict human experience; it respects individual differences, 

and, it does not claim that its researchers can know another‘s experience of the world.   
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The deepening of understanding about a topic seeks those individuals who have first-

hand experience with it, considers the historical context of the topic, researches multiple 

aspects about it, and explores how new understanding can be applied.  The course of 

depression was so varied for each participant that it is difficult to imagine how another 

research ‗method‘ would present openings and possibilities for their voices to be heard, 

their stories told.  Deeper awareness and understanding, more so, questioning, of 

standardized approaches for depression propels this awareness toward improved practice 

approaches for depression making hermeneutics a good fit for counselling research.  

 The depth of new awareness about midlife depression that this project generated 

speaks to the rigour of hermeneutics as an invaluable guide for understanding human 

experience.  At the same time, depth does not necessarily equate with breadth.  The focus 

narrowed in on depression, midlife adults, the context of counselling, and, one primary 

researcher‘s lens presented various ways of interpreting the topic.  To this project, I 

brought my counselling, research, and personal experiences, what Gadamer (1988) 

referred to as one‘s prejudices.  The project‘s interplay of contexts, interpretations, 

descriptions, and language from various sources, including participants and the research 

literature was reviewed, interpreted, and presented by one researcher.  Generalizability of 

a counselling approach for midlife depression based on fifteen perspectives is hardly 

doable, nor desirable.  Purposive sampling did not extend beyond a given age range and 

sought those individuals who had completed counselling primarily for depression; this 

excludes those outside this limited parameter.  At the same time, however, participant 

gender, age, ethnic background, occupation, and family configuration were not uniform. 

In addition, counselling modality, interventions, and extratherapeutic resources varied.   



272 

 

 

 

 

 

 

Even though the study centered on depression, some of the feedback discussed is relevant 

to the counselling process regardless of the presenting problem; for example, establishing 

a collaborative therapeutic relationship.  It could be conjectured that those individuals 

who participated in the study were already perhaps more prone to be motivated, self-

directed, and conversational, but that is difficult to know in any way absolute. 

 Participants took the conversation in directions that addressed other forms of 

support and resources and, thus, this went outside the realm of counselling as the only 

context for learning.  Lastly, participants‘ discussions related to time that had passed, but, 

with hermeneutics, each moment that is behind us becomes part of history.  What we 

experience in this moment will likely be interpreted differently in a new moment.  There 

is a sense of the temporal non-permanent nature of the world with hermeneutics, perhaps, 

that makes way for possibilities and diversity of interpretation.  The passage of time 

opens space for new interpretations, even distance, to self-assess what and how life has 

changed.  Distanciation (Gadamer, 1960/2004) can actually help invite further 

questioning and new insights – maybe a distancing from depression to be able to look 

back and discuss it.  

III. Recommendations for Continued Dialogue and Future Directions in 

Counselling, Research, and Counsellor Education 

 

Recognizing the complexity of the forces that lead to  

health, clinicians and researchers must strive for an approach  

that addresses all of these pathways. 

~ Kendal-Tackett, 2002, p. 726 

 

Mental health is more than the absence of mental disorders... 

Mental health can be conceptualized as a state of well-being in which 

the individual realizes his or her own abilities, can cope with the normal  

stresses of life, can work productively and fruitfully, and is able 

to make a contribution to his or her community.  

~ World Health Organization, 2007 
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 As people gain awareness about counselling options and mental health, counsellor 

flexibility to meet individualized and consumer-driven needs has implications for  

practice approaches, counsellor lifelong learning, and counsellor training and 

development for counsellors beginning their careers.  How counsellors maintain their 

knowledge and competencies in light of therapy outcome research and projects like this 

one, that included feedback about incorporating post-counselling supports, self-help 

materials, learning tools, and information about community programs in-session, is of 

particular consideration.  Moreover, as the Baby Boom generation undergoes transitions 

such as retirement, counsellor competencies in areas such as career transition and 

retirement, loss and grief, and occupational stress, along with other midlife-related 

transitions, will be needed.  This project contributed to the re-authoring of what it means 

to be living in midlife, and, hopefully will help its readers dispel well-entrenched beliefs 

and stereotypes about what has almost become an archetypal mythological persona.  

Archetypes or ―types,‖ as we see with personality theories, confine the broader contextual 

influences on the ways in which people feel, behave, perceive, and so forth.  Midlife is 

much more than a life stage, its scope was authored by participants, giving voice to its 

broad context.  Being in the middle of life, as it were, means a history of prior 

experiences.  Furthermore, unlike most research about depression, this project challenges 

us to re-think how we conceptualize depression.  A core contribution of this study was 

the depth of discussion it brought to understanding the complex course of depression, 

unique for each individual who experiences it.  Depression‘s course is a confluence of 

sociocultural, environmental, educational, occupational, familial, neurophysiological, 

health, and relational factors.  As a result, these findings also invite counsellors to 
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consider, and perhaps even challenge, their own assumptions and beliefs about midlife 

and depression, regardless of whether they are new to the counselling profession or an 

experienced practitioner.         

 This study also brought to light that building collaborative and consultative 

relationships with midlife clients seems to be a combination of relational qualities and 

skills and a philosophical way of being that was described by participants in various ways 

(e.g., ―down-to-earth,‖ ―genuinely curious,‖ and so on).  This key finding adds new 

insight and understanding about the change process for adults experiencing depression, 

and, importantly, increases our awareness that therapeutic relational and client factors are 

foundational to learning and change.  When a preferred counselling modality was 

experienced, participants noticed a difference in its fit for them with beneficial outcomes 

such as a sense of confidence and validation.  There are many implications and 

considerations for counsellor education.  In terms of new counsellor training and 

development, during the process of gaining foundational theoretical knowledge, 

awareness, and skills, practice approaches for counselling midlife clients, such as those 

outlined in Table 1 below, could be incorporated into this training.  For example, case 

scenarios, role playing, video taped sessions of other counsellors, and group supervision 

could be used, in addition to reading research and practice literature.  Case 

conceptualization for midlife depression has more specific considerations including the 

need to contextualize the course of depression beyond, for example, a two-week snapshot 

of symptoms.  This context includes, for example, stressors, loss, health, available 

supports, relational history, and demands in various life domains.  As this project 

concluded, client-driven, collaborative, and consultative counselling is at the heart of 
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change for midlife depression. 

Therefore, it is essential that counsellor education provide learning opportunities 

to develop competencies in collaborative counselling.  This would entail learning how to 

work collaboratively with clients to develop a focus for counselling, deciding on a 

suitable course of action (e.g., appropriate intervention strategies), and co-monitoring 

progress.  Furthermore, working collaboratively with clients, as this study found, requires 

counsellor flexibility.  This has specific considerations for counsellor educators, students, 

and their supervisors.  Case conceptualization, including assessment and treatment plan 

development, would be extended to include client-preferred approaches, prior learning, 

client strengths and resourcefulness, and a focus for counselling.  Moreover, counsellor 

flexibility requires active engagement with clients to develop an overall plan for 

counselling that is in sync (Anderson, 1996) with clients versus inflexibly tied to one 

specific mode of counselling.  Training could include consultative ways of co-developing 

an action-plan through the use of open-ended questions, brainstorming, exploration of 

how the client has successfully navigated change in the past, curiosity about exceptions to 

the problem (Berg, 1994), negotiating meaning, and incorporating various learning 

resources and tools, among other approaches.  Table 1 below presents a participant-

driven culmination of recommended practice approaches and considerations for 

counsellors working with midlife clients and depression; it could be considered a 

preliminary resource for counsellors.  This resource highlights aspects of collaboration, 

fostering an empowering learning climate, understanding aspects of midlife depression, 

helping clients learn about and manage their depression cycle, and generating a focus for 

counselling. 
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Table 1 

 

A Counsellor‟s Resource for Working with Midlife Learners and Depression  

________________________________________________________________________ 

 

Collaborative Way of Being 

Respectfully valuing of clients‘ experiences, honouring their journeys 

Use of genuinely curious questions 

Listening openly and actively 

Attuning to client-constructed language, knowledge, perceptions, and ideas 

Building on prior learning, resourcefulness, strengths, and ideas about change 

Co-constructing a preferred fit/approach to counselling   

Inquiring about helpful/unhelpful strategies, resources, and supports 

Regularly checking-in about pace, progress, and expectations for counselling 

   

Create a Healthy and Empowering Learning Climate 

Counsellor flexibility: Fit for preferred client approach 

Brainstorm tools to enhance learning process (e.g., writing materials) 

Prevent information overload or saturating a session with psychoeducation 

Use real-life scenarios for experiential learning and out-of-session practice 

Thicken meaning-making and interpretation by contextualizing 

Explore what was helpful and less helpful about previous counselling 

Explore learner self-concept (e.g., reflective, action-oriented, self-directed) 

Explain rationale for suggested interventions and encourage ongoing feedback 

Transparent stance about the benefits of learning across the life course 

Encourage a climate of acceptance and experimentation 

  

Broaden Awareness and Understanding of Midlife Depression 

Consideration of the role of distal and proximal stressors and/or loss 

Relational, sociocultural, and environmental influences across the life span 

Life domain roles including strain, overload, conflict, quality of relationships 

Occupational stress factors, job demands, organizational culture 

Strategies for well-being already being used and health concerns 

Effect of caregiving role(s) and needed supports 

  

Learning to Manage Cycle of Depression 

Listen for client resourcefulness and availability of extratherapeutic supports 

Identify barriers and facilitators of trigger identification 

Brainstorm strategies to help identify and manage triggers 

Encourage, normalize, and validate when strategies need to be revised  

Explore potential role of distal relational and environmental factors 

Consider these aspects when discussing between-session homework: relevance to goal, 

manageability, and transferability to real-life scenarios 

Amplify noticing change and difference 

Identify factors that boost and deplete well-being 

Co-generate ideas for change and well-being maintenance 
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Generating a Focus for Counselling 

Client-generated 

Adjust as needed (e.g., unplanned event brings forward new focus) 

Check-in with client and not make assumptions that awareness, skills, knowledge present 

for successful goal attainment 

Co-evaluate progress and invite noticing of differences 

Discuss post-counselling supports including appropriateness of group work 

Help keep between-session manageable by limiting suggested strategies 

 

 Given what we know from sources such as the World Health Organization, 

research findings about stress, anxiety, and depression, and the multiple roles and 

responsibilities of midlife, it behooves all professions linked to mental health and well-

being to critically examine working together interprofessionally.  Managing depression 

goes well beyond symptom reduction, and, we need future research asking questions 

related to why the incidence of depression is on the rise for midlife women and men in 

North America.  What is it about our society that contributes to depression?  How can 

individuals as well as communities foster resiliency and help each other buffer 

depression?  Acceptance of depression as a human response to adversity, loss, trauma, 

stress, and isolation might help us collectively work together toward a better 

understanding of depression and toward solutions.  Furthermore, earlier detection of 

depression across the life span, in particular, during childhood and adolescence, has 

broader implications for reaching out to schools and families, mentoring students, and 

accessibility of supports and resources for teachers, families, and others involved in the 

well-being of children and adolescents.  Accessibility and affordability of counselling is 

of ongoing concern and an issue for further discussion on the parts of counselling 

agencies, psychological and counselling associations, private practitioners, and so forth.  

 Ongoing feedback from clients about their counselling experiences is critical if 
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we are to make valuable changes to more effectively meet their needs.  There are various 

ways to solicit feedback including in-session at the time of counselling, customer 

questionnaires at counselling centres, through research projects, and, perhaps even using 

new approaches that incorporate on-line feedback.  Suffice it to say, we need to continue 

to hear their voices, receive their feedback, and strive to create partnerships with clients 

who are the experts of their own lives, and, we as counsellors, an active partner in the 

change process with them.  The further implication here is ongoing research endeavours, 

renewed practice approaches, counsellor development and training, and client feedback 

related to collaboration.  Given the results of this study, collaborative counselling is an 

essential ingredient of learning and change during adulthood in the context of 

counselling.  In fact, a strength of the present inquiry was its active engagement of 

collaborative conversations with participants so that their perspectives, experiences, and 

feedback could be heard.    

 Looking forward, beyond the horizons that this project brought into focus, the 

transformation of self-management for depression toward conceptualizing it as health and 

well-being promotion is to continue the history of depression, but a new history.  This is 

not a discarding of depression‘s history, but embracing it as an informer of future 

directions.  Salutogenesis would not be possible without pathogenesis.  Hermeneutics 

invites us to consider all sides of an experience, concept, thought, and emotion, not 

exalting one over the other.  It also invites diversity, difference, and opposites.  These 

emerge when we listen to multiple perspectives.  This invites counselling psychology, 

medicine, nursing, social work, and psychiatry to work together collaboratively to 

support people on their paths toward health, happiness, healing, and hope.  ―Harmony, 
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however, does not mean that there cannot be contradictions or differences, for in 

harmony there must be opposites and differences; harmony is based on an echoing of 

different tones that blend and work together‖ (Moules, 2002, p. 34).  Lifelong learning is 

not static and the journey, pace, timing, and destination are different for everyone.  

Learning and change do not take place in isolation.  My invitation is that dialogue 

continue exploring depression‘s broader context and how individuals are empowered to 

take charge of their lives.  And, so, this project pauses at the fork of a road not knowing 

its next turn, not looking for a cure or pretending that it has found one, embracing the 

possibilities of the human spirit, and being open to what comes next.  In its continued 

journey, it brings along many passengers and does not forget from where it has travelled 

and its contributions to understanding depression.  Nevertheless, there are still miles to 

go. 
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Appendix A: Invitation Letter to Counselling Centres 

 

 

 

 

                          ___________________________________________________________    

Faculty of Education, Division of Applied Psychology 

 

 

[Date] 
 

[Counselling Centre Director, Address] 

 

Dear [Name of Director], 

 

RE: Invitation to Participate in a Research Study about Depression During Midlife, 

Adult Learning and Counselling 

 

It is estimated that by 2010, depression will be the leading cause of disability worldwide. 

In Canada, women and men continue to experience the impact that depression has on 

their relationships, well-being, lifestyle, and health. Adults in midlife, between the ages 

of 35 to 55 years, are a unique cohort because of the multiple stressors experienced 

during this stage of life (e.g., career change and maintenance; child rearing; mobility; 

divorce and separation; care and/or loss of primary caregivers and parents; financial 

concerns; and physiological changes). 

 

This study is designed to increase our knowledge and understanding about counselling 

efficacy from the perspectives of those women and men who have sought treatment for 

depression. Their experiences of depression, counselling, and life between counselling 

sessions will be used for these three primary research objectives: (a) to further 

conceptualize depression during midlife and augment the theoretical literature; (b) to 

identify assessment and intervention approaches that facilitated change; and (c) to 

identify gaps in treatment approaches for the generation of new practice approaches, 

future research, and counsellor training. 

 

Your centre is invited to participate in this study. The following summarizes participant 

selection criteria for this study: 

 Depression was the primary presenting challenge. 

 Women and men between the ages of 35 to 55 years. 

 Counselling is nearing termination or is completed. 

 

How can your centre participate? You can participate by posting the attached recruitment 

notice in your centre for your clientele to self refer to the study. As well, counsellors at 

your centre may participate by providing their clientele with this recruitment poster 

indicating if they are interested to contact the primary researcher.  
 



Your participation in this study will benefit centres like yours and the mental health
profession. Most importantly, by participating, you can contribute to advancing our
knowledge and treatment of depression for midlife women and men thereby enriching
their lives. Thank you for your consideration of this request for participation.

If you are interested in participating in this study, please e-mail Debbie Grove at
_ The University of Calgary Conjoint Faculties Research Ethics

Board has approved this research study. All organizations that participate in this study
will receive an Executive Summary of the research [mdings.
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Sincerely,

Debbie Grove, M.C., Ph.D. (Candidate)
Primary Researcher
University of Calgary,
Faculty of Education
Division of Applied Psychology

Nancy Arthur, Ph.D., R.Psych.
Supervisor
University of Calgary,
Faculty of Education
Division of Applied Psychology
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Appendix B: Thank You for Participating Letter

[Date]

[Counselling Centre Director,
Address]

Dear [Name ofDirector],

RE: Invitation to Participate in a Research Study about Depression During Midlife,
Adult Learning and Counselling

Thank you for participating in this research study. Your participation in this study will
benefit centres like yours and the mental health profession. Your centre will be making a
valuable contribution to advancing our knowledge and understanding about counselling
for depression. Most importantly, it is hoped that research outcomes will contribute to
how we work with clients.

You have agreed to participate in this research study in the following ways: (a) providing
the Recruitment Notice directly to those clientele eligible to participate.

Enclosed are copies of the Recruitment Notice for your use. Should you require any
additional copies, have any questions about the study, or have any questions about your
participation in this study, please contact Debbie Grove at _ or at

, he University of Calgary Conjoint Faculties Research Ethics Board has
approved this research study.

Sincerely,

Debbie Grove, M.C., Ph.D. (Candidate)
Primary Researcher
University of Calgary
Faculty ofEducation
Division of Applied Psychology

Nancy Arthur, Ph.D., RPsych.
Supervisor
University of Calgary
Faculty ofEducation
Division of Applied Psychology
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Appendix C: Recruitment Poster

Invitation to Participate in a Research Study:

Depression during Midlife: The Role of
Counselling and Learning

Depression is on the rise in Canada, especially for midlife
women and men. The purpose of this study is to better
understand individuals' experiences of counselling, to identify
aspects that facilitate change and learning and those that pose
barriers, and to identify ways to improve how we work with depression.

• Are you between the ages of 35 to 55 years?
• Have you participated in counselling for depression?
• Have you completed your counselling or near completion?

If you are interested in volunteering to participate in this study, please e-mail Debbie
Grove at or call Interviews will be conducted in a
private office to ensure privacy and confidentiality. All participants will receive an
executive summary of the research findings.

Sincerely,

Debbie Grove, M.C., Ph.D. (Candidate)
Primary Researcher
University of Calgary, Faculty ofEducation
Division of Applied Psychology

Dr. Nancy Arthur, Ph.D., RPsych.
Supervisor
University of Calgary, Faculty of Education
Division of Applied Psychology

The University of Calgary Conjoint Faculties Research Ethics Board has approved this
research study.

........, ........, ........, ........, ........, ........, ........, ........, ........, ........,
....... (l) ....... (l) ....... (l) ....... (l) ....... (l) ....... (l) ....... (l) ....... (l) ....... (l) ....... (l)
(l) I (l) I (l) I (l) I (l) I (l) I (l) I (l) I (l) I (l) I

CD a CD a CD a CD a CD a CD a CD a CD a CD a CD a
"d
~

"d
~

"d
~

"d
~

"d
~

"d
~

"d
~

"d
~

"d
~

"d
~::r"' ::r"' ::r"' ::r"' ::r"' ::r"' ::r"' ::r"' ::r"' ::r"'

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>

0
P:>::: ::: ::: ::: ::: ::: ::: ::: ::: :::

(l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0.. (l) 0..
0.. 0.. 0.. 0.. 0.. 0.. 0.. 0.. 0.. 0..::: ""l ::: ""l ::: ""l ::: ""l ::: ""l ::: ""l ::: ""l ::: ""l ::: ""l ::: ""l::: (l) ::: (l) ::: (l) ::: (l) ::: (l) ::: (l) ::: (l) ::: (l) ::: (l) ::: (l)

a rJ"] a rJ"] a rJ"] a rJ"] a rJ"] a rJ"] a rJ"] a rJ"] a rJ"] a rJ"]
rJ"] rJ"] rJ"] rJ"] rJ"] rJ"] rJ"] rJ"] rJ"] rJ"]

cr' cr' cr' cr' cr' cr' cr' cr' cr' cr'
(l) (l) (l) (l) (l) (l) (l) (l) (l) (l)

.:!... .:!... .:!... .:!... .:!... .:!... .:!... .:!... .:!... .:!...



340 

 

 

 

 

 

 

Appendix D: Written Consent Form 

 

 

 

                           __________________________________________________________                                                                                                                                                                                            

 Faculty of Education, Division of Applied Psychology 

         Written Consent Form 
 
 

Researcher:  Debbie Grove, University of Calgary, Faculty of Education, Division of 

          Applied Psychology, [telephone number], [e-mail address] 

Supervisor:  Dr. Nancy Arthur, University of Calgary, Faculty of Education, Division of 

                    Applied Psychology 

Project:        Reconceptualizing Depression at Midlife: The Role of Adult Learning and 

                    Counselling 

_____________________________________________________________________    

This consent form, a copy of which has been given to you, is only part of the process of 

informed consent. If you want more details about something mentioned here, or 

information not included here, you should feel free to ask. Please take the time to read 

this carefully and to understand any accompanying information. 

 

The University of Calgary Conjoint Faculties Research Ethics Board has approved this 

research study. 

 

Purpose of the Study: 

This study explores the experiences of women and men between the ages of 35 to 55 

years who have attended counselling for depression. This study is interested in how 

counselling helped individuals manage depression. Counselling involves learning such as 

new skills and personal awareness. The purpose of this study is to better understand how 

learning occurs during counselling and how this learning is transferred to daily living. 

You are being invited to participate in this study due to your involvement in counselling 

for depression and because you are within the age range of 35 to 55 years.  

 

What Will I Be Asked to Do? 

Participation in this study is voluntary. Participation involves reviewing and signing the 

Written Consent form and completing a Demographic form. Voluntary participation also 

includes participating in a 60-90 minute interview that will be audio-taped. The interview 

involves volunteering to discuss your experiences of counselling with the study‘s 

researcher. Individual interviews will take place in a private office to ensure privacy and 

confidentiality. Given that participation in this study is voluntary, you may refuse to 

participate altogether, you may refuse to answer any interview question asked, and you 

may withdraw from the study at any time without penalty. Participation in this study will 

in no way interfere with or affect counselling services you receive. Deciding to not 

participate in this study will in no way affect services you receive. 

 

What Type of Personal Information Will Be Collected? 

No personal identifying information will be collected in this study, and all participants 
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shall remain anonymous. Should you agree to participate, you will be asked to provide 

your gender, age, marital status, number of children, and previous attendance at 

counselling for depression. 

 

Are There Risks or Benefits if I Participate? 

If you participate in this study, you will have an opportunity to discuss your involvement 

in counselling. Participation in this study may provide a helpful review of how you 

manage depression. Participation in this study will provide you with an opportunity to 

review specific skills, new learning, and interventions that you have found effective. If 

you choose to participate in this study, it will be your responsibility to make 

arrangements for transportation to and from the interview. If you choose to participate, 

the researcher will make every effort to arrange an interview time that does not interfere 

with other commitments you have. If a mutually convenient interview time cannot be 

arranged, you have the right to withdraw from participation in this study without penalty. 

You will receive an Executive Summary of the research results and will be compensated 

$25.00 for your participation in the study. 

 

What Happens to the Information I Provide? 

Participation is completely voluntary, anonymous and confidential. You are free to 

discontinue participation at any time during the study. No one except the researcher and 

her supervisor will be allowed to see the answers to the Demographic form and see or 

hear the audio taped interview. There are no names on the Demographic form. 

Presentations and publications of study results will include group information and 

quotations from the audio taped interviews. No identifying information will be associated 

with the quoting of interview data. You will be asked to select a pseudonym that may be 

used for the reporting of data. 

 

You will not be asked to review your contributions before inclusion in presentations and 

publications. The Written Consent form, Demographic form, and interview transcripts are 

kept in a locked, secure filing cabinet accessible only by the researcher for a period of 

five years, after which time, documentation will be permanently shred. The anonymous 

data will be stored for five years on a secure computer, at which time, it will be 

permanently deleted. The researcher is the only person with access to the anonymous data 

stored on the secure, password protected computer. If you decide to withdraw from the 

study at any time, any information you provide prior to withdrawing may be used as 

research data and will be stored for a period of five years, after which time, it will be 

permanently destroyed. 

________________________________________________________________________ 

Your signature on this form indicates that you 1) understand to your satisfaction the 

information provided to you about your participation in this research project, and 2) agree 

to participate as a research subject. 

In no way does this waive your legal rights nor release the investigators, sponsors, or 

involved institutions from their legal and professional responsibilities. You are free to 

withdraw from this research project at any time. You should feel free to ask for 

clarification or new information throughout your participation. 
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I would like to receive a copy of the final results. Please put a check mark on the 

corresponding line: 

    Yes: _____     No: _____   

If yes, how would you like to receive the final results?  Please put a check mark on the 

corresponding line: 

                              E-mail: ____   Please provide e-mail address:  ________________ 
                                    

                                        Mail:    _____  Please provide mailing address: _______________ 

 

                              _____________________________________________________ 
        

E-mail and mailing addresses will be used only for the purpose of mailing final results. 

 

Participant‘s Name: (please print) ___________________________________________ 

 

Participant‘s Signature ___________________________ Date: ____________________ 

 

Researcher‘s Name: (please print) ___________________________________________ 

 

Researcher‘s Signature ___________________________ Date: ___________________ 
                                                      

Questions/Concerns: 

 

If you have any further questions or want clarification regarding this research and/or your 

participation, please contact: 

Ms. Debbie Grove, Researcher 

University of Calgary, Faculty of Education 

Division of Applied Psychology 

[telephone number]; [e-mail address] 

 

Dr. Nancy Arthur, Supervisor 

University of Calgary, Faculty of Education 

Division of Applied Psychology 

[telephone number]; [email address] 

 

If you have any concerns about the they way you‘ve been treated as a participant, please 

contact Bonnie Scherrer, Ethics Resource Officer, Research Services Office, University 

of Calgary at [telephone number]; [e-mail address].  

 

A copy of this consent form has been given to you to keep for your records and reference. 

The investigator has kept a copy of the consent form. 
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Appendix E: Demographic Information Form 
 

Demographic Information Form 
Research Study about Depression During Midlife, Adult Learning and Counselling 

 

Participant Code: ___________________              
 
Pseudonym:  ___________________              

________________________________________________________________________ 
 

Age:   ____________________ 
 
Gender:  ____________________ 
 
Marital Status:  ____________________ 
 
Number of  
Children 
(if applicable):  ____________________ 
 
 
Date Counselling     Date Counselling   
Started:  ____________________ Ended:  ________________ 
 
 
 
Have You Attended   Yes   
Counselling in the Past? No      When (approximately): _________ 
 
 
 
Have you Attended Group Yes   
Counselling for Depression? No      When (approximately): _________  
        
 
 
Medication for Depression Yes  
While in Counselling? No  
 
 
Contact Information: Mailing Address: _________________________________ 
 
                                                  
    _______________________________________________________________ 
             
    E-mail: _________________________________________ 
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Appendix F: Sample Interview Guide 

 

 

The following questions are intended as sample questions that may be asked during 

interviews. This interview guide is not intended to present as a structured or semi-

structured interview format. 

 

 

 

1. How did you experience counselling? 

 

2. What did you find helpful about counselling? 

 

3. Were there any strategies used during your counselling you found particularly 

  helpful? If so, please  elaborate. 

 

4. Were there any strategies used during your counselling you did not find helpful? 

  If so, please elaborate. 

 

5. How did you apply your work in counselling between sessions? 

 

6. How did you notice depression changing? 

 

7. Were there any factors that made it challenging for you make changes in your 

 life? If so, please elaborate. 

 

8. What stands out for you as something you learned during counselling? 

 

9. How did you apply your learning from counselling to your life? 

 

10. What helped you maintain change(s) in your life? 

 

11. Thinking back to your counselling, was there anything you were hoping you 

 would learn but did not? If so, please elaborate. 

 

12. What did you find most helpful for managing depression? 

 

13. What did you find least helpful for managing depression? 

 

14. What would you do in the future to manage depression? 

 

15. In addition to counselling, were there other supports and resources you used? If 

  so, please elaborate. 
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Appendix G: Participant Demographic Information 

 

 

Table 2 

 

Participant Demographic Information 

 

        Female   Male 

________________________________________________________________________ 

Marital Status   Single         2     3 

    Married/Has a Partner       4     2 

    Divorced/Separated       3     1 

________________________________________________________________________ 

Number of Children  None         4     4 

    1-3         5     1 

    > 3         1 

________________________________________________________________________ 

Counselling Format  Individual Only       5     3 

    Group Only 

    Both Individual + Group      4     3  

________________________________________________________________________ 

Counselling Duration  Single Session        1 

    > 1 Session        1     1 

    > 5 Sessions        1 

    > 10 Sessions        4     3 

    > 10 Sessions + Ongoing      3     1     

________________________________________________________________________ 

Medication for   No         3     2 

Depression While in  Yes         6     4 

Counselling    

 




