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Abstract 

 This thesis consists of a literature review and research study.  The literature review 

employed a meta-ethnographic approach to synthesise first person accounts of recovery 

from depression.  Critical appraisal was used to contextualize the rigour of studies.  The 

final synthesis conceptualised recovery as an non-linear process over time, encapsulating 

periods of relapse and gains over baseline functioning, which could be represented as 

growth through adversity.  A number of interlinked processes worked in concert to support 

recovery: “recovery toolkit”, “agency”, “being-in-relationships”, “insight”, “stigma”, 

“resilience” and “hope”.  Findings converged with the existing literature on recovery, 

suggesting that recovery from depression is governed by similar processes to other mental 

health conditions.  The review highlighted the limitations of retrospective accounts and the 

need for studies which could evaluate the identified gains following recovery on future 

well-being.     

The empirical study used Template Analysis to explore common process of early 

engagement across two psychotherapies for depression from the clients’ perspective.  

Sixteen transcripts representing the first two sessions for eight clients receiving either 

Cognitive Behavouiral Therapy or Counselling for Depression were analysed.  The analysis 

found that, in order to engage, clients: (i) must learn about the tasks and principles of 

therapy; (ii) are active in adapting and managing the relationship with their therapist, and 

(iii) must be able to flexibly and responsively assert their own agency.  The results argue 

for the active role of the client in managing early engagement.  Future research directions 

and methodological shortcomings are outlined.  
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Abstract 

 

Aim.  To conduct a meta-ethnography of qualitative studies exploring first person accounts 

of personal recovery from depression in adults.  

Method.  A systematic search of relevant databases was conducted using predefined search 

terms.  Studies meeting the inclusion criteria were selected and evaluated using established 

quality appraisal criteria.  Themes and concepts were extracted and synthesized using a 

meta-ethnography approach.  

Results.  Seventeen papers representing sixteen studies met the inclusion criteria. The 

synthesis developed seven linked processes involved in recovery: the “recovery toolkit”, 

“agency”, “being-in-relationships”, “insight”, “stigma”, “resilience” and “hope” and a final 

theme describing how recovery was conceptualized.  

Conclusion.  The synthesis developed an understanding of personal recovery as a non-

linear process over time which could encapsulate periods of difficulty, and could represent 

a gain over the pre-depressed self.  Recovery is achieved through the combined operation 

of interdependent processes, in which the importance of enabling relationships, the ability 

to exercise agency and the development of meaning is highlighted.  A limitation of the 

present review is that it is a synthesis of accounts from participants with differing levels of 

depression severity and chronicity, level of recovery and exposure to interventions.  

Practitioner points 

• Clinicians should seek to give a choice in interventions which incorporate 

individual understanding and preferences.   

• Clinicians should be sensitive to and address the operation of internalized stigma 

which may affect both disclosure of difficulties and accessing help.   
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• Strengths-based approaches and narrative approaches which may emphasise 

personal gains may be helpful in promoting a recovery orientation and supporting 

increased resiliency. 

•  Clinicians should flexibly adjust interventions according to the individual’s 

preferences and personal understanding of recovery.  
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Introduction 

Depression is one of the most common mental health problems affecting adults and 

is cited by the World Health Organization (Marcus et al., 2008) as the leading cause of 

disability with concomitant public health costs (Donohue & Pincus, 2007; Scott & Dickey, 

2003).  Depression is typically associated with low mood, loss of pleasure and feelings of 

worthlessness and guilt, which may be accompanied by suicidal ideation and a range of 

somatic symptoms.  Within this constellation of affective, cognitive, behavioural and 

physical symptoms, individual experiences of depression may differ markedly in their 

presentation and course (NICE, 2009).  

While depression is sometimes experienced as a self-limiting condition (NICE, 

2009), re-occurrence is common and depression can develop a chronic, relapsing cycle 

across the lifetime.  Estimates suggest that between 50% and 80% of people will experience 

a re-occurrence, with further risk of relapse increasing with each new episode (Kessing, 

Hansen, Andersen, & Angst, 2004).  Lifetime prevalence has been conservatively estimated 

at 20.8% (Kessler et al., 2005).  

A range of evidenced based treatments for depression has been developed, including 

pharmacological and psychological interventions.  Psychological therapies recommend by 

NICE (2009) include cognitive behavioural therapy; interpersonal psychotherapy; problem-

solving therapy; counselling; short-term psychodynamic psychotherapy; and couple-

focused therapies depending on the presentation and severity. 

 Talking therapies, either alone or in combination with pharmacological 

interventions show better efficacy than control conditions (e.g. Barth et al., 2013).  

However, failure to respond to treatment, premature discontinuation and relapse remain 

significant problems limiting the efficacy of treatments (Cuijpers et al., 2014; NICE, 2009).  

A recent meta-analysis of treatments for depression examined long-term follow-up (over 
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two years) and found that relapse was 53% for psychotherapies and 72% for other 

treatments (Steinert, Hofmann, Kruse, & Leichsenring, 2014).  While heterogeneity of 

studies, methodological quality, publication bias and other considerations limit the accuracy 

of specific estimates of response to intervention, relapse and drop-out, the overall 

patterning in the literature is consistent and supports the need to address how stable 

recovery can be improved (Cuijpers, et al., 2014; Richards, 2011).  Increasing engagement 

in therapies, reducing dropout and understanding more about “what works for whom” 

(Norcross & Wampold, 2011) in both the acute phase of treatment and in preventing 

relapse have been identified as central research needs by NICE (2009).  

Improving recovery from depression is further complicated by competing 

definitions of what is meant by recovery.  Outcome measures used by clinical trials and 

service evaluations typically define recovery by cut-off points on psychometric measures 

assessing symptom remission and occupational functioning.  Amongst others, Barkham et 

al. (2012) have identified a need to incorporate individual understandings of recovery into 

outcome measures.  The recovery movement has gone some way to defining the meaning 

of personal recovery (Anthony, 1993).  Andresen et al. (2003) provides a succinct 

definition: “(recovery is) the establishment of a fulfilling, meaningful life and a positive 

sense of identity founded on hopefulness and self-determination” (p. 588).  A recovery 

orientated approach emphasizes a strengths based approach and living well across a range 

of personally salient domains which may or may not be accompanied by full symptom 

remission (Slade, Adam, & O’Hagan, 2012).   

Despite the influence of the recovery movement, there has only been one systematic 

review which has attempted to synthesize the meaning of personal recovery and identify the 

processes involved.  Using a modified narrative synthesis methodology Leamy, Bird, 

Boutillier, Williams, and Slade (2011) reviewed 97 papers.  Recovery processes were 
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summarized by the acronym “CHIME”: connectedness; hope and optimism about the 

future; identity; meaning in life; and empowerment.  

Leamy et al. (2011) offer a comprehensive and well-researched integration of a 

diverse body of research, but the review has a number of limitations.  Of the 97 papers 

included, only 37 were qualitative accounts, of which 29 were analyses of interviews or 

narratives from those recovered or recovering from mental illness.  The primacy of direct 

accounts may therefore have been diluted in the resulting analysis.  The majority of articles 

also focused on severe and enduring mental health problems; only three of the qualitative 

papers described recovery from depression.  

McEvoy, Schauman, Mansell, and Morris (2012) noted that discussion of recovery 

from depression and other common mental health problems tends to be missing or limited 

in the more general recovery literature.  Previous research reviews of qualitative accounts 

of depression have tended to examine depression secondary to coping with another primary 

health or life event such as pregnancy (e.g. Dennis & Chung-Lee, 2006) or chronic disease 

(DeJean, Giacomini, Vanstone, & Brundisini, 2013).  To the present writer’s knowledge, 

there have been no previous reviews which specifically synthesize the findings from 

qualitative accounts of recovery from depression.  The present literature review aims to fill 

this gap.  

Aims  

The present study will:  

i) undertake a systematic review of peer-reviewed studies of personal recovery from 

depression;  

ii) synthesize the findings using a meta-ethnographic approach to establish how 

personal recovery from depression is conceptualized and the processes involved; 

iii) identify implications for clinical practice;  
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iv) identify areas for further research. 

Method 

Defining the Question 

Shaw’s (2010) CHIP tool was used to define the parameters of the search question: 

Table 1 

CHIP Tool: Parameters of Review Questions  
 
Components  

 
Description  

 
Context  

 
Depression  

 
How  

 
Qualitative methods 

 
Issue/s 

 
Conceptualization and experience of recovery  

 
Population  

 
Adults 

 

Inclusion Criteria  

a) Qualitative studies. 

b) Peer reviewed and published in English.  

c) Adult participants. 

d) A Primary focus on depression. 

e) Offer a substantial focus on accounts of personal recovery. 

Exclusion Criteria  

a) Depression secondary to another primary health event e.g. post-partum 

depression, a physical health condition, another axis one disorder.  

b) Recovery defined only by measures of clinical recovery. 

c) Studies primarily examining response to a formal intervention.  

d) Studies with insufficient exploration of meaning.  Kidder and Fine’s (1987) 

criteria was followed to remove studies, which although including non-numerical 
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data collection techniques, were judged to be insufficiently inductive.  Examples 

might include open ended questionnaires where the responses are analysed to 

support a hypothesis which is not adapted through the research process or studies 

where the qualitative element is so small it is lost in the overall positivistic 

approach of the study.  

e) Studies addressing the experience of depression specific to gerontology, 

childhood and adolescence. 

Search Methods 

Comprehensive searches were carried out between 10 and 19 December 2014 of the 

following databases: MEDLINE, PsychINFO and Web of Knowledge.  Search terms 

(itemized in Table 2) were developed through consideration of those previously employed 

within the literature and guidelines for searching for qualitative studies (Britten et al. 2002; 

Shaw, 2012; Toye et al., 2014).  

Table 2  

Search Terms Employed  
 
Depression  

 
“depress*” OR “mood disorder*” OR “dysthym*” 

 
  

AND 
 

 
Qualitative 
methodology  

 
“qualitat*” OR “grounded theor*” OR “phenomenol* “OR 

“discourse analysis” OR “thematic” OR “ethno*” OR “focus 
group” OR “hermeneutic*” OR “narrative*” OR “lived 

experience*” OR “life experience*” OR “theme” 
 

  
AND 

 
 
Recovery  

 
“recover*”  OR “living with” OR “cope*” OR  “coping” OR 

“self care” OR “self management” 
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Google Scholar was used to inspect citations and reference lists of previous reviews and 

articles meeting the inclusion criteria.  Results of the search strategy followed the Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA; Moher, Liberati, 

Tetzlaff, Altman, & The PRISMA Group, 2010). 

Results 

The search returned 2,278 studies, from which 771 duplicates were removed.  The 

remaining 1,507 articles were screened by title and abstract for relevance, resulting in 75 

studies.  Of these 60 were excluded for the following reasons: not qualitative accounts, 

small Q studies, not depression focused or having a co-morbid focus, not sufficiently 

recovery focused; intervention evaluation; were a secondary comment on primary research, 

focused exclusively on experience of older adults or adolescents.  The references and 

citations of the final 15 articles were searched and two additional articles found.  The 

results of the search strategy are summarized in the PRISMA diagram in Figure 1.   

The Synthesis Papers 

Seventeen papers, based on 16 studies, met the inclusion criteria.  A summary of the 

characteristics of each paper is given in Table 3.  Severity of depression ranged from mild 

to severe with recurrent episodes common, including participants with life long 

presentations.  Three studies included bi-polar disorder.  Depression status was formally 

assessed in fourteen of the studies, while participants were described as self-diagnosing in 

the remainder.  Seven studies explicitly described some participants as recovered, or in 

recovery (two of these studies were drawn from the same sample).  The recovery status of 

the remaining participants was unclear.  Of the 393 total participants, 118 were male.  Only 

one of the papers focused exclusively on male-only accounts, while nine were comprised of 

exclusively female participants.  Research was conducted in the USA, India, Sweden, 
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Australia and the UK.  Participant ethnicity was not systematically presented by studies.  

The method of data collection was most commonly interviews, either semi-structured 

(n=14) or unstructured (n=1), with two studies also employing focus groups.  One study 

asked participants to keep a reflective log.  Qualitative methodologies employed by the 

papers included thematic analysis, grounded theory (or a variant of), phenomenographic 

analysis, phenomenology, discourse analysis, reflexive methodology, content analysis, and 

narrative analysis.  

Quality Assessment  

Total quality appraisal for each paper is given in the final column of Table 3.  A 

detailed breakdown of the quality appraisal by paper is given in Appendix A.  The present 

review applied the generic assessment framework for qualitative research developed by the 

Critical Appraisal Skills Programme (CASP, 2010).  A copy is given in appendix B.  Meta-

ethnographies do not routinely set a minimum quality threshold for including papers, 

prioritizing instead conceptual richness and studies which allow data for the synthesis to be 

extracted (Britten et al., 2002).  Quality appraisal was therefore not used to exclude papers, 

but to provide a ‘quality context’ within which the outcome of the synthesis can be placed.  

The criteria developed by Dixon-Woods et al. (2005) were used to assign an overall quality 

rating to each paper of ‘satisfactory’, ‘unable to evaluate’ (due to insufficient information) 

or “fatally flawed” (methodologically unsound, include but treat with caution).  No papers 

were identified as fatally flawed, but three papers (Chernomas, 1997; Hajela, 2013; 

Dorwick, Kokanovic, Hegarty, Griffiths, & Gunn, 2008) were reported in insufficient detail 

to enable an unequivocal rating.  Caution must therefore be applied when interpreting the 

findings of these papers.  A second researcher, blind to the first researcher’s ratings, 

appraised 20% of the papers.  Papers were randomly selected. Only 1 CASP criterion for 1 

paper was disagreed upon.  The disparity was resolved by discussion.  



 19 

 

 

Figure 1 PRISMA flow diagram illustrating search results 
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The Synthesis Process   

The present review used the meta-ethnography approach (Noblit & Hare, 1988) to 

synthesize the findings from the qualitative papers.  Meta-ethnographies have shown 

increasing value in health related research including the synthesis of methodologically 

heterogeneous studies (Campbell et al., 2011; Dixon-Woods et al., 2007).  The 

interpretative nature of the approach goes beyond a merely aggregative technique and may 

support the development of new conceptual insights and theory (Britten et al., 2002; 

Campbell et al., 2011; France et al., 2014).  

Meta-ethnography involves identifying the original themes or key concepts 

developed in the original studies, sometimes referred to as second order constructs and 

comparing these within and between studies through a process of reciprocal translation 

(Campbell et al., 2011; France et al., 2014).  The process may be likened, as France et al., 

(2014) note, to the constant comparative method.  Noblit and Hare (1988) identified three 

types of synthesis: “reciprocal”, where the findings of studies are broadly similar; 

“refutational”, where the findings of studies appear to conflict with each other, and a “line-

of-argument” approach, which involves translating one study into another in order to 

develop a new framework.  Meta-ethnographies may contain more than one type of 

synthesis depending on the relationship between studies.  The method described follows the 

stages of meta-ethnography proposed by Noblit and Hare (1988) and developed by previous 

meta-ethnographies (Britten et al., 2002; France, et al., 2014; Malpass et al., 2009). 

Reading the studies 

Articles were read and re-read in date order, beginning with the earliest paper.  A 

table was created in Excel and this was used to record examples of participant quotes and 

second order constructs developed by the authors.  Thoughts about each second order 

construct were noted and aided the development of key concepts.  
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Determining how the studies were related.  The key concepts were then 

systematically compared and searched for across all papers, identifying recurring ideas.  A 

word or phrase was then developed which best represented these groupings of key concepts 

between papers.  

Translating one study into another.  In order to translate one study into another, a 

grid was completed by entering each paper into a column, and concepts across the rows.  

The second order constructs from each paper were then added.  Completing the table 

ensured that each construct in the source paper was encompassed in an over-arching 

concept.  A summary of each group of second order constructs defined by an over-arching 

concept was written.  Appendix C provides the  summary table of the  second order 

constructs and their over-arching category  and the studies to which they belong.   

Synthesizing translations.  The process of creating the table demonstrated that 

there were a large number of reciprocal relationships between the ideas found in the 16 

studies.  Not all themes were fully articulated in each paper, nor were all ideas apparent 

across all studies; however, these differences did not function as refutations, but developed 

into a line of argument.  Appendix C illustrates the new interpretations and their 

relationship to the over-arching category and original second order constructs.  A number 

of these interpretations were close to the original second order constructs, while others 

arose from further interpretation of overall processes linking the papers.  The themes 

addressed processes of recovery from depression and how recovery was conceptualized.  

Findings 

The eight themes developed through the process of reciprocal translation are 

described below.  Each theme operated in a complex relationship with others to describe 

processes involved in recovery and how personal recovery is conceptualized; for example, 

utilizing external support was facilitated by good relationships with providers.  Examples of 
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papers are incorporating the themes are cited.  The eight overarching themes are given in 

bold, and sub themes are italicized.  

Developing a Recovery ‘Tool Kit’ 

The process of recovery involved combining personal resources with support from 

external sources to develop a personal ‘toolkit’ of selected strategies that facilitated 

recovery (Peden, 1993, 1996; Ridge & Ziebland, 2006; Skärsäter, Dencker, Bergbom, 

Häggström, & Fridlund, 2003; Skärsäter Dencker, Häggström, & Fridlund, 2003).  This 

included utilizing a range of external, professional, and personal resources and the exercise 

of choice in what to apply when.  Developing personal resources built on existing strengths 

as well as acquiring new skills 

Choosing involved the active participation in choices over treatment options and 

tailoring those choices to meet personal needs (Peden, 1993, 1996; Ridge & Ziebland, 

2006; Skarseter, Dencker, Bergbom et al. 2003; Skarseter, Dencker et al., 2003; Vidler, 

2005). 

Utilizing external resources.  At its most basic level, information was sought about 

depression, which in turn legitimated personal suffering as something which was not 

reducible to personal failure (Skärsäter, Dencker et al., 2003).  For some, ‘naming’ 

depression provided a vocabulary to frame their experience and make it comprehensible 

(Hajela, 2013; Nunstedt, Skärsäter, & Kylén 2012; Skärsäter, Dencker et al., 2003).  

Information about depression helped reduce a sense of personal failure and increased 

feelings of control (Chuick et al., 2009; Skärsäter, Dencker, Bergbom et al., 2003; Steen, 

1996), while also practically signposting individuals towards ways of combatting 

depression (Chuick et al., 2009; Murray et al., 2011). 

Tailored support from professionals enabled individuals to develop skills to support 

recovery (Murray et al., 2011; Peden, 1993, 1996; Ridge & Ziebland, 2006).  In the early 



 27 

stages of recovery, utilizing professional help gave some a sense of “safety”, a feeling of 

becoming “unburdened’ (Skärsäter, Dencker, Bergbom et al., 2003) and was integral to the 

awakening of hope (Chuick et al., 2009).  Encounters with professionals were most helpful 

where the relationship held the quality of ‘concordance’ (Skärsäter, Dencker, Bergbom et 

al., 2003) or ‘fit’ (Peden, 1993) and helped individuals trust the advice of others (Murray et 

al., 2011).  

Personal strategies.  In addition to external sources of help, accounts emphasized 

developing a personal set of responses to overcome depression.  These were often arrived at 

through a process of trial and error (Chuick et al., 2009) but also included identifying and 

extending personal strengths (Dowrick, Kokanovic, Hegarty, Griffiths, & Gunn, 2008; 

Steen, 1996), as well as learning new skills (Peden, 1993,1996; Ridge & Ziebland, 2006).  

Examples included addressing cognitions and attitudes to change; learning to meditate; 

taking care of the self through diet, exercise and sleep; learning to say ‘no’, and making 

changes to the structures of everyday life which were unhelpful (Dowrick et al., 2008; 

Fernandez et al., 2014; Hajela, 2013; Lafrance & Stoppard, 2006; Murray et al., 2011).  

Individuals learned to monitor for signs of relapse, while developing long term plans to 

maintain wellbeing (Murray et al., 2011).  Chernomas (1997) referred to the process as 

developing the ‘self as healer’ while Dowrick et al. (2008) coined the phrase ‘personal 

medicine’ to convey the centrality of these activities in recovery. 

The choice of how to balance personal and professional support differed across 

accounts but was characteristically an active process (e.g. Skärsäter, Dencker, Bergbom et 

al., 2003; Skärsäter, Dencker et al., 2003; Steen, 1996), preceded by a decision to engage in 

recovery (Peden, 1993) and required the ability to trust one’s own understanding (Murray et 

al., 2011.  Accounts emphasized the exercise of choice and autonomy; however, this was 

achieved in and through relationships, both professional and personal.  
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Turning-to-Relationship   

Re-connecting with others was inherent in the recovery process across all the 

papers, though not always developed as a theme, and functioned as a counter-point to the 

isolating effect of depression (Skärsäter, Dencker et al., 2003).  Accounts emphasized that 

re-connecting did not signify a passive dependency on others, but an active-being-in-

relationship.  For many turning to relationships also involved problem solving relational 

difficulties which may have contributed to becoming depressed (Lafrance & Stoppard, 

2006). 

Talking about depression.  Talking to others included professionals, friends and 

family.  An initial opening up to others about the experience of depression frequently 

represented a “turning point” (Peden, 1993) in recovery, allowing individuals to receive 

validation of their experience as well as social support and the opportunity to develop more 

authentic relationships (Murray et al., 2011; Skärsäter, Dencker, Bergbom et al., 2003; 

Skärsäter, Dencker et al., 2003).  

Selective disclosure.  Accounts emphasized that the choice to disclose the 

experience of depression was in the face of fears of rejection and perceived stigma (e.g. 

Fernandez Breen, & Simpson, 2014; Hajela, 2013).  For some, a concrete experience of 

previous stigmatization increased their wariness to share and led to care in what to disclose 

to whom (e.g. Chernomas, 1997).  

Being-in-relationship.  Turning to relationships was not about passive help seeking, 

but the desire to cultivate authentic and reciprocal relationships, which placed the 

individual in a social network (Skärsäter, Dencker, Bergbom et al., 2003; Skärsäter, 

Dencker et al., 2003).  Within these supportive and safe, but emancipating relationships, 

accepting and belonging led to a sense of personal validation as individuals increased their 

social networks (Chernomas, 1997; Dorwick et al., 2008).  Being-in-relationship enabled a 
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sharing of experience and connection with others (Murray et al., 2011).  The harnessing and 

extending of “personal and affectional bonds”  identified by (Dowrick et al., 2008)  

distinguished a recovery-enhancing self-reliance from the ‘going it alone’ mindset which 

led to isolating and concealing the self from others, which was implicated in the 

maintenance of depression (Murray et al., 2011; Ridge & Ziebland, 2006).   

Re-negotiating relationships.  The quality of helpful relationships was in contrast 

to problematic relationship roles which may have contributed to becoming depressed.  

Within accounts of women’s recovery (e.g. Peden, 1996; Schreiber, 1996), the importance 

of increased assertiveness and the development of healthy boundaries to combat a passive 

‘pleasing’ was emphasized (Lafrance & Stoppard, 2006; Skärsäter, Dencker et al., 2003).  

However, while the particular relational dilemmas held a gendered quality, the need to 

address the quality of relationships to enable a more authentic self in-relationship was 

present in accounts from both men and women (Ridge & Ziebland, 2006; Vidler, 2005).  

Increasing Insight 

Insight into the factors which contributed to the development and maintenance of 

depression was a characteristic part of recovery and was woven into a search for meaning 

and developing a “narrative of recovery” (Dowrick et al., 2008; Ridge & Ziebland, 2006).  

The development of personal insight represented a gain over the pre-depressed self in many 

papers.  Insight could develop through personal reflection, formal interventions and 

relationships.  

Insight into the onset and maintenance depression.  Depression often crept up on 

individuals and was characterized as ‘experiencing but not understanding’ by Nunstedt, et 

al. (2012).  ‘Awakening’ (Nunstedt, et al., 2012) to the presence of depression was an 

important part of recovery.  For some, insight came through the intercession of others who 

named the depressed experience (Hajela, 2013), while for others a change of perspective 
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came as a result of ‘hitting rock bottom’ (Peden, 1993).  Insight included awareness of 

destructive thought patterns and behaviours; and letting go of distorted messages from 

earlier developmental stages (Ridge & Ziebland, 2006; Steen, 1996).  

Meaning making and self-understanding.  Some papers found that limited insight 

appeared to parallel limited recovery (Peden, 1993).  Nunstedt et al. (2012) made the 

distinction that mere ‘knowledge’ about or memory of depression was of limited value, and 

individuals were required to develop an ‘individually constructed’ understanding of their 

own depression to benefit self-management or recovery.  This aspect of meaning making 

was integral to recovery for many (Chernomas, 1997; Hajela, 2013; Peden, 1993, 1996) and 

was facilitated by the growth of  “reflexive awareness”  identified by Ridge and Ziebland 

(2006).    

A number of accounts described how increased self-understanding led to a new 

relationship with the self (Skärsäter, Dencker et al., 2003).  This was variously referred to 

as ‘seeing with clarity’ (Schreiber, 1996), ‘a journey of self-discovery’ (Hajela, 2013) and  

‘clueing-in’ (Schreiber, 1996).  These metaphors described a level of personal insight 

which was emotionally and cognitively congruent and which were a precursor to change at 

the level of identity.  As Ridge and Ziebland (2006) noted, the opportunity for a new 

understanding of the self appeared to arise out of the “loss of self” experienced by so many 

in depression (Ridge & Ziebland, 2006).   

Re-organisation of the self.  The “creation of a more useful story about the self” 

(Ridge & Ziebland, 2006, p. 1044) led to a degree of change that equated to a 

transformation at the level of identity across many studies.  The first step in this process 

was how individuals negotiated a diagnosis of depression.  Some accounts, particularly 

(Lafrance & Stoppard, 2006; Michalak et al., 201; Murray et al., 2011) discussed how an 

illness identity could be stigmatising and disempowering where it held a totalizing effect on 
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the person’s experience of self, rather than distinguishing between depression as one aspect 

of experience (Ridge & Ziebland, 2006).  Fernandez et al.’s, (2014) participants talked 

about, having a ‘well’ and a ‘sick’ identity, and the need to develop an integrated 

understanding of the self through nourishing the positive aspects of self-compassion, 

tolerance, empathy, creativity, and strength.  

Ridge and Ziebland (2006) described this as ‘re-writing’ the experience of 

depression into the self and identified how participants moved from seeing depression as a 

‘enemy’ of the self, to an experience which brought a valued increase in self-understanding 

and an alternative way of living (Ridge & Ziebland, 2006).  Some accounts suggested that 

changes at the level of self involved addressing gendered roles, for example self-sacrifice 

(Lafrance & Stoppard, 2006), while Schreiber’s (1996) participant talked about ‘discarding 

the not me’ in order to feel more whole and complete.  This renegotiated identity allowed 

for a more authentic living in the world and was linked to enhanced acceptance of self and 

others (Fernandez et al., 2014; Schreiber, 1996; Skärsäter, Dencker, Bergbom et al., 2003).  

Agency 

An increase in personal agency informed the other process of recovery.  

Determination.  Early in the recovery process, a sense of agency began to form 

through the ‘determination’ (Peden, 1993); and was subsequently fostered by feeling 

empowered to take personal responsibility for recovery (Ridge & Ziebland, 2006; Steen, 

1996).  

Aloneness – togetherness. A number of papers struggled with an apparent 

contradiction between a form of self-reliance, which had isolated individuals and prevented 

help seeking, with the role of increased autonomy in recovery.  The distinction lay in how 

individuals related to others.  In relation to treatment providers, this was expressed through 

developing a sense of collaboration (Murray et al., 2011), concordance (Skärsäter et al., 
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2003), choice and autonomy in decision-making (Murray et al., 2011).  Fernandez et al. 

(2014) described the role of the ‘independent patient’ as a way of navigating the apparent 

paradox of needing help while remaining autonomous.  Within personal relationships, 

agency developed through re-negotiating and setting functional interpersonal boundaries 

(Lafrance & Stoppard, 2006); a process Vidler (2005) characterized as self-agency in 

contrast to other-agency.  

The empowered self.  Developing a sense of agency was supported by cognitive 

understandings of depression, but this also needed to be grounded in the individual’s 

emotional experience: Schreiber (1996) described this as “clueing in”.  Agency also 

functioned at the level of identity to develop a new active and empowered self (Michalak et 

al., 2011) which contrasted with the ‘disempowering’ effect of depression (Skärsäter, 

Dencker, Bergbom et al., 2003; Steen, 1996).  

Stigma  

Stigma was explicitly developed in only a minority of studies (Michalak et al., 

2011), however, fear of negative evaluations by others and an internalized shame for being 

depressed was suggested across many accounts and needed to be negotiated as part of 

recovery (Chuick et al., 2009; Schreiber,1996; Vidler, 2005).  Stigma was experienced as a 

negative evaluation experienced by both genders in terms of a failure to fulfil idealized 

gender roles.  For example, Skärsäter, Dencker, Bergbom et al. (2003) found that female 

participants talked about a fear that they might be perceived as not fulfilling a caring role 

adequately, while men talked about the limiting relationship between traditional 

masculinity and the ability to openly express feeling (Skärsäter, Dencker, Bergbom et al., 

2003).  Dowrick et al. (2008) and Chuick et al. (2009) observed that the favouring of self-

help over sourcing professional help was influenced by perceptions of stigma.  
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Overcoming stigma involved addressing both external and internalized experiences 

and recognising that depression is part of, but not the whole of the self  (Chernomas, 1996; 

Fernandez et al., 2014; Michalak, et al., 2011; Nunstedt et al., 2012), as well as educating 

others (Murray et al., 2011).  

Personal Resilience  

The recovery processes named above coalesced around a further theme best 

captured as an increase in personal resiliency.  Resilience, the ability to cope with 

adversity, is commonly conceptualized as a protective factor against depression, but 

resilience can also develop out of ‘turning point’ experiences in adulthood (Rutter, 2006).  

Within the accounts of recovery in the present papers, resilience developed as a response to 

the adversity of depression through recognizing and increasing personal resources.  The 

ability to build relationships, an increase in agency and an increase in reflective capacity 

are consistent with Hauser’s definition of resilience as a response to mental illness (Hauser, 

2007).  The growth of resilience as an outcome was explicitly developed by Dorwick et al. 

(2008).  Dorwick et al., (2008) coined the phrase ‘ordinary magic’ to the buffering effect of 

relationships against difficulties; and ‘personal medicine’ as the active development of 

personal resources. Resilience increased the individual’s capacity to bear with the pain of 

depression in the knowledge that depression was resolvable and was intimately linked to 

the development of hope (e.g. Murray et al., 2011). 

Hope  

The installation of hope, however small, was a necessary precursor to engagement 

in recovery.  In the early stages, ‘hope’ sometimes came through the intercession of others 

(Peden, 1993,1996; Hajela, 2013; Skärsäter, Dencker, Bergbom et al., 2003; Skärsäter, 

Dencker et al., 2003), but for recovery to progress, hope flourished alongside a belief in 

one’s ability to cope and the development of personal agency (Chuick et al., 2009; 
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Skärsäter, Dencker et al., 2003; Fernandez et al., 2014).  Ridge and Ziebland (2006) linked 

the development of hope to the growth of a more authentic life anchored in social 

relationships with others.   

Conceptualizations of Recovery  

A dynamic process.  Across the studies, recovery was conceptualized as a dynamic 

process, taking place over time, but seldom linear.  Each of the themes described above 

represented processes which worked in concert to enable recovery. While some papers 

attempted to map specific process to discrete stages of recovery (Peden, 1993, 1996; 

Schreiber, 1996; Steen, 1996) the overall picture suggested a more blended and fluid 

process, which, while suggestive of recovery stages, did not clearly delineate processes to 

be exclusive property of a discrete stage.  Recovery was often long (e.g. Ridge & Ziebland, 

2006) and experienced as a personal struggle, with some accounts employing graphic 

metaphors to emphasise the difficulties that needed to be addressed (Hajela, 2013).  

Recovery was understood as property of the self, but a self-in-relationship with a 

community of others who offered appropriately tailored help.  Accounts of those 

experiencing chronic depression conveyed a tacit acceptance that depression may re-occur 

but some degree of confidence that this suffering could be borne with and managed.   

A gain over the pre-depressed self. Recovery was understood by some as a 

restoration of pre-morbid functioning, however, many accounts described gains following 

the experience of depression (e.g. Peden, 1996).  The recognition of ‘gains’ was implicit in 

many of the other themes of insight, identity and agency.  Some accounts developed this 

further and described a profound transformation in which a new self had arisen from the 

loss of self connected to the depressed experience (Ridge & Ziebland, 2006). 

Naming recovery.  Some accounts highlighted the need to consciously develop a 

‘language of recovery’.  Participants in Ridge and Ziebland’s (2006) study identified this 
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was missing from their experience of health care and consequently, it had taken many years 

to identify that they were ‘in recovery’.  

Discussion 

This meta-ethnography used a line of argument approach to synthesise qualitative 

accounts of personal recovery from depression from 17 papers representing 16 studies.  The 

analysis developed eight themes, of which seven describe the processes involved in 

recovery:  the ‘recovery toolkit’, ‘agency’, ‘turning-to-relationships’, ‘insight’, ‘stigma’, 

‘resilience’ and ‘hope’.  The final theme described how personal recovery was 

conceptualized.  

The themes developed offer broad conceptual overlap with Leamy et al.’s (2011) 

five processes of: ‘connectedness’, ‘hope’, ‘identity’ (including overcoming stigma), 

‘meaning in life’, and ‘empowerment’.  The similarity of the processes to those in the 

present meta-ethnography suggests that recovery from depression shares common 

processes with other mental health conditions,  however, there were some notable 

differences in how themes were defined and ‘resiliency’ was absent from Leamy et al.’s 

(2011) study.  Key differences are now discussed, beginning with the role of relationships 

in recovery.  Leamy et al. (2011) identify the importance of supportive relationships in 

recovery; however, the present review develops this further and highlights the complexity 

involved in re-negotiating relationships which may have contributed to depression and the 

need to establish relationships which enable support and mutuality while respecting 

autonomy.  Hobson’s (1985) concept of ‘aloneness-togetherness’ was used to capture this 

quality and was placed within the overall theme of agency to indicate the relational quality 

inherent in developing the argentic self.  The relational dimension of agency is missing 

from Leamy et al.’s  (2011) review which instead identifies the need for ‘empowerment’, 

which is defined as identifying personal strengths.  Leamy et al.’s (2011) third category, 
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‘identity’, was captured in the present study under a process of ‘increased insight’ and ‘re-

organisation of the self’.  Similar to Leamy et al. (2011), this category held the quality of 

personal change, however, within the present review, it was intimately connected to 

narrative processes of meaning making.  While Leamy et al.’s (2011) review acknowledges 

the importance of finding ‘meaning in life’, meaning making as an active, reflexive, 

narrative process which contributed to a ‘reorganisation of the self’ was absent.  Missing 

from Leamy et al.’s (2011) themes is the concept of ‘resiliency’ developing through 

overcoming depression.  In developing resilience as a theme, the present review emphasis 

is that recovery from depression can be understood as an experience of growth through 

adversity.   

In discussing their overall conceptualisation of recovery, Leamy et al. (2011) argue 

for a stage model understanding of recovery and map their themes onto Prochaska and 

DiClemente’s (1982) transtheoretical model of change (TMC).  The findings of studies in 

the present review did not offer enough evidence to either support or refute this model, 

however, the fluidity of the process described suggest that care needed to be taken in 

making a categorical assignment of different processes to discrete stages of recovery in 

depression.  Leamy et al. (2011) do not report their themes in sufficient detail to enable 

further comparison with the present study.  It is consequently unclear whether the 

differences identified result from alternative methodologies and inclusion criteria, or 

represent depression specific aspects of recovery.  

The themes within the present study support the need to develop a narrative of 

recovery as a counterpoint to the decline narratives identified by Ridgeway (2001) as 

common within mental health.  Within the present review, the features of a recovery 

narrative include both making sense of the depressed experience and identifying gains 

across a range of personally salient domains, including self-understanding, recovery skills, 



 37 

reflexivity, and relationships, which contributed to increased resilience.  Bruner (1991) 

argues the position that narratives are not just the expression of inner states, but are 

determining of subsequent experience and identity formation.  

The recent growth in literature on post-traumatic growth has begun to research more 

fully how adverse experiences may be a means of personal transformation (Barratt, 2014) 

and foster the development of increased resiliency as highlighted in the present review.  

The literature largely focuses on physical illness, but emerging models have begun to be 

applied to recovery from mental health problems.  Dunkley and Bates (2014) applied 

Tedeschi and Calhoun’s (2004) model of post-traumatic growth (PTG) to recovery from 

first-episode psychosis to demonstrate a gain over pre-morbid functioning.  Tedeschi and 

Calhoun, (2004) propose that change may arise when something is so threatening it 

undermines existing schemas and in doing so, creates the conditions for cognitive re-

building and opportunities for growth.  As a consequence, resiliency increases as a new 

experience of successfully negotiating adversity is built into the understanding of the self 

(Seery, Holman, & Silver, 2010).  A number of studies support the view that resilience may 

develop from successfully overcoming adversity (e.g. Aldwin, Sutton, & Lachman, 1996), 

leading to an understanding of resiliency as a set of dynamic processes which may develop 

over time (Fletcher & Sarkar, 2015; Rutter, 2006) and which may include periods of 

pathology and psychological illness (van Vliet, 2008).  This literature has similarities to the 

findings of the present review whereby depression may function as an experience which is 

a fundamental threat to self – thus, the point of experience named in a number of studies 

which necessitates the reappraisal and development of the self.  While this re-structuring 

does not prevent further episodes, it can lead to an increased sense of being able to better 

manage these from which hope which mitigates the despair of depression is maintained.    

Within the present review, the quality of the relational environment was 
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instrumental in enabling and supporting other recovery processes.  The importance of the 

individual’s relational environment is replicated across the literature on recovery from 

adversity (Spaniol, Bellingham, & Cohen, 2003).  However, relational dynamics held two 

areas of complexity:  the apparent paradox of needing support while also striving to attain 

greater self agency as well as the need to renegotiate the unhelpful relationship patterns that 

may have contributed to an individual’s depression.  

Feeney and Collins (2015a, 2015b) draw on the principles of attachment theory 

to propose a model of how helping relationships may have both a protective and enabling 

function.  Such relationships provide support while respecting personal autonomy, and are 

neither controlling, over-involved, neglectful or dismissive.  Feeney and Collins (2015a) 

described this as “dependence in response to genuine need”, “optimal independence” (a 

healthy degree of autonomy), and “optimal interdependence” (relationships characterized 

by mutual dependence).  

Aldwin et al. (1996) suggest that accessing the support of others in times of 

distress, while challenging, if achieved, may facilitate a corrective experience which may 

help to positively shift internal representations of self and others.  The changes described in 

a number of studies within this review suggest that patterns of relating changed for many; 

however, it is not clear whether this represented shifts in attachment style or enduring 

changes in interpersonal functioning. 

Conclusion 

This meta-ethnography synthesized the findings of 17 qualitative papers 

representing 16 studies, which examined experiences of recovering from depression.  The 

themes were identified: the “recovery toolkit”, “agency”, “being-in-relationship”, “insight”, 

“stigma”, “resilience” and “hope”.  The final theme described how personal recovery was 

conceptualized.  The themes were broadly consistent with those in the wider recovery 
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literature, however, the present review highlighted the need to identify areas of complexity 

in how themes contribute to recovery.  The themes functioned in concert and highlighted 

the importance of relationship, personal choice and the exercise of autonomy.  Accounts 

emphasized that recovery was not just a return to pre-morbid functioning, but represented 

personal growth and the development of skills to enhance resiliency.  

Limitations 

 An inherent bias is that the review was reliant on the selection techniques of 

individual studies.  The studies combined accounts from participants whose experience of 

depression differed widely in terms of severity and chronicity, stage of recovery and 

exposure to interventions.  Each of these factors may have a bearing on the process 

identified.  Also of particular note was the small number of studies examining male only 

experiences and those representing ethnic diversity which prevented a meaningful analysis 

of how these dimensions may affect recovery.  

 Studies varied in their methodological rigour.  Limited reporting of methodology 

was particularly apparent in some studies and three studies could not be classified as 

satisfactory due to the absence of key information.  The results of these studies were 

included due to their conceptual value, however, there is the need for increased 

transparency in the reporting of qualitative studies in order to support more robust and 

reliable synthesis.    

 The final synthesis produced results which have broad overlap with existing 

understandings of recovery process. This meant the original aim which informed the 

adoption of a meta-ethnographic approach to support the development of new insights and 

theory building was not achieved, but this was not predictable at the start of the review 

process and the importance of a synthesis method open to new interpretations was justified.

   Finally, inherent in the nature of meta-ethnographies, lies a process of 
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interpretation.  As Malpass et al. (2009) note, the interpretative nature of synthesis means 

that other ways of understanding and developing themes could have been arrived at by an 

alternative researcher.  Only published peer-reviewed papers were included in this analysis, 

therefore material from the ‘grey’ literature was omitted.  Consequently, certain accounts of 

recovery from depression may have been lost.   

Research implications 

 Understanding how individuals apply previous recovery experiences to further 

episodes of depression requires further analysis.  This may apply to both resources 

individuals develop within themselves and also the extent to which the individual can build 

up relational ‘capital’ to increase their future resilience.  Criticism of the adversarial growth 

literature argued that research based on retrospective self reports are open to the question of 

whether growth  has objectively taken place (Bonanno, 2005).  Studies utilizing measures 

such as baseline functioning and providing objective measures of increased functioning are 

needed.  Further understanding is also needed to identify whether benefiting from 

appropriate help may result in changes at the level of interpersonal functioning and 

attachment status and how this may be linked to recovery.  Such research could also be 

supported by developing outcome measures to address perceptions of growth and meaning 

making processes developed through adversity.  

 More detailed understanding of how individuals achieve the processes 

described by the themes is also required, for example, how individuals turn from isolating 

the self to accepting relational support in depression, or how the development of a recovery 

positive story is developed and is maintained through subsequent episodes of depression 

which are typically associated with negative cognitive biases (Gotlib & Joorman, 2010).  

 The studies had a number of weaknesses which could be addressed by future 

research. Firstly, additional commentary would be valuable on the authors’ reflexive 
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processes and how these may have influenced factors such the structuring of interview 

questions, as well as data analysis.  Secondly, greater levels of methodological detail are 

needed in order to aid assessment of study quality.  Thirdly, consideration of participant 

experience and background in terms of access to treatment, as well as severity and 

chronicity of depression would be particularly valuable.  Research could profitably examine 

how each of these dimensions influences accounts of recovery processes.  

 The relationship between gender and recovery from depression needs to be 

examined further, particularly regarding the limited number of studies examining male 

experiences of recovery.  Future research needs to be open to both commonalities and 

differences of experiences between men and women.  Finally, it should be noted that all 

narratives, including recovery from depression, are culturally grounded.  Future research 

needs to address the experience from alternative cultural experiences.  

Clinical Implications 

 Clinicians working with depressed individuals should seek to incorporate 

individual preferences in interventions to support recovery.  Clinicians may also be mindful 

of the subtle operation of internalized stigma and how this may be combatted.  Strengths-

based approaches (e.g. Padesky & Mooney, 2012; Seligman & Csikszentmihalyi, 2000) 

may also usefully form an adjunctive component in existing evidenced based treatments for 

depression such as cognitive behavioural therapy, interpersonal therapy, and antidepressant 

medication (Seligman, Rashid, & Parks, 2006).  Lewis (2006) has demonstrated how 

positive psychology tools may be integrated with existing treatments for severe depression 

linked to trauma and attachment relationships.  The centrality of meaning suggests that 

taking a narrative focus which helps individuals frame aversive experiences in terms of 

meaning, purpose, and gains may help individuals develop a personal narrative of recovery.   

 Finally, clinicians need to be supportive of fostering personal agency within a 
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supportive and secure relationship.  Sensitivity is needed in assessing the quality of 

attachment and interpersonal process in their relationship relative to the individuals’ needs, 

and the ability to flexibly adjust to the individuals changing needs relative to the non-linear 

quality of the recovery journey.   
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Appendix B 

CASP: 10 Questions to help make sense of qualitative research 
 
Screening questions: 

1. Was there a clear statement of the aims of the research?  
Consider:  
What the goal of the research was   
Why is it important   
Its relevance 

 
2. Is a qualitative methodology appropriate?  
Consider: 
If the research seeks to interpret or illuminate  
the actions and/or subjective experiences of research participants  

 
Detailed Questions: 

   
3. Was the research design appropriate to address the aims of the research?  

Consider:   
If the researcher has justified the research design (e.g. have they discussed how 
they decided which method to use)?  

4. Was the recruitment strategy appropriate to the aims of the research?  
Consider:  
If the researcher has explained how the  participants were selected  
If they explained why the participants they  selected were the most appropriate to 
provide access to the type of knowledge sought by the study.  
If there are any discussions around recruitment (e.g. why some people chose not to 
take part)   

 
5. Were the data collected in a way that addressed the research issue?  

Consider:  
If the setting for data collection was  justified   
If it is clear how data were collected  
If the researcher has justified the  methods chosen   
If the researcher has made the methods  explicit   
If methods were modified during the study.  
If so, has the researcher explained how and why?   
If the form of data is clear (e.g. tape recordings, video material, notes etc.)   
If the researcher has discussed saturation of data   
 

6. Has the relationship between researcher and participants been adequately considered? 
Consider: 
If the researcher critically examined their own role, potential bias and influence 
during: Formulation of the research questions, data collection, including sample 
recruitment and choice of location 
How the researcher responded to events during the study 
If they considered the implications of any changes in the research design 
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7. Have ethical issues been taken into consideration?   

Consider:  
If there are sufficient details of how the research was explained to participants for 
the reader to assess whether ethical standards were maintained   
If the researcher has discussed issues raised by the study (e.g. issues around 
informed consent or confidentiality or how they have handled the effects of the study 
on the participants during and after the study)   
If approval has been sought from the ethics committee   

 
8. Was the data analysis sufficiently rigorous? 

Consider: 
If there is an in-depth description of the analysis process 
If thematic analysis is used. If so, is it clear how the categories/themes were derived 
from the data? 
Whether the researcher explains how the data presented were selected from the 
original sample to demonstrate the analysis process. 
If sufficient data are presented to support the findings 
To what extent contradictory data are taken into account 
Whether the researcher critically examined their own role, potential bias and 
influence during analysis and selection of data for presentation 
 

9. Is there a clear statement of findings?   
Consider:  
If the findings are explicit   
If there is adequate discussion of the  evidence both for and against the 
 researcher’s arguments   
If the researcher has discussed the credibility of their findings (e.g. triangulation, 
respondent validation, more than one analyst)   
If the findings are discussed in relation to the original research question 
   

10. How valuable is the research?   
Consider:   
If the researcher discusses the  contribution the study makes to existing knowledge 
or understanding e.g. do they consider the findings in relation to current practice or 
policy, or relevant research-based literature?   
If they identify new areas where research is necessary   
If the researchers have discussed whether or how the findings can be transferred to 
other populations or considered other ways the research may be used   
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A Qualitative Study Exploring Engagement in the Early Stages of Psychotherapy for 
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Abstract 

Objective. The aim of the present study is to explore client activities associated with the 

development of engagement in the early stages of two psychotherapies for moderate to 

severe depression delivered within primary care.   

Design.  Sixteen therapy sessions representing sessions one and two, of patients receiving 

either Cognitive Behavioural Therapy (CBT: n=4) or Counselling for Depression (CfD: 

n=4) were audio recorded.  Therapists were trained in either CBT (n=4) or CfD (n=3).  

Method.  Template Analysis was used to analyse 16 transcripts of therapy sessions.   

Results.  Three over-arching themes were developed.  Firstly, participants learned and 

adapted to the modality.  This included an initial period of orientation, learning the ropes, 

finding a focus, and accepting the limits of what could be addressed.  Secondly, clients 

learned to adapt to the therapist.  This included developing and maintaining a relationship, 

investing in the therapist, and working with the therapist’s lead.  Thirdly, clients needed to 

flexibly exercise agency through: setting boundaries and directing a focus, managing 

therapist contributions, and expressing relational needs.  Where clients could not effectively 

exercise agency engagement became compliance.  

Conclusion.  The findings emphasized the importance of client-initiated activity and the 

exercise of agency in successful therapeutic engagement.   

 

Practitioner Points: 

• Practitioners should work to recognize the preferences and competences which 

clients bring to therapy and actively work with these to provide a tailored 

therapeutic response.  

• Client learning and understanding of therapy processes should be actively 

supported.  
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Research Points: 

• The present study examined two psychotherapies for depression.  Further research is 

needed to establish if the processes described apply to a wider range of therapies 

and client groups.  

• Engagement is inherently reciprocal and further research needs to examine the 

interaction of therapist and client factors. 
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Introduction 

The availability of psychological treatments for depression has increased markedly 

in recent years, supported by an expanding evidence base (NICE, 2009).  While 

psychological therapies for depression are considered effective (Cuijpers, van Straten, 

Warmerdam, & Anderson, 2008), overall recovery rates remain relatively low, with relapse 

common (Steinart, Hofmann, Kruse, & Leichsenring, 2014).  Improving outcomes is a 

multifactorial problem but increasing client engagement, particularly in the early stages of 

therapy, is recognised as pivotal (Simon et al., 2012).  

Poor engagement can impact on the course and outcome of therapy at a number of 

levels but is most obvious when clients prematurely discontinue from therapy (Hill, 2005).  

In a recent meta-analysis, Cooper and Conklin (2015) found an average of 19.9% dropouts 

from Randomised Control Trials of psychological therapies for depression; these findings 

are comparable to the 19.7% found by Swift and Greenberg (2012) in their meta-analysis of 

dropout rates from a range of modalities and presenting problems.  However, despite a 

commonality in overall levels of dropout between these two reviews, both meta-analyses 

found high levels of heterogeneity between studies.  In a subsequent re-analysis of their 

data, Swift and Greenberg (2014) found that drop-out rates were highest for depressed 

clients receiving cognitive behavioural therapy and analysis system psychotherapy (23%), 

and lowest for depressed clients receiving integrative approaches, with only a 10% dropout 

rate.  Swift and Greenberg (2014) were unable to find any systematic differences in other 

variables that accounted for the difference in dropout rates and concluded that depressed 

clients benefited from the blended engagement techniques found in integrative approaches, 

suggesting that this enabled therapists to more flexibly tailor their approach to the needs of 

individual clients.   
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While problems with engagement may occur at any point, the early stages of 

therapy may function as a critical period during which the highest levels of dropout occur.  

In a review of early studies, Barrett, Chua, Crits-Christoph, Gibbons, and Thompson (2008) 

found approximately half of all dropouts occurred by the third session (Hiler, 1958) with 

upwards of 20% occurred at the first session (Brandt, 1965; Baekeland & Lundwall, 1975).  

The findings have been replicated by a number of later studies (e.g. Bados, Balaguer & 

Saldaña, 2007).   

Support for the importance of early engagement processes also comes from dose-

response models of treatment, where research suggests that the initial stages of therapy may 

be particularly important for achieving improvements in subjective wellbeing and 

“remoralization” (Lueger et al., 2001).  While alternative lines of research have argued for 

a more complex and individualized response to treatment length the significance of early 

engagement in supporting subsequent treatment progress remains (Barkham et al., 2006; 

Stiles, Barkham, & Wheeler, 2015; Owen et al., 2015).  

Approaches to increasing therapeutic engagement have been considered from the 

perspective of the therapist (e.g. Wampold, 2011).  However, a growing body of research 

suggests that attention needs to be redirected towards the role of the client in therapy 

outcomes.  For example, qualitative accounts of recovery from depression suggests that the 

exercise of choice by individuals experiencing depression plays a significant part in the 

determinants of recovery (e.g. Skärsäter, Dencker, Bergbom, Häggström, & Fridlund, 

2003), while a further body of research has begun to theorize the active role of the client 

(Bohart &Tallman, 2010).  Despite the increased recognition of the client’s role in 

therapeutic outcomes, how clients engage in therapy has received limited research and 

theoretical attention (Holdsworth, Bowen, Brown, & Howat, 2014).  

Hill (2005) argued that clients’ engagement (referred to as involvement) works in 
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tandem with therapist techniques and the developing therapeutic relationship to create the 

conditions necessary for therapy to take place.  Hill (2005) conceptualized this as 

happening over four stages: initial impressions, beginning therapy, tasks of therapy and 

termination.  Hill (2005) suggests that client activities change at each stage, moving from 

an initial focus on trusting, through storytelling and engaging in the tasks of therapy, before 

finally processing relationships and planning for the future.  However, beyond broadly 

sketching primary stages, Hill (2005) does not describe in detail the activities which clients 

use to engage in therapy.  

In an attempt to readdress the balance, Morris, Fitzpatrick, and Renaud (2014) 

reviewed the limited engagement literature and proposed a pan-theoretical model of client 

engagement which they defined as the client’s active and concrete participation or 

involvement in the process of therapy.  It is composed of three dimensions: (i) behavioural 

participation in the tasks of therapy, (ii) exploring and reporting on thought processes, and 

(iii) experiencing and examining emotions and sensations.  Each element of the model can 

be defined in terms of intensity and clients may be more or less involved in different 

dimensions simultaneously.  While specific manifestations of each dimension may vary by 

modality, Morris et al. (2014) propose that the processes they represent are common across 

modalities.    

Morris et al. (2014) acknowledge a conceptual overlap between the process of 

engagement and the working alliance.  Bordin’s (1979) conceptualisation of the alliance 

comprises the collaborative agreement between therapist and client on the tasks and goals 

of therapy and the formation of a relational bond.  The client is necessarily engaged in 

therapy in order to achieve agreement over tasks and goals.  However, as Morris et al. 

(2014) argue, it is theoretically possible for aspects of engagement to be achieved without 

the corresponding development of a working relationship.  In an attempt to populate their 
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model, Morris et al. (2014) conducted a Delphi poll of clinicians from a range of 

therapeutic orientations.  Clinician responses supported the above tripartite definition of 

engagement, offering a range of possible markers of client engagement as observable from 

the therapist’s perspective.   

Morris et al.’s (2014) model of engagement offers a tentative ‘bare bones’ starting 

point for enquiry, but they highlight the need for further research to understand and 

illustrate the detailed process which clients use to engage in therapy.  The researchers also 

acknowledge the absence and need for research which privileges an understanding of 

engagement from the client’s perspective. 

The present study proposes to address this need by exploring the processes of 

engagement in therapy for depression from the client’s perspective through qualitative 

enquiry.  Qualitative enquiry is particularly suited to the rich exploration of participant 

experience in order to support the development of novel understandings, which may help 

with the process of theory building and identification of factors which might be 

subsequently tested quantitatively (Glasser & Strauss, 2009).    

The aim of this study is therefore to examine client activities associated with the 

process of engagement in the early stages of therapy for depression.  Following Morris et 

al.’s (2014) argument that engagement processes are common across modalities, and the 

findings of Swift and Greenbergh (2014) that depressed clients achieved the best 

engagement from an integrative approach, common processes of early engagement will be 

explored through two contrasting therapeutic modalities: Cognitive Behaviour Therapy 

(CBT) and Counselling for Depression (CfD).  Within the UK, CBT is the first line 

treatment choice for depression as recommend by NICE (2009) and has become widely 

available through the expansion of the Improving Access to Psychological Therapies 

(IAPT) service.  In recognition that some clients do not respond to CBT, Counselling for 
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Depression (CfD), a manualized variant of Rogerian Person-Centred Counselling, is also 

offered.  While other approaches are not excluded from provision, taken together CBT and 

CfD account for the majority of NHS patient experiences of psychological treatment for 

depression within primary care at present. 

Method 
Design and Procedure 

A qualitative approach using Template Analysis (TA; King, 2004) was employed.  

TA is a form of thematic analysis based on generating codes from qualitative data from 

which a ‘template’ is developed which demonstrates the relationship between hierarchically 

organised themes.  As Brooks and King (2012) describe, TA allows a flexible exploration 

of the data and neither requires nor is limited to a predetermined number of hierarchical 

levels.  Themes may be both interpretative and descriptive and may be developed within 

and between datasets.  King (2004) outlines a number of advantages of TA over Grounded 

Theory (Strauss & Corbin, 1994) and Interpretative Phenomenological Analysis (IPA; 

Smith, Flowers, & Larkin, 2009).  The principle advantage of TA to the present study was 

the provision to develop a tentative a priori template, but without limiting subsequent 

analysis to these themes, allowing a full and responsive immersion in the data.  TA has 

previously been successfully used to support theory and model development (McCluskey, 

Brooks, King, & Burton, 2011; Brooks & King, 2012).  “King (2012) states that TA does 

not come with prescribed epistemological underpinnings, but can be used with a range of 

epistemological positions. King (2012) expands this to argue that TA can be used at any 

point along that continuum from realism to contextual constructivism.  Care should be 

taken that the way TA is applied is consistent with the stated assumptions of the study.  

While inherently flexible as a form of thematic analysis, King (2012) acknowledges that 

TA tends not to lend itself to radical relativist approaches applied to the fine grained 
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analysis of language, such as within conversation or discourse analysis.” 

Within the continuum of positions, which span naïve realism to radical 

constructivism, the present research adopts a critical realist perspective.  Critical realism 

argues for the operation of an independent, material reality but acknowledges that our 

understanding of it is always relative to a culturally mediated act of interpretation (Sayer, 

2000). 

The study was nested within a parent trial, the “Pragmatic, Randomised Controlled 

Trial assessing the non-Inferiority of Counselling and its Effectiveness for Depression” 

(PRaCTICED).  The overall trial aims to investigate the clinical effectiveness of 

Counselling for Depression (CfD) in comparison with Cognitive Behavioural Therapy 

(CBT) for clients with moderate to severe depression.  The trial is being conducted within a 

primary care IAPT service.   

 CfD is a variant of Person-Centred therapy developed for the treatment of 

depression.  Consistent with person-centred therapies, CfD assumes that people have within 

themselves the capacity to heal.  The role of the counsellor is to support this natural 

tendency through the therapeutic relationship, which should offer an experience of 

“unconditional positive regard” (Rogers, 1951).  Within CfD, depression results from 

difficulties experiencing primary emotions and ways of constructing the self (Hill, 2011).  

Change takes place as the individual becomes more open to their experience and aware of 

their beliefs.    

CBT (Beck, Rush, Shaw, & Emery, 1979) works to change the cognitions and 

behaviours thought to maintain depression, using a range of techniques and skills building 

exercises.  The approach is highly structured and involves a period of assessment and 

formulation, followed by goal setting and behavioural scheduling.  The therapist works 

collaboratively with the client to identify and change the cognitions thought to maintain 
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depression.  For both treatment types a maximum of 20 sessions is offered.   

Audio recordings of therapy sessions one and two for each participant were 

collected as part of the parent trial and made available for the present analysis.  For both 

treatment types, session one covers introducing the clients to a range of service level and 

procedural information, which may take up a significant part of the session.  Session two 

allows a full therapeutic focus to develop.  

 

Measures 

In order to contextualise the sample, measures of depression were collected as part 

of the parent trial.  The Beck Depression Inventory-II, (BDI; Beck, Steer, & Brown, 1996) 

is comprised of 21 items.  The intensity of each item is scored from 0-3.  Scores are 

aggregated to an overall score, with higher scores indicating greater severity of depression, 

on a range from 0 to 63.  The BDI-II has good internal consistency (alpha) 0.86 (Beck, 

Steer, & Garbin, 1988).    

Participants   

Clients initially presented in primary care and were referred by their GP to the local 

IAPT service for depression.  Four CBT and three CfD therapists were recruited to the trial 

on a voluntary basis, all from the same regional IAPT service.  CBT therapists   had 

completed training in High Intensity CBT for anxiety and depression accredited by the 

British Association of Behavioural and Cognitive Psychotherapies (BABCP) and received a 

refresher workshop prior to participation in the trial. CfD therapists were recruited with an 

existing qualification in Counselling accredited by the British Association for Counselling 

and Psychotherapy (BACP) and were trained to a predetermined levels in CfD by the 

PRaCTICED trial following a curriculum developed by BACP.  Fidelity to both models 

was assessed by PRaCTICED, through the rating of selected audio-taped recordings of 
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therapy sessions.  The first eight client participants entering the parent trial were used in the 

present study; they were randomly allocated to either the CfD or CBT treatment group.  

The clients comprised three men and five woman, aged between 19 and 60 years.  Nine 

identified as White British, the ethnicity of one participant was not known.  Three were not 

in employment, and five were employed.  All clients met the BDI-II criteria for moderate to 

severe depression.  

 
Table 1  
Client characteristics.  
 
Client* 

 
Age 

 
Gender 

 
Employment Status 

 
BDI-II 

 
Therapist* 

 
CBT group     

Becky 27 F Not employed 47 Peter 
Jamie 45 M Not employed 28 Leslie 
Iris 51 F Employed 36 Lyn 
Tracy 19 F Employed 45 Fran 
 
CfD group     

Darren 60 M Employed 26 Penny 
Rachel 24 F Employed 35 Don 
Roy 19 F Employed 45 Sybill 
Rob 57 M Unemployed 22 Penny 
*To maintain confidentiality pseudonyms have been employed to refer to clients and 
therapists 
 
Data collection  

Therapists audio-recorded their therapy sessions.  Prior consent had been obtained 

from clients when they completed the trial’s consent form.  Therapists were allocated 

numerical keys to identify themselves and clients on the audiotape.  Audio recordings were 

transcribed verbatim.  Outcome measures were completed by clients as part of their initial 

session, consistent with routine practice within the IAPT service and the trial requirements.  
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Analysis  

Analysis of transcripts followed procedures developed by King (2004).  An initial 

template based on a priori themes suggested by Morris et al.’s (2014) model was developed 

first.  This template used three higher level themes: ‘behavioural participation’; ‘cognitive 

exploration and reporting’ and ‘experience and examine emotions’. Behavioural included 

“work outside session’ and ‘work within session’.  Cognitive included ‘exploring 

thoughts’;  ‘questioning thoughts’ and ‘changing thoughts’. Emotional included 

‘experiencing emotions’; ‘naming emotions’; and ‘accepting emotions’.   The first set of 

transcripts (sessions one and two from a CBT and CfD therapy) were read and the audio 

recordings listened to.  The initial template was applied, modified and adapted.  This 

process continued with each successive reading of subsequent transcripts, which were read 

alternating between CBT and CfD, with sessions one and two coded together.  At the end 

of the first round of coding, the template was substantially revised and an alternative 

organisational structure developed from that proposed by Morris et al. (2014).  

The coding process was repeated in a similar fashion, with the template revised and 

developed as it was applied to each new transcript.  No new codes emerged toward the end 

of the process and therefore saturation was assumed.  The template was then reviewed and 

finalized before being re-applied to the data set.    

Quality Control  

The researcher followed quality control procedures recommended for template 

analysis by King (2004).  Transcripts were systematically checked for accuracy against 

audio recordings by the researcher.  Equal attention was paid to recordings and transcripts 

during coding.  The credibility of the analysis was ensured using a system of peer review.  

Three researchers applied the final template and independently coded six transcripts.  This 

quality control procedure followed recommendations by King (2012) when conducting TA.  
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Similarities and differences were discussed and the template revised where necessary and a 

final set of themes agreed upon.  An example extract from one transcript is included in 

Appendix D to illustrate the coding process and extracts from several transcripts for one 

segment of the final template. 

Reflexivity  

Reflexivity involves considering those aspects of the researcher that may influence 

their interpretation of the data.  Haynes (2012) notes that the reflexive process goes beyond 

observation reflection to consider the complex relationship  between how knowledge is 

produced,  the process of production and the impact of the person of the producer. In order 

to remain aware of this process, the researcher kept log notes of each stage of the research 

process, describing the researcher’s interests, values, assumptions, and the role played by 

emotional reactions in framing the response to the data and individual participants and 

choices made in coding.  Issues of note included how the researcher’s role as a trainee 

therapist and her wider interests and experiences influenced the analysis process.  These 

observations also informed discussion with the independent coders as part of the quality 

control process and aided a robust reflexive questioning of the analysis process.  

Ethics   

Ethical and governance approval from the University of Sheffield and host NHS 

trust were given under the auspice of the parent trial.  Participant consent was also obtained 

by the PRaCTICED trial.  A copy of ethics approval is given in Appendix E and copies of 

consent and participant information documents is given in Appendix F.  The direct 

wellbeing of trial participants and issues of risk were within the domain of responsibility 

for the parent trial.  The primary ethical issues encountered in the present study related to 

ensuring the anonymity and confidentiality of the audio recordings received from the 
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PRaCTICED trial.  Rigorous management of data, in line with data protection principles 

were applied to the storing, handling and movement of data in both audio and written form.  

Results 

The following analysis examined 16 therapy session transcripts of eight clients in 

order to understand what clients did to engage in the early stages of therapy.  Three top-

level themes, ‘learning and adapting to therapy, ‘adapting to the therapist’ and ‘exercising 

agency’, were developed to represent these processes.  Each top-level theme has further 

levels of coding as summarised in Table 2.  The third theme, ‘exercising agency’, can be 

considered an integrative theme, which informs both ‘learning and adapting to therapy’ and 

‘adapting to the therapist’.  

Table 2. 
Summary of Themes   
 

 
First Level 

 
Second Level 

 
Third Level 

 
1.  Learning and adapting 
to the therapy  
 

 
1.1 Initial orientation 
1.2 Learning the ropes  
1.3 Framing the problem  
1.4 Accepting limitations 
 
 
 

 
 
 
 

2. Adapting to the 
therapist  

 

2.1 Developing and maintaining 
a relationship 

2.2 Investing in the therapist  
2.3 Working with the therapist’s 

lead 
 

 
  
2.3.1 Following the 
therapist 
2.3.2 Struggling but trying  
2.3.3 Co-constructing 

 
3. Exercising agency 

 
3.1 Setting boundaries and 
directing a focus 
3.2 Managing therapist 
contributions  
 
3.3 Expressing relational needs 
3.4 Loss of Agency  
 

 
3.2.1 Selectively 
responding and 
discounting 
3.2.2 Disagreeing 
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1. Learning and Adapting to Therapy  

1.1 Initial orientation. The initial stage of therapy required clients attend to 

considerable information, including contractual and organisational protocols contingent 

upon providing informed consent, service requirements, and therapist introductions.  

Therapists varied widely in the level of detail they provided and how much of the first 

session was given over to these activities.  For example, Rachel was advised by her 

therapist that around 40 minutes would be given over to this task.  The rigour which her 

therapist applied ensured that Rachel fully understood contractual matters, but also required 

that she attend to large amounts of information. This limited her opportunity to give her  

therapist information about her difficulties linked to Tourette’s, until an involuntary verbal 

tick acted as an interruption and she then explained her difficulties with conversation: 

Don:  I’m probably will be speaking maybe 40 minutes or something like that, ok? 

Because we need to do five things; first I need to introduce myself; secondly we 

need to talk about –  

Rachel: (interrupts, noise, verbal content not discernible) I’ve got Tourette’s, so 

‘fuck off’, ‘chicken’ anything with f, anything with b, it’s not me.  

Don: Oh, ok.  

Rachel: I nearly – just because I was about to do it I was like – I thought I’d tell you 

before I do it, so. 

Equally, too little information could impact adversely on engagement by limiting the 

client’s early understanding of both process and contractual issues, as in the case of Darren 

and his therapist, Penny, who found themselves at the end of session one without having 

completed mandatory outcome measures: 
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Darren: I’ll do it next time I come here, first of all, before I start blabbering on, 

sorry.  

Penny: Oh no no we’ve talked about a lot, I imagine it’s all still,  it was really nice 

to meet you.   

While there was no one ‘right’ balance, some encounters were characterised by an 

exchange which suggested that sufficient detail and understanding had been achieved, such 

as in the following example of Rob and his therapist, Penny.  The quote comes at the end of 

a conversational exchange in which Penny has outlined the main issues in the first ten 

minutes of a CfT session: 

Penny: “Yes, absolutely, and it’s a way of starting that, but then in subsequent 

sessions I’ll just ask you to do that quickly at the start of the session.”  

Rob: “Yes, absolutely fine.” 

Penny: “Is there anything that you would like to ask me before we sort of get down 

to that?”  

Rob: “Not really, because I think it’s been very well explained in the 

correspondence that I’ve had and the talks that I’ve had with various people. And 

you’ve explained it really fine now, so.”  

For some clients assimilating information, which characterised the initial 

therapeutic meeting, appeared more challenging, as in the initial encounter between Jamie 

and his therapist.  In the following extract, Leslie (therapist) had just finished giving a 

comprehensive and lucid explanation describing CBT, including a standard explanation of 

risk and confidentiality: 

Leslie: “So, you do need to know that, if you for instance said to me today, I’ve 

already decided what I’m gonna do and when I’m gonna do it and how I’m gonna 

do it, we are required by law to save somebody’s life in the ultimate but, you know, 
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it’s never ever happened and we’d never sort of just go behind your back and start 

doing things, we always discuss things together but you do need to know that, in the 

ultimate, we’re required to save somebody’s life.”  

Jamie: “How would that work?  I’m just curious cos if I say, if I said to you now, 

right I’ve got a plan, gonna go out and kill myself.  And the session ended, and you 

said OK, bye, see you later.” 

Leslie: “Yeah, I wouldn’t be wanting to let you leave the surgery, I’d be wanting to 

ask you to go and talk to your doctor straight away.” 

Jamie: “OK, I just wondered how it worked.” 

The tone of the exchange was tense and sounded somewhat confrontational.  

It was in marked contrast to the ease between Rob and Penny as seen in the previous 

therapy extracts.  Later in the session, Jamie revealed that he has experienced 

suicidal thoughts, in response to a standard question on outcome measure for 

depression, at which point the therapist conducted a full risk assessment.  Initial 

orientation affected engagement on a number of levels and clients may need the 

opportunity to convey important initial information while also listening too and 

retaining their therapist’s explanations, and for some these routine processes could 

touch on emotive areas linked to underlying distress.  

 

1.2 Learning the ropes. In order to engage further, clients needed to learn the 

activities, principles and rationale which informed the therapy.  Therapists varied in the 

degree to which they provided an explanation of the principals informing the treatment type 

and explicit instructions on the ‘tasks’ involved in participating.  Clients also varied in the 

ease with which they learned and understood what was required of them.  In the following 
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example, Becky demonstrated a pre-existing understanding of the basic rationale informing 

CBT:  

Peter: “So shall I explain a bit about CBT and what that would involve yeah?” 

Becky:  “Aha, I know er, with CBT looks at like the behaviour side of depression, 

rather than just like with a counsellor, talking about problems and stuff like that. 

Peter: “Yeah, that, that’s a good summary yeah, so.” 

In some instances, it was apparent that clients offered engagement without yet 

knowing the reason for an activity.  In the following exchange, Iris described her 

experience of completing weekly outcome measures with a previous therapist in the 

absence of understanding why she was doing so and compares it to her present level of 

understanding:  

 “[When] I understand what’s happening, then I’m happy with it.  But nobody 

explained anything before.  I was just like – it just went over my head, because I 

didn’t understand what it was about, because nobody ever told me and – I came all 

those times, and I never knew anything about them, and – I mean, I filled that one in 

wrong, about the social thingy and what have you, and now you’ve explained to me, I 

think, yes, you are right.” 

For some clients, the difficulty of learning how to participate in therapy could be 

likened to learning a new culture, in which the rules of engagement are often implicit and 

learned experientially.  In the following extract, Darren described to his therapist, Penny, 

his anxiety as he assimilated his role within counselling and acculturated to speaking and 

talking about himself in a style which he perceived to be at variance with his identity: 

Penny: “So how do you feel about being here?” 

Darren: “Strange.” 

Penny: “Strange” 
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Darren: “Strange, very strange, but erm, I suppose I suffer from er, that  symptom, 

you know, can sort it ourselves.” 

The struggle to provide what was required of him and the extent to which this challenged 

his existing way of being, ‘feels like being sick”:   

“I feel like I feel like I’m trying to be sick but you, you can’t but then all of a 

sudden, you just don’t wanna burden people with this, you don’t do you?”  

“Not knowing” what to say is repeated several times by Darren during both sessions, as he 

engaged with the process of therapy and making sense of his experience, 

 “(it is) embarrassing it really is, it really is, and trying to concentrate and g- and 

gather your thoughts for certain is- it’s impossible, it’s so foreign to me, my own 

mind is so foreign to me, I don’t know.” 

For Darren, it could be argued that learning about therapy needs the ability to tolerate 

periods of uncertainty and anxiety as he began to understand what is required.   

 1.3 Framing the problem.  Framing the problem involved clients choosing a focus 

for therapy and applying a modality-specific interpretation of their experience.  For some, 

this aspect of engagement was more easily achieved than others.  In the following example, 

the difficulty of agreeing a therapy focus became clear in a discussion between Iris and her 

therapist about diagnostic categories:  

Iris: “So I’m a bit confused now, as to what’s what.  Because I never recognised that 

I had depression, because I could deal with anything.  But I did realise that the 

social phobia thing was exactly what is happening.  But this week, it’s swayed more 

towards the other.  So, I’m a bit muddled now.”  

After a period of further discussion, Lyn suggested an initial focus:  

Lyn: “ Let’s start with this low mood, because you’re overwhelmed, it’s getting 

you down, you look tired.”  
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Iris: “I’m exhausted.” 

Learning to frame their difficulties within the modality offered a further level of 

learning and appeared to happen more easily where there was a sympathetic fit with clients’ 

existing understanding.  In the following example, Tracey and her therapist, Fran, applied a 

simple CBT formulation in their initial session.  The formulation model, based on links 

between cognitions, behaviours and feelings, was congruent with Tracey’s existing insight: 

Fran: “If all these arrows are a bit linked, kind of, we’ve got these unhelpful 

thoughts that impact your feelings, your feelings then drive your behaviours and 

sometimes that helps a bit in the short term.  But in the long term those thoughts 

come back and then you feel really tired so you try really hard to distract yourself 

(yes).  What sense does that make?” 

Tracey: “Um, that makes a lot of sense.” 

Fran: “Yes? How does that kind of fit when you’re feeling like this?”  

Tracey: “Um, very well, I know that I have like a problem with thinking the worst 

of every case scenario.” 

Fran: “So that’s something you’ve already worked out.”  

Framing the problem in terms of the modality was less explicit in CfD but was no 

less apparent in the choice of what was attended to by the therapist and the subtle reframing 

of a client’s problems.  In the following two extracts, Don asked Rachel to frame her 

difficulties in terms of her emotional experiences.  The first extract starts as Rachel began 

to understand what Don was asking for and explains why she found this difficult:   

Rachel: “Perhaps I feel I don’t want to be judged any more than I already am?  I 

don’t know, that’s not really a feeling, I don’t think I’m good at describing 

feelings, but I can tell you my thoughts about it.” 
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As the session progressed, Don increasingly interjected to steer Rachel towards naming her 

feelings, as in the following example where Rachel talked about an altercation at a bus stop 

during which her sexual orientation became the object of verbal abuse by a stranger:   

Don: “Can I stop you there, Rachel. So what’s your feeling when, at that point, 

when?”  

Rachel: “Oh, I didn’t like him after that, I was just like, ‘oh, you knob head.”  

Don: “So, what? Anger.”  

Rachel: “Yes, why should he be able to say crap and   –  yes, so I was angry 

with him and upset about what he’d said.” 

Rachel learns to work within the modality and, in line with CfD, the focus within the 

sessions continued on emotional processing.  

1.4 Accepting limitations.  Choosing a focus could also mean that aspects of a 

client’s needs, which they had brought to a session, were not addressed.  In order to remain 

engaged, clients needed to achieve a workable trade-off between those needs which could 

be met in a session and those which remained unmet.  This applied to both to therapies and 

problem choice.  For example, Iris, in her second therapy session, expressed a pressing 

need to talk about an additional area of immediate distress in a style of working which was 

congruent with her previous experience of counselling, but conflicted with the more 

boundaried style of engagement agreed upon with her current CBT therapist.  Iris has just 

finished describing a very difficult week:  

Iris: “Everything has just been a mess this week.  Really terrible.” 

Lyn: “Ok, because your feedback last time, you recognised that when you used to 

come and see other counsellors, sometimes it’s just like ‘get it all off your chest’ 

which was good, but maybe didn’t move you forward.  So we’ve kind of, we’re 
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going to have to get used to the new way of thinking, where like we’re being quite 

structured, but we can’t ignore what’s gone on for you, it’s how we work it.”   

For some, achieving a workable trade-off did not appear to happen in the first two 

sessions, as in the case of Jamie.  When asked by Leslie what his main problem was, Jamie 

responded:  

Jamie: “You make it sound like there’s one specific problem.” 

Leslie: “OK yeah, there might be more than one.  That is quite often the case. It’s 

fine if there’s more than one problem, just tell me what’s wrong with your life 

basically.” 

Jamie: “I dunno, where do you want me to start?” 

Jamie disclosed childhood sexual abuse and many other difficulties, but no agreed upon 

focus emerged from the session.  Toward the end of the session, Leslie asked if the session 

had been difficult and Jamie agreed: 

Leslie: “OK,  ermm,  I mean, I’m sensing this appointment is quite difficult for you, 

you’re obviously doing your best to share stuff but I’m sensing it’s quite difficult.” 

Jamie: “Yeah it is.” 

For some, accepting limits involved achieving a balance between hoped for change 

and realistic expectations, as illustrated in the following exchange between Roy and Sybill 

at the end of their first session: 

Roy: “Well, I do feel better now – just talking through.” 

Sybill: “Thank you.” 

Roy: “I – really what I’d like to be saying is after – it’s all done!” 

Sybill: “That would be wonderful but sadly…” 

Roy: (interrupts) “but you’re not – are you? Ha.”  
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Sybill: “That um, imaginary box that everything goes in doesn’t actually come 

with a magic wand, I’m afraid, ha, so.” 

Roy: “I know, but I do feel better and at least I’m kind of smiling about things, 

so thank you, thank you.”  

There was some evidence that clients also retrospectively evaluated therapy and 

identified where their needs had been unmet, as in the case of Roy who told Sybill about 

his past experience of CBT:   

“See, when I did the CBT, which was ok, looking at the situation and how do 

you feel, you know and, but it doesn’t actually address, really address the core 

issues”.   

2.0 Adapting to the Therapist  

2.1 Developing and maintaining a relationship.  There was also evidence that, in 

order to engage, clients actively adapted to the developing relationship with their therapist.  

For some, this was aided by finding a natural complement in the interpersonal style of their 

therapist, as in the case of Iris, who expressed her appreciation by comparing Lyn to her 

previous therapists: 

“I was thinking that I didn’t get anything, they were too soft with me really. I think 

that you maybe told me the truth and that, I think, the impression I’m getting from 

you, I don’t think you’d take any crap.  You told me how it is, ‘look, you’re not 

doing this right, blah, blah, blah’.  I mean, I get the impression that you mean 

business, whereas when I came to the other two, by the end of the session I could 

have fell asleep.”    

For others, more exploration of the expectations that guided different ways of interpersonal 

relating in therapy was needed, as in the example of Darren and his therapist, Penny: 
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Darren: “I think in some ways I was trying to prepare myself so I could come here 

and not just sit here and I could, you know, try and be a little constructive in how I 

conduct myself.”  

Penny: “So what would it be like to just come and, and show me how bad you can 

feel?”  

Darren: “It wouldn’t be very helpful from your point of view, trying to get to the 

bottom of issues, would it?”  

Penny: “I’d see, I’d see how bad it is.  But, we’ll see what happens.”  

Clients also used a range of normal conversational devices to build and maintain a 

rapport, including humour and positive feedback.  In the following example Becky 

exchanged banter with Peter as she became more relaxed and comfortable in the 

relationship: 

Peter: “But when you’re watching that, that has a positive effect on your mood?”  

Becky: “It does if we win!”  

Giving positive feedback to the therapist extended the process of rapport building further 

and was common to some degree across all transcripts.  In many cases, this was given at the 

end of sessions in response to therapist enquiry, as in the example of Tracey and Fran: 

Fran: “How have you found today’s session?”  

Tracey: “Helpful, really helpful.” 

Fran: “Yes, anything in particular that you’re taking away?”  

Tracey: “Um, the map.  It’s going to be – it’s left quite an impression.” 

In some cases, feedback was also given spontaneously, mid-session, and served to support 

the direction taken by the therapist, as in the example of Becky and Peter: 

Becky: “Um, I feel fine about giving it a go.  Anything to try and help basically.” 
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Peter: “Yeah, yeah, ok I mean I suppose as the whole thing says, it can be quite hard 

work but… ” 

Becky: “But unless I take that step I’ll never know.” 

2.2 Investing in the therapist.  Clients demonstrated increased investment in their 

therapist through a variety of ways.  In the following example, Rob increased the specificity 

of his feedback and tells his therapist what has helped, implicitly guiding Penny to what he 

found most helpful: 

Penny:  “Can I ask, how’s it felt?”  

Rob: “I’ve found it really useful to be honest, it’s, I thought as soon as I mentioned 

there’s a trigger, 30 odd years back, that you’d say ‘no, let’s just go back to the last 

two weeks’ or something, and you haven’t, you’ve kind of honed in on that and 

that’s been useful, because you’re not discounting or saying ‘well, don’t be silly, 

you can’t be fretting about something that happened 30 years ago’ and to be honest, 

that’s what I think it really is.” 

In the following example, Roy indicated how he has been reflecting on his therapist 

between sessions as well as describing what he has found beneficial: 

“I was thinking very carefully about what we’d been through and almost like saying it 

was cathartic in a way, just – without anybody responding with any suggestions, 

because I know you just listened – anyway, so that made me feel better, that’s why I 

think I’ve felt better over the last week or so.” 

Clients also signalled engagement when they accorded the relationship with the 

therapist a special or uniquely valued status.  In the following comments, Rob indicated 

that Penny was positioned as someone to whom disclosures could be made safely and in 

confidence: 
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“I don’t know, I shouldn’t have done that.  But of course, I can’t, it’s not something 

I can talk to my wife about really, is it?”  

Likewise, Darren described his ability to be vulnerable with Penny and to speak about 

matters never before disclosed:   

Penny: “How, how’s it feeling?” 

Darren: “The things I’m saying I’ve never said … So for the first time in ever I 

talked to someone else who don’t know me, I don’t know you (sniff), I’ve gotta be 

honest with you, I never thought I’d be, ever be this vulnerable, ever.  I just weren’t 

a vulnerable chap, I suppose I’m the original English stiff upper lip geezer.” 

Some clients explicitly named their disclosures as a secret, as in the case of Roy: 

 “Um, I find myself telling you secrets, do you know, things that I don’t ever tell 

anybody.  The fact that I’m given things – you know like this, it’s given me an 

incentive to improve, to improve the way I’m living at the moment.  It’s given me a 

little bit of hope.”   

The extent to which Roy had invested in his therapist is further emphasised when he 

described his temporary state of dependence:  

Roy: “I’m sinking, I’m thrashing around looking for something to hold on to, a 

piece of wood, just something, something to hang on to, that’s the only way I can 

describe it.”  

Sybil:  “And yet you …” 

Roy: (interrupts) “Unfortunately you’re it at the moment.” 

2.3 Working with the therapist’s lead.  In order to engage, clients followed their 

therapists’ lead at various points.  This appeared to operate on a dynamic continuum with  

more reciprocal co-creating as the client became more familiar with the processes involved.  
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2.3.1 Following the therapist.  Iris’s previous expression of appreciation of her 

therapist’s directive style is put to the test when she is asked to work on emotions, which 

she believes are, “a waste of time”.  In the following extract, Iris chose to follow her 

therapist’s lead and complete the task:  

Lyn: “Ok, I’m just going to be a little bit persistent with you, because when I asked 

you about your emotions, we know that you hide emotions; I think you started to do 

it there, you like kept talking.  So just to go – to take you to an uncomfortable place, 

because you’re used to avoiding it, when you tell yourself you’re a failure, what 

does that do to your emotion?”  

Iris: “It makes me feel sad, yes, it makes me feel really sad.”  

The theme developed over the session and later Iris allowed herself to cry and described the 

subsequent shame she experienced:  

Lyn: “What will you tell yourself after today because you have cried?  Or what are 

you telling yourself now?”  

Iris: “Pathetic. Ridiculous, there’s no reason to.  Sorry.” 

2.3.2 Struggling but trying. In some cases, clients were motivated to follow their 

therapists’ lead, but struggled to understand what was required.  In the following exchange, 

Tracey struggled with developing a problem statement based on specific and concrete 

examples, but she remained fully engaged with Fran as she searched her experiences to 

give an answer:  

Tracey: “Yes.  Um, problem list. I think, um, I’m quite a big problem.” 

Fran: “Can you say a bit more about what you mean by that?”  

Tracy: “Um, like, with my own self, I don’t help myself, make myself feel quite 

rubbish.” 
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Fran: “Mmm, ok, say a bit more about …” 

Tracy: “That’s my alarm.  Oops.  Um, I just – I feel – I make myself feel bad about 

myself.” 

Fran: “So is that that kind of beating yourself up?  Shall we put that down?  That 

you beat yourself up?” 

Tracy: “Yes, I think that’s quite a big problem.”  

2.2.3 Co-constructing.  As the client attuned to the therapist’s style and increasingly 

understood what was being asked for, engagement was often marked by increased 

reciprocity in exchanges with the therapist as they co-created an understanding.  In the 

following example, Iris and Lyn discussed Iris’s need to help others and with each 

exchange, a more nuanced understanding was achieved: 

Iris:  “Disappointment, yes, or people aren’t going to confide in me or come to me 

with their problems because I can’t help or fix them.”  

Lyn: “Yes.  And you kind of said, ‘I’m worthless’?” 

Iris: “Yes, in a sense, yes.”  

Lyn: “Does that fit, or does that not quite fit right?”  

Iris: “It, it does – I don’t feel worthless, it’s more a disappointment and just a 

general disbelief that I can’t – I don’t help.  It’s a struggle – a really big struggle.”  

Lyn: “So if you can’t help, then that’s really, really hard for you?”  

Iris: “Yes, it’s, in a sense.” 

3.0 Exercising Agency 

Asserting agency in their relationship with the therapist, learning about therapy, and 

choosing what to take from and how to use the interventions was applied flexibly by 

participants in response to other therapeutic processes.  
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3.1 Setting boundaries and directing a focus.  Clients had a choice over what they 

revealed to therapists.  In some cases, participants clearly asserted what they wished to 

focus or not focus on, as in the case of Becky.  Becky disclosed sexual abuse when she was 

12 years old, but said she did not want a therapy which focused on her past trauma:  

Peter: “Right, ok, so it all sounds pretty horrendous.  So in terms of how it’s 

affected you, have you had any sort of counselling or therapy to help you deal with 

that?” 

Becky: “No.” 

Peter: “And is that something that you’re interested in?” 

Becky: “Not really because it means dragging up the past.”  

Peter chose to accept Becky’s preference and did not challenge her in this session.  

Arguably, Becky’s ability to communicate her preferences enabled her to stay engaged with 

her therapist and work on areas she felt ready to engage with.  In other instances, clients 

directed the therapist towards their own understanding of their difficulties, as in the case of 

Rob:  

Rob: “So it’s, um, I think my mental problem is I keep dwelling on happiness from 

the past and can’t really sort of counter that by current happiness.  Sorry if I’ve gone 

on a bit there.” 

The capacity to assert a focus, even when qualified by an apology, can be contrasted by 

Tracey, who struggled to assert her need for time in her therapy session to discuss a 

distressing experience, which occurred between sessions one and two.  She had previously 

agreed an agenda with Fran where the matter could be talked about, but Fran ignored this 

and asked her to goal set.  Tracey did not directly challenge Fran, but became increasingly 

limited in her responses and finally temporarily withdrew from the task and described 

herself as ‘going blank’:  
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Fran: “Was there any other goal that you were thinking you would like – if you 

were feeling happier, having fewer negative thoughts?” 

Tracey: “Um, … it’s stuck in my head now.”  

Fran: “Yes, that’s ok. It might be something that we come back to?” 

Tracey: “Um, umhum.” 

Tracey began to talk with animation when Fran then suggested they change activities and 

talk about the issue Tracey had come to therapy with.      

3.2 Managing therapist contributions.  Asserting a lead could take place covertly 

through a process of selectively responding to or discounting therapist contributions, as 

well as expressing direct disagreement.  While these processes may also be understood to 

represent defensive responses, within the present context they enabled the client to manage 

moments of difficulty with the therapist and remain engaged. 

3.2.1 Selectively responding and discounting.  In this example from her first session,  

Iris ignored her therapist’s attempt to change topic and in doing so she elicited a repeated 

reassurance that her difficulty with sleep would be attended to before she agreed to change 

topics:  

Iris: “I mean, in the past, because I don’t sleep at all hardly, I haven’t slept for, oh, 

maybe - a couple of hours in the night and that’s about it.”  

Lyn: “Ok, so we’ll come back to that as well, I reckon.”  

Iris: “So they have tried to give me tablets to make me sleep, like, some sort of anti-

depressant – I don’t – I won’t take tablets, for this problem.” 

Lyn: Let’s come back to all of this.” 

Iris: “That’s fine, absolutely fine.”  

Selectively responding to the therapist and frequent interruptions were characteristic 

of the interaction between Darren and Penny.  In the following fragment, Darren reflected 
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on his sense of incredulity at the number of traumatic events that had beset him.  When he 

paused, Penny began to offer a reflection which he interrupted and appeared to ignore: 

Darren: “It sounds a joke, don’t it, really does, it sounds a bloody joke.”   

Penny: “It’s as if you can’t believe it, you couldn’t believe that I could believe it all.” 

Darren (interrupts): “It’s a joke, you can’t make these things up - in the order that 

they went in and the aftermath, even after I left and stuff.”  

There may be more than one reason for the apparent lack of reciprocity in the 

exchanges between Darren and Penny, but his decision to interrupt or discount 

contributions by his therapist allowed Darren to continue to be engaged with his own train 

of thought or narrative flow.  When Darren did respond to Penny, it appeared more often to 

occur when he was obviously distressed, as in the following example:  

Darren:  “I sat there for three days like stone, taking it all in … I’m sorry (blow nose) 

oh dear sorry.” 

Penny: “And losing her left you lonely?” 

Darren: “Oh God, I’ve never known anything like it, cos it took me through.”  

3.2.2 Disagreeing.  For the most part, participants tended to avoid directly 

disagreeing with their therapist, but would sometimes do so, as in the following example 

where Rachel corrected Don’s expressed understanding that she was ambivalent about 

therapy: 

Don: “Yes, so you’re saying is, actually for me, um, it was suggested by people I 

kind of respect, counselling might be helpful, but actually, it wasn’t my own 

initiative really, and I’m kind of going along with.” 

Rachel: “And actually, I’m very open to counselling and I’m very open to um, I’m 

on medication but I don’t think it works, but that’s another story.  But I’m very 

open to, um, sorting it out.” 
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3.3 Expressing relational needs.  Clients also gave therapists information about 

what they needed to maintain a relationship.  Commonly, this would take the form of 

commenting favourably on some aspect of the therapist’s style, but there were moments 

where clients would direct the therapist away from an area.  In the following example, 

Darren provided a fairly confrontational challenge to Penny.  Taken from Darren’s 

perspective, this allowed him to remain engaged by providing Penny with information that 

enabled her to modify her reflection and avoid a possible rupture:  

Darren (interrupts): “Is that a fault?  Is it a fault?  Don’t tell me it’s a fault, I won’t 

know where to go.”  

Penny (laugh): “I certainly don’t want to say it’s a fault but it’s, erm, I’m just 

noticing it, noticing.” 

In the following example, Roy confronted Sybill with his fear that she will be 

unable to cope with his need and disclosures, and in doing so sought confirmation of her 

continuing involvement:  

Roy: “Well, it’s whether you can, I don’t know, almost whether you can stand it!  

Whether you can make sense of it!  Or whether you feel you can help?” 

Sybill: “I’d like to – I’d like to have the opportunity to try.  It’s – that’s not my 

agenda, it’s how you would feel.  Having the opportunity.”  

Roy: “Um, I feel as if when I walk out of here I will feel better – will feel better – 

although, like some of the revelations.”  

Sybill: “But those revelations are the – as I said at the beginning – stay as -  

Roy: “I understand that but I – I, um, in this – I care what you think. I care what you 

think.” 

3.4 Loss of agency.  Where clients were unable to effectively assert their needs, 

engagement could become compliance.  This was most apparent in the case of Jamie who 
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struggled with a behavioural activation approach.  Jamie had failed to complete the 

homework diary and, after discussion of the reasons why he found it difficult, Leslie set the 

task again.  At the end of the session, Jamie was asked for feedback and said the following:    

Jamie: “Erm I feel anxious, feel a bit sick actually.” 

Leslie: “Right so that suggests you feel very anxious, Yeah?  Erm is there anything 

we can, any way I can help with that?” 

Jamie: “Don’t make me do this, that’s about it.”  

Leslie: “Right. Unfortunately I can’t do that”  

Jamie: “Yeah, yeah, yeah.” 

Leslie: “It is that, that is the key tool for getting people out of depression but as I 

say we could do three days rather than seven and, you know, as long as we’ve got 

three days we’ll have enough to talk about so would that be better if we do it every 

other day instead of every day?” 

Jamie: “I’ll try and do it every day.”  

Leslie: “Right OK.  I’ll try and do it every hour (cough).” 

Jamie oscillated between the extremes of “don’t ask me to do it” to “I’ll do it every 

hour” and he was unable to engage in continuing dialogue with his therapist as she 

suggested adaptions to the task.  Although agreeing, his tone conveyed unhappiness.  

Comparison of themes between CBT and CfD  

The analysis aimed primarily to examine themes common across CBT and CfD.  

Once this analysis was complete, a comparison of themes between CBT and CfD and 

between sessions one with sessions two was undertaken.  This yielded no substantial 

differences in the underlying themes, however, the following points were observed.  Firstly, 

the most obvious difference between CBT and CfD lay in more explicit learning to support 

CBT activities, while learning was often more implicit within CfD.  Secondly, that 
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engagement was generally supported by explicit learning through therapist explanation and 

the opportunity for the client to check and revise their understanding.  

With regard to comparisons between session one and two, session one included the 

majority of ‘orientation’ related themes and participants were typically more deferential to 

the therapist at the start of therapy with less evidence of agency.  The prevalence of themes 

also varied between dyad.  In part, this may have related to whether clients had a previous 

experience of therapy, a natural affinity with the treatment type, or a natural affinity with 

the style of their therapist, each of which appeared to support early engagement.   

Discussion  

This study considered processes of early engagement in two psychotherapies for 

depression from the clients’ perspective.  The findings suggested that, in order to engage, 

clients learn about and adapt to both the therapy and therapist, while also flexibly 

exercising agency to have their needs successfully met.  Engagement also involves 

accepting the limits of what could be addressed by a particular intervention and the capacity 

to tolerate some degree of therapeutic misattunement.   

 These processes were represented by three higher order themes: ‘learning and 

adapting to the therapy’, ‘adapting to the therapist’, and ‘exercising agency’.  ‘Learning and 

adapting to the therapy’ involved an initial period of ‘orientation’, during which clients 

received information about routine procedures and protocols.  For some clients, the 

orientation period required that they contained and held the distress that had brought them 

to therapy, for example when confidentiality and risk was explained to a client experiencing 

suicidal thoughts.  Engagement also required learning about generic therapeutic principles 

and those specific to treatment type.  Some aspects of learning processes were explicit, such 

as completing homework diaries, but other learning was implicit, requiring that the client 
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assimilate a therapeutic culture.  The ability to tolerate periods of confusion and uncertainty 

were inherent features of learning.  

Clients also needed to choose a focus for therapy and frame their difficulties 

congruent with the treatment type.  For some, there was a natural and fluid fit with existing 

understandings; for others this involved greater challenges.  Framing and choosing a focus 

ultimately involved accepting the limitation of what could be achieved by a particular 

intervention.  For some, a workable balance was struck, while for others this was never 

fully resolved.  

In parallel to learning and adapting to the therapy, clients also learned about and 

adapted to their therapist.  ‘Developing and maintaining’ a relationship with their therapist 

involved learning about the therapist’s interpersonal style and implicit expectations of the 

client.  Clients actively attended to the relationship with their therapist through a process of 

rapport building.  ‘Investing in the therapist’ was a necessary part of engagement, 

irrespective of the quality of the relationship, and could be signalled by according the 

therapist special and unique status within the client’s relational network, for example, as 

someone to whom secrets could be told.  Clients also adapted to working with their 

therapist’s lead.  This included following their therapists’ lead into new areas, for example, 

emotional expression, or the willingness to keep trying as they struggled to work out what 

was required.  When able, clients also participated in co-constructing an understanding of 

their difficulties with their therapist through a process of reciprocal exchange.  While this 

often was based on the lead initially presented by the therapist, clients would actively work 

to develop and apply the therapist’s suggestions to the way they understood their 

experience.    

Learning and adapting to the modality and therapist necessarily involved the active 

exercise of agency by clients.  Clients set boundaries on topics and influenced the focus of 
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discussion.  Managing therapists’ contributions was sometimes done through direct 

disagreement, but more often took place through discrete processes of what was attended 

to, or discounted in the micro-processes of conversational exchange.  Similar processes 

were mobilized to help the client remain engaged despite disagreements.  

Clients also communicated their relational needs; for example, seeking confirmation 

from the therapist that they continued to be held in positive regard, or warning the therapist 

when they felt relationally threatened.  While it remains true that aspects of these processes 

could also be construed as defensive responses, when taken from the clients’ perspective, 

they functioned to enable continuing engagement.  Where clients were unable to flexibly 

exercise agency, difficulties arose and engagement became at best compliance, impacting 

on the tasks of therapy.  

The presence of themes across both CBT and CfT provides partial support for 

Morris et al.’s (2014) argument that engagement consists of a pan-theoretical process, but 

this study only considered two therapies and therefore, these findings remain to be 

established across a range of modalities.  Within the present study, there were some 

differences in the balance of themes between treatment type, with more evidence of explicit 

learning within CBT.  In both modalities, session one typically focused on orientation 

activities; however, no other clear patterns emerged between treatment types and session 

number.  Dyads varied in the prevalence of themes, with prior therapeutic experience of the 

treatment type increasing the ease of engagement.  Where clients were unable to flexibly 

exercise agency, engagement became compliance.  This was apparent in one transcript.  

The initial engagement framework for this study started from the three dimensions 

of engagement proposed by Morris et al. (2014): cognitive, affective, and behavioural.  

While these may offer a useful method of categorizing markers of engagement from the 

therapists’ perspective, the analyses found they were conceptually unhelpful in 
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characterising the underlying processes through which engagement developed from the 

clients’ perspective.  Of particular note in the present study was how engagement was 

actively constructed and maintained by the client through the exercise of agency in order to 

manage the process of learning and working with the therapist.  The discussion now turns 

to examining the relationship between the main themes and wider literature.  

Previous studies acknowledge that engagement necessarily involves the client’s 

active participation in therapy (e. g. Hill, 2005; Holdsworth et al., 2014; Morris et al., 2014; 

Tetley et al., 2011) but have tended to model ‘active engagement’ as a response to 

conditions determined by the therapist, in which the client’s role remains essentially a 

reactive rather than truly agentic one.  For example, Tetley et al. (2011) defined 

engagement as the ‘extent to which the client participates in the treatment on offer’.  It 

follows from this understanding that markers of engagement will overlap with those of 

compliance, for example task completion, and attendance.  Morris et al.’s (2014) 

understanding of engagement also remains grounded in an essentially reactive definition of 

client agency in which the client responds to the conditions set by the therapist.  The 

present study suggests that engagement requires that clients flexibly exercise agency, at 

times following the therapist’s lead, at others taking the lead to develop a relationship of 

mutual and reciprocal influence with the therapist and modality.  This understanding of the 

client’s role in therapy is congruent with a relatively small, but developing body of 

literature which led Bohart and Tallman (1999; 2010) to suggest that client activity should 

be understood as a further common factor in psychotherapy.  Common factor refers to 

therapeutic processes though to be present across all therapies irrespective of modality 

(Grencavage & Norcross, 1990).  

In support of the active role of the client, Bohart and Tallman (2010) synthesized 

evidence from a range of sources.  Of particular note is a series of qualitative studies using 
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the interpersonal recall method conducted by Rennie (1992, 1994, 2000, 2001, 2007).  

Rennie (2007) found that while clients defer to the therapist, they also consciously take the 

lead to have their needs met.  While acknowledging processes of transference and 

countertransference, Rennie (2007) concluded that clients make accurate assessments of 

their therapists which they integrate into their management of the therapy process.  

Consistent with the present study, Rennie (2000) argued that agency is exercised fluidly 

between client and therapist with differing levels of collaboration, acquiescence or assertion 

characterizing the relationship at any one moment.  

Further support for client agency has emerged from more recent studies (e.g. 

Mackrill, 2008; Rolvsjord, 2015a; 2015b).  Mackrill (2008), in a comparative study of 

diaries kept by therapists and clients, found that clients came to therapy with their own 

sense of what needed to change.  In some instances, they adopted strategies suggested by 

the therapist; in other instances, they continued to privilege their own strategies 

disregarding, or adapting, those suggested by the therapist.  

Rolvsjord (2015b), in an extension of Rennie’s line of research using interpersonal 

recall method, similarly found that clients exercised agency in sessions at various points, 

while also deferring to the expertise of the therapist.  Rolvsjord’s (2015b) participants 

actively sought to develop mutuality, reciprocity and equality in their relationship with the 

therapist.  

These studies and the results of the present analysis point, as commented, to the 

recognition of the active process of agency by the client, and show engagement to be a 

process developing out of a mutually determining relationship between therapist and client 

(Rolvsjord, 2015a; Raynor, Thompson, & Walsh, 2011). 

However, in order to effectively exercise agency, clients also need to understand the 

principles and practices of therapy.  The present study found that engagement requires that 
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clients learn at both an explicit and implicit level.  There is a relatively slim literature on 

how clients learn to ‘do’ therapy.  Orne and Wender (1968) first suggested that clients must 

grasp the “rules of the game”, which includes an understanding of therapy process, shared 

values and role expectancies.  Learning was required across both CBT and CfD; however, it 

was apparent that the skills focus of CBT often carried the greater level of explicit learning 

in the study and was more often supported by direct education by the therapist which is 

consistent with guidance on socializing clients to this modality (Beck, Rush, Shaw, & 

Emery, 1979).  In a preliminary study, Daniels and Wearden (2011) suggested that 

‘socialization’ may be considered another non-specific factor in therapy which contributes 

to enhanced engagement.  The learning required to participate in therapy is also 

acknowledged within other types of psychotherapy; for example, Peterson (2014) cited the 

need for a ‘trial period’ to improve outcomes for psychoanalytic therapy.  

The literature on role induction provides further support for the need for learning to 

support psychotherapy.  Role induction refers to provision of a discrete phase of learning 

prior to therapy.  Overall, the effects of role induction appear to generally support better 

engagement (Walitzer, Dermen, & Conners, 1999) and it has been recommended to reduce 

therapeutic dropout (Swift & Greenberg, 2012).  The results however are not unequivocal 

(Strassle, Borckardt, Handler, & Nash, 2011) and it may be that therapy at least in part 

needs to be learned in-vivo, with recognition of the distinction between explicit and implicit 

levels of learning accommodated for and supported.  

Explicitly educating clients about therapy may also help clients to more clearly 

evaluate the acceptability of a treatment type and whether it is sympathetic to their existing 

understanding of their distress.  The present study found that there appeared to be a more 

natural fit with existing ways of understanding for some clients, while for others learning 

was more burdensome as they struggled to makes sense of a new way of thinking, which 
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for some conflicted with their existing values.  Evidence from the field of client-treatment 

fit provides some support for the assertion that a poor fit between treatment type and client 

expectations and understanding negatively impinges on engagement and treatment 

outcome.  Swift and Greenberg (2012) framed this as a cost-benefit understanding of 

premature termination, as clients actively make a decision about how useful a therapy is 

going to be in helping with their difficulties.  Wilson and Sperlinger (2004) found that 

where clients often have a greater choice is within private therapy providers, and that they 

exercise this choice by ‘shopping around’ for the best fit.  In a meta-analysis, Swift,  

Callahan, and Vollmer (2011) suggested that clients who had their preferences 

accommodated were less than half as likely to drop out of therapy as clients who had no 

such choices.  

In an early study, which touched on the relationship between client 

conceptualizations of their difficulties and treatment outcome, Addis and Jacobson (1996) 

found that clients who held an existential understanding of the reason for their depression 

were likely to do better in cognitive rather than purely behavioural treatments.  Similarly 

Elkin et al. (1999) found that engagement improved when patient’s own understanding of 

the reason for their difficulties and treatment preferences were accommodated.  The results 

of the present study suggest that while clients work hard to make the best of what is 

offered, they may benefit from increased understanding of therapeutic processes and choice 

of therapy type. 

Limitations and Research Implications  

A strength of this study is the focus on engagement from the client’s perspective 

and in doing so an under-researched area was targeted. However, engagement is essentially 

a reciprocal process and further research is needed to map the transactions which take place 

between therapist and client through which engagement is established.  The choice of 
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method and number of transcripts limited the extent to which a fine-grained analysis was 

possible.  While this allowed a broad characterization of the processes involved and met the 

aims of the present study, subsequent research could profitably focus on a more detailed 

analysis of individual transcripts at the conversational level, in order to understand how the 

micro process of conversational exchanges shape engagement processes. 

The use of audio-recordings from therapy sessions resolved the inherent difficulty 

of qualitative enquiry wholly dependent on retrospective accounts, however, in doing so the 

researcher’s interpretation of the processes was privileged.  Future research may consider 

the use of interpersonal recall method to enable a better understanding of how participants 

interpret their behaviour.   

 Participants were recruited through a sample of convenience from those first 

entering the parent trial.  This enabled randomisation, but it is unclear how representative 

the group were of participants commonly entering primary care.  A number of variables not 

accounted for by this sampling method may have influenced engagement, including the age 

of participants, first or subsequent episode of depression, comorbidities, and prior 

therapeutic experience.  Prior therapeutic experience may particularly have influenced 

learning processes  and a non-randomised sampling technique would have enabled a choice 

to be made over weather to include clients with or without prior experience. The 

randomisation method also meant that transcripts which may have represented particularly 

rich examples of the engagement process were not prioritised over those were engagement 

was more limited.  In this regard the sampling technique used may have limited  

exploration of engagement processes and the ability to gain insights and understandings.  

The study benefited from examining two treatment types which are representative 

of the most commonly available treatments for depression in primary care; however, this 

limited the extent to which the process described can be considered pan-theoretical.   
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Further research is needed to establish whether these processes are representative across a 

wider range of modalities, client groups and mental health conditions, including more 

severe and enduring difficulties.  

The choice to limit the analysis to the first two therapy sessions was justified in 

looking at early engagement processes; however, it was apparent that the pacing of the 

engagement process differed between dyads.  Hill (2005) suggested that engagement 

changes and develops across the intervention and further research is needed to identify how 

this impacts on the processes described in these findings.  The outcome of therapies was 

not known at the point of analysis, therefore no assumptions can be made about the long-

term functionality of the processes described.  It is possible that those therapies which 

maintain engagement in the short term do not necessarily result in the best outcomes.  

Research is needed into how engagement evolves over the span of a complete therapeutic 

intervention and what factors influence the speed at which engagement takes place.  

Finally, in keeping with other modes of qualitative enquiry, template analysis is an 

interpretative process (King, 2004).  The researcher recognizes their knowledge and 

experience of therapeutic process will have influenced the act of interpretation and other 

interpretations are possible.  

Clinical Implications 

The present study found that to successfully engage, clients were active in 

developing and managing processes of learning and relationship building, as well as 

flexibly exercising agency in relationship with the therapist.  Therapists should consider 

what clients already do to manage engagement and work with these strategies.  This 

includes recognizing the preferences, strategies, and competences which clients bring to 

therapy and working in and through reciprocal processes to offer a more tailored 
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therapeutic response, actively working with client agency while promoting increased 

choice.  

Recognition needs to be given to the power differential between the therapist and 

client, and an understanding of which practices can impede or support the exercise of 

agency by the client in the on-going dialogue between client and therapist.  This may also 

include how the therapist manages their own response to client feedback based on an 

accurate appraisal of the relationship, while encouraging relational security and transparent 

disclosure.  

The results suggest that clients will make the best of offered interventions, but some 

approaches may offer a better fit with the clients’ existing understanding and needs, making 

the learning required to engage in therapy less burdensome.  However, enhancing client 

choice and enabling the exercise of agency can only meaningfully take place when the 

choices are known and understood by clients.  Enabling clients to become knowledgeable 

in therapeutic choices and equipping them with the skills to engage in therapy could be 

supported by pre-therapy information and increased therapist attention to these needs as 

they unfold across therapy.  

Ultimately, offering clients increased choice and therapist flexibility may require 

more integrative working, which would require therapists to be equipped with the skills to 

exercise a clinical decision that balances consideration of the evidence base and fidelity to 

the model, with flexible adaptions to meet the needs of an individual.  Consideration also 

needs to be given to offering choice over which therapist clients work with, in order to offer 

the best relational match.  
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Conclusion 

The present study examined engagement from the client’s perspective and offers a 

starting point for further enquiry in an area which is under-theorized but integral to 

improving therapeutic outcomes.  The study found that, in order to engage, clients adapt 

and learn about both the modality and therapist, while also flexibly exercising agency in 

order to have their needs met.  In emphasizing the active role of the client in the therapeutic 

processes, this study makes a further contribution to a small but growing body of research 

which recognizes the client as a common factor in therapy and the determining effect of 

client agency on therapeutic processes.  Further research is needed to test the applicability 

of the findings across other client groups and areas of psychological difficulty, and to map 

how processes of client engagement interact with therapist factors.  
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Information about the research 

  
PRACTICED Study 

 
A randomised trial comparing the effectiveness of  

cognitive behavior therapy and counselling for depression 
 

 
We would like to invite you to take part in our research study. Before you decide we would 
like you to understand why the research is being done and what it would involve for you.  
 
This information sheet explains the purpose of the study and what will happen if you take 
part. Please ask us if anything is not clear and talk to others about the study if you wish.  
 
What is the purpose of the study?  
There are different forms of talking treatments for depression. Our research is trying to find 
out whether there is a difference between two particular approaches in the treatment of 
depression: Cognitive Behaviour Therapy (CBT) or Counselling for Depression (CfD).  
 

• Counselling for Depression (CfD) aims to address depression by providing the 
opportunity for clients to talk about underlying feelings. The therapist and client 
work together to make personal sense of these feelings.  

• Cognitive Behaviour Therapy (CBT) looks at how we think about a situation and 
how this affects the way we act. The therapist and client work together in changing 
the client’s behaviours, or their thinking patterns, or both of these. 

 
The Sheffield IAPT service delivers both these treatments in its routine service. The 
purpose of this trial will be to see if there are differences between these two treatments and 
whether some people are more suited to one form of treatment rather than the other. The 
study will also tell us what it is about the treatments that people like or dislike so that we 
can improve them for other people.  
 
Both treatments will be for a minimum of 8 sessions and will normally be for up to 16 
sessions but can be for up to 20 sessions. Taking part in the study does not affect your right 
to receive treatment later from the Sheffield IAPT service.   
 
 



 133 

Why am I being invited to a research assessment?  
You have been invited because you currently have symptoms of depression.   
 
What is being asked of me at this stage?  
In order to decide whether the study is suited to you, there needs to be an assessment.  And 
in order for one of the researchers to contact you, we need your permission to pass them 
your contact details as they are not a member of the immediate care team. They do not have 
access to your medical records.  
 
You can raise any questions you may have about the study with me at your next visit. If 
you agree to a researcher contacting you, you will be asked to provide details and sign the 
accompanying Consent to contact form. Your response will not affect your current 
treatment. 
A researcher will then send you further information and invite you to an assessment 
interview. This would be within this area but it may not be at this surgery. The invitation 
will include a one-day free Sheffield bus pass for you to use so that attending the interview, 
if it requires a bus ride, will not incur any cost. You will receive this pass whether or not 
you use it. There is a location in the city centre where assessments can take place if that is 
convenient.  
 
At the research assessment, you will have the opportunity to ask further questions, before 
deciding whether to consent to the assessment and inclusion in the study. 
 
You will be free to withdraw from the study at any time, without giving a reason. Leaving 
the study will not affect the standard of care you receive. 
 
At this stage we do not wish to overload you with information that might turn out not to be 
relevant.  However, if you have any questions, please do ask me at our next meeting. 
 
 
Thank your for taking time to read this information sheet 
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Information about the research 
  

PRaCTICED Study 
 
 
 

A randomised trial comparing the effectiveness of  
cognitive behavior therapy and counselling for depression 

 
 
Thank you very much for agreeing to be contacted about the above research study. This 
information sheet explains the purpose of the study and what will happen if you take part. 
Please contact us if anything is not clear and talk to others about the study if you wish. You 
will have a further opportunity to discuss the study with researchers before consenting to 
full involvement. 
 
What is the purpose of the study?  
Depression is a common problem that affects many people and can sometimes be hard to 
manage. Experts recommend that people with depression receive a ‘talking treatment’ 
and/or medication. Your GP may have prescribed some medication for you but this is not 
always enough on its own. This is where talking therapies can be very helpful.   
 
There are different forms of talking treatments. Our research is trying to find out whether 
there is a difference between two particular approaches in the treatment of depression: 
Cognitive Behaviour Therapy (CBT) or Counselling for Depression (CfD).  

• Counselling for Depression (CfD) aims to address depression by providing the 
opportunity for clients to talk about underlying feelings. The therapist and client 
work together to make personal sense of these feelings.  

• Cognitive Behaviour Therapy (CBT) looks at how we think about a situation and 
how this affects the way we act. The therapist and client work together in changing 
the client’s behaviours, or their thinking patterns, or both of these. 

 
The Sheffield IAPT service delivers both these treatments in its routine service. The 
purpose of this trial will be to see if there are differences between these two treatments and 
whether some people are more suited to one form of treatment rather than the other. The 
study will also tell us what it is about the treatments that people like or dislike so that we 
can improve them for other people.  

Both treatments will be for a minimum of 8 sessions and will normally be for up to 16 
sessions but can be up to 20 sessions. Taking part in the study does not mean that you 
cannot receive treatment later from the Sheffield service.   
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Do I have to take part?  
It is your decision to take part. If you do agree, we will then ask you to sign a consent form. 
You are free to withdraw at any time, without giving a reason. Leaving the study will not 
affect the standard of care you receive. However, it is always helpful to understand why 
someone leaves treatment, in order to try and improve services. We will not try to change 
your decision. 
 
What will happen to me if I am willing to take part?  
About 3 weeks prior to your therapy starting, a researcher will contact you by your chosen 
method, to invite you to a one-off assessment interview. This will be based at a location as 
convenient to you as possible. The invitation to this meeting will include a one-day bus 
pass in case there is a need to use a bus to attend the meeting. We have done this so that no 
one is out of pocket for attending this one-off meeting.  
 
At the meeting, you can ask any questions you might have about the study. The researcher 
will ask you a number of questions that will help to see whether the trial is appropriate. If it 
is, then you will be informed which treatment you will receive. You stand an equal chance 
of receiving either treatment. You will then be asked to complete some forms.   
 
You do not have to take part unless you feel completely happy with the study.  
 
What are the treatments? 
The treatments are Counselling for Depression (CfD) and Cognitive Behaviour Therapy 
(CBT) and were briefly described earlier.  
 
Both treatments are psychological therapies that have been recommended by NICE 
(National Institute Clinical Excellence) for the treatment of depression. 

 
What if I have a very strong preference and don’t want to receive one of the 
treatments? 
People may have a preference for one treatment over the other. This is understandable. 
However, if you have a very strong preference, such that, you would be unwilling to 
receive one of the treatments if you were given it, then please talk to the assessor. If after 
talking with them you feel the same, then the assessor will ensure that you are referred back 
to the normal service without losing your place on the waiting list.  
 
How is it decided who gets which treatment? 
Sometimes it is not always clear which is the best way of treating patients To find out, we 
need to compare different treatments. We allocate people to one of two treatments then 
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compare the results to see if one treatment works better for some people while another 
works better for others.  
To try to make sure patients in each treatment are similar to start with, each patient is 
allocated a treatment by chance. You will have an equal chance of receiving either 
cognitive behaviour therapy or counselling for depression.  
 
What else will be involved if I take part? 
It is standard practice in this service for the sessions to be audiotaped. This is to enable the 
person you will be seeing to have regular supervision on their work, this is required by the 
service to ensure we offer the best service.  
 
For the research, a small number of recordings will be listened to by a researcher in order to 
check the quality of the talking therapy people are receiving. If they do listen to a tape, it 
will be under strict confidentiality agreements. Some other tapes will also be used as part of 
the research in order to increase the understanding about how these talking therapies help 
people who are experiencing depression. 
 
At six months and 12 months after the meeting with the researcher, we will send you a set 
of questions to see how you are feeling. These will be similar to those forms completed at 
the start. The actual research study will take 3 years to complete, but you will only be 
involved for 12 months. 
 
We will ask patients for permission to contact them by their preferred choice (standard 
mail, email, phone) if they decide to end treatment. This is for us, as researchers, to 
understand why this has happened. It is not to try to change your decision. However, if you 
do not wish to take part at that time, then we will respect that decision. 
 
We will also like to conduct some interviews with some people when they complete their 
treatment. We will not be interviewing everyone but we need your permission to approach 
you if you are selected. We will only ask about 1 in 10 patients. You do not have to agree to 
this and saying ‘No’ will not affect your involvement in the trial or any treatment in the 
future.  
 
If you are interested in taking part in the separate interview study, we will provide you with 
more information before you make the decision.  
 
What are the possible disadvantages and risks of taking part?  
Both treatments are used in the routine service, so we are not introducing a new treatment. 
There are no known side effects of either treatment.  We are trying to find out a bit more 



 137 

about what works best for particular people, so we have no reason to believe that any one is 
being disadvantaged. If you had a strong preference for one treatment, then you will have 
declared that and the trial would not be appropriate for you. 
 
At any point during the study you can leave without having to give a reason why.  
Will I receive any payment for taking part?  
We will provide a free one-day bus pass to attend the initial assessment (regardless of 
whether you have to use it or not). We will also enclose a £10 shopping voucher with the 
questionnaires at 6-months and 12-months. These will be sent to you regardless of whether 
you complete the forms or not. However, we hope that this will off set the time spent on 
completing the forms and very much hope you do.   
 
What happens if new information becomes available during the course of the study?  
Sometimes during a study, new information becomes available about the treatment being 
studied. If this happens, the research team will tell you and discuss whether you want to 
continue in the study. If you decide to stop taking part in the study your usual care will 
continue. If you decide to continue in the study you may be asked to sign an updated 
consent form. If we think you should withdraw from the study, we will explain the reasons 
and arrange for your care to continue.  
 
What happens when the study stops?  
Very occasionally a study is stopped early. If this happens, the reasons will be explained to 
you and arrangements made for your ongoing care.  
 
What if there is a problem?  
If you have a concern about any aspect of this study you should ask to speak to the 
researcher (Lindsey Bishop-Edwards tel: 07710 388985) or the chief investigator, Michael 
Barkham (tel: 0114 222 0817) who will do their best to answer your questions. 
 
If they are unable to resolve your concern or you wish to make a complaint regarding the 
study, please contact the University Research Practice and Governance Co-ordinator 
Richard Hudson by email to r.j.hudson@sheffield.ac.uk 
 
What will happen to information about me collected during the study?  
All information will be held securely and in strict confidence. Only authorised people 
working on the study will have access to your information and this is kept securely. Where 
possible, a unique study ID number will be allocated to replace any identifier and only 
authorised researchers that need to contact you will have access to your personal contact 
details. 
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We will destroy all personal details 5 years after the end of the study.  
We keep the health information we collect about you separate from your personal details. 
We will use the information we collect to look at how best to help people with depression. 
We will keep it 20 years and then destroy it securely.  
 
Involvement of your GP 
We will tell your GP that you are taking part in the study. No other results will be given to 
your GP.  
If we are worried that you are having thoughts about harming yourself, we may need to 
discuss these with your GP. We will, of course, discuss this with you.  
 
What will happen to the results of the study?  
When the study is completed, the results will be published in a scientific journal so that 
health care professionals can see the results. Your identity and personal details will be kept 
confidential and no named information about you will be published in any reports.  
 
Who is organising and funding the study?  
This study is organised by the University of Sheffield. The funder is the British Association 
of Counselling and Psychotherapy (BACP) Research Foundation.   
Who has reviewed the study?  
This study has been reviewed by an independent group of people, called the Research 
Ethics Committee, to protect your safety, rights, well-being and dignity. The study has been 
given a favourable opinion by NRES Committee Yorkshire & The Humber - South 
Yorkshire Ethics committee. 
Who is the study co-ordinator? 
The study co-ordinator can be contacted by telephone on: (07710 388985). Alternatively, 
you can write to the researcher at: 
 
PRaCTICED  
ScHARR 
Regent’s Court, 30 Regent’s Street 
Sheffield, S1 4DA                     
Email: practiced@sheffield.ac.uk 
 
Thank your for taking time to read this information sheet 

 




