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Summary  

Depression is one of the most common mental health problems worldwide and continues to rise 

every year. However, there still appears to be a stigma on depression what stops people with 

depression from seeking help or social support, which has negative consequences for their burden of 

disease. Literature showed that two dominant frames contribute to the stigmatizing views about 

them: the responsibility frame and the medical frame. Moreover, alternative frames help to 

deproblematize and destigmatize depression. The aim of this study is to understand how people with 

depression experience stigmatization in practice and how these experiences are related to framing. 

This leads to the following research question: ‘’What kind of stigma do people with depression 

experience, how is this related to dominant frames about depression, and can potential alternative 

frames they use themselves lead to destigmatization?’’.  

A thematic analysis of written patient stories was used to examine how people with 

depression experience the current framing, what the consequences are of its corresponding 

stigmatization and how their alternative framing could influence this process of stigmatization. The 

advantage of written patient stories is that they offer the possibility to also investigate the social 

aspects of patient experiences in depth. 

According to this study, people with depression experience the responsibility – and – medical 

frame at the same time. The responsibility frame mainly has a strong influence on the public stigma: 

people with depression are given various prejudices (for example being weird or a burden) because 

they probably behave ‘differently’ than what society expects of them and the society does not (fully) 

understand how their depression might have an impact on this. The medical frame mainly results in a 

professional stigma. Treatment by healthcare professionals is often perceived as disrespectful and 

incoherent, as a result of no – or a wrong – diagnosis being made. The different forms of stigma, 

resulting from both frames, lead to self-stigma. This influences people’s search and continuation of 

treatment and therefore their recovery, social (re) integration and quality of life. Patients use an 

alternative frame to destigmatize depression: the holistic frame. The focus here is on the person as a 

whole; being part of social networks and in need social of support, and capable of participating in 

society. Depression is seen as a learning process. Strategies of contact and education about 

depression (in parallel) could help to embed this frame in society.  

Keywords: depression, stigma, frames, alternative frame 
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1 Introduction  

Depression is one of the most common mental health problems worldwide (American Psychiatric 

Association, 2013). Nowadays, depression is most common among young people due to improved 

social understanding, self-awareness and increased levels of stress (Centraal Bureau van Statistiek 

(CBS), 2021; Thapar et al., 2012; Kaushik et al., 2016; Moses, 2010). Every year, approximately 

650,000 Dutch people indicate that they suffer from depressive symptoms, of which in 2020 an 

estimated 565,000 people were known to have been diagnosed with depression (de Graaf et al., 

2010; RIVM, n.d.). In addition, this problem is expected to get worse in the future: by 2030, 

depression will be one of the top three diseases with the greatest burden of disease worldwide 

(Mather & Loncar, 2006). 

 Public attention to depression has increased in recent years (Dehue, 2008). This attention 

often appears to be necessary because many people with depressive symptoms avoid seeking help 

out of fear of stigma (Corrigan, 2004; Boardman et al., 2011; Corrigan, 1998; Tyszkowska & 

Podgrodzka, 2013; Norman et al., 2008). In short, stigma is negatively labelling another person; 

someone is considered ‘different’ and therefore inferior to others (Baumann, 2007; van Weeghel et 

al., 2016). People with depression do not only perceive stigmatization by the ‘general’ social 

environment: they also feel discriminated against and misunderstood by care practitioners within 

(mental) healthcare (Place et al., 2015). Many studies indicate that stigmatization leads to severe 

anxiety, which affects the avoidance of professional help, and has a negative impact on for example 

recovery, social (re)integration and therefore also the burden of disease (Baumann, 2007; Corrigan et 

al., 2014; Corrigan & Kleinlein, 2005; Gaebel et al., 2011). This effect is even more evident in 

adolescents; having less social and emotional capital makes them more vulnerable to disrespect from 

others (Romer & Bock, 2008). 

Ignorance, prejudice and bias play a major role in stigmatization (Brouwers, 2016; van der 

Stel, 2016). Framing contributes – at least partially – to the development and continued existence of 

these views about people diagnosed with depression (Sieff, 2003; Klin & Lemish, 2008). Framing 

refers to the way information is communicated by media, public documents and authorities, and how 

it is consumed by the public (Scheufele, 1999; Sieff, 2003). Research shows that two frames are often 

used regarding depression: the responsibility frame and the medical frame (Rops et al., 2017). 

Research also showed that alternative frames (counterframes) can help to deproblematize and 

destigmatize mental illnesses (Vyncke & Van Gorp, 2018). However, little is known about which – and 

how – alternative frames may affect the perception of depression and therefore alleviate the 

stigmatization of depression.  
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This study helps to gain insight into the consequences of stigmatization in people with 

depression as a result of the experienced frame, and which frame they themselves use as an 

alternative to counteract them. Written patient stories offer an excellent opportunity to gain in-

depth insight into the complexity, stratification and versatility of living with a condition (Frank, 2013). 

These stories are relevant in this research, because the authors set out their own everyday 

experiences in view of the consequences of framing and stigmatization, in multiple areas of life, over 

a longer period of time (van de Bovenkamp et al., 2020).  

 

1.1 Societal and scientific relevance 

The societal relevance of this study is to understand what kind of framing people with depression 

experience and use themselves, and how this related to stigmatization and its consequences. Care 

providers, policymakers and managers can learn a lot from the written patient experiences by 

showing possible consequences of frames and stigma’s, as perceived on different interrelated facets 

of life (van de Bovenkamp et al., 2020). Thereby it is important to understand how framing, according 

to the authors (patients), can help in alleviating the stigma on depression. In this way, the patient’s 

experiences can provide information about how policies and behavior outside – but also within –

healthcare organisations can be adjusted to improve the quality of care, but also the patient’s 

burden of disease regarding for example their quality of life and social (re)integration.  

There is knowledge about dominant frames, with regard to depression, in society. However, 

the scientific relevance of this study considers the literature gap showing how these frames relate to 

(consequences of) stigmatizing ideas, and which kind of frame(s) people with depression therefore 

use themselves to destigmatize (Rops et al., 2017; Link & Phelan, 2014; Taylor et al., 2021; Kanter et 

al., 2008; Lee, 2020; Steger & Kashdan, 2009). Performed research in the field of psychotic disorders 

turned out that different framing used in society results in different forms – and consequences – of 

stigmatization (Segaar, 2021). This study also showed that framing related to psychosis does not only 

contribute to stigmas on this patient group, but it also reduces stigmas. For example, a focus on the 

patient’s diagnosis leads to less self-confidence and more sense of loneliness in the patients, but also 

leads to feelings of recognition (Segaar, 2021). The research that will be conducted will help to gain 

insight into these different relationships in the field of depression. In this way, the title of this thesis 

with regard to depression can be reconsidered: is the experienced stigmatization by patients as a 

result of framing something to get depressed about?  
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1.2 Research question  

The aim of this study is to understand how people with depression experience stigmatization and 

how these experiences relate to framing. This leads to the following research question:  

‘’What kind of stigma do people with depression experience, how is this related to dominant frames 

about depression, and can potential alternative frames they use themselves lead to 

destigmatization?’’.  

To answer this question, the following sub-questions have been formulated: 

1. What frames do people with depression experience? 

2. How does the current framing affect stigmatization experienced by people with depression? 

3. What consequences of stigmatization do people with depression experience?  

4. What alternative frames do people with depression use? 

5. How can these alternative frames help in alleviating the stigma about people with 

depression?  

 

1.3 Reading guide  

Chapter two will present and further elaborate on the main theoretical concepts used in this study: 

framing and stigma. In chapter three, the research methods, data collection, data analysis, validity 

and reliability, and ethical considerations of the study will be described. After that, the results of this 

study will be presented in chapter four. The results describe which frames are found in the patient 

stories and how they relate to stigma. It ends in chapter five with the discussion, where results 

concerning the literature will be argued; a conclusion, were the research questions will be answered; 

and recommendations for further research and practice. 

 

2 Theoretical framework 

This theoretical framework will explore two different, interrelated main concepts. At first the 

concept of stigma will be explored, with a focus on which (consequences of) stigma types occur in 

people with depression. The second concept is frames. The focus here is on the effects of existing, 

dominant frames, as well as the use of alternative frames as a possible instrument for 

destigmatization.  
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2.1 Stigma 

The concept of stigma can be used to zoom in on which challenges people with depression 

experience with regard to their burden of disease. There are many ways to conceptualize and 

examine stigma (Stafford & Scott, 1986). Goffman’s definition is often used: ‘’an attribute that is 

deeply discrediting’’ which diminishes the owner ‘’from a whole and usual person to a tainted, 

discounted one’’ (Goffman, 1963, p.3). People diagnosed with depression also experience 

stigmatization. Negative characteristics are attributed to them, such as personal weakness and being 

spineless; that if they only would try, they could pull themselves together (Gilbert, 2009; Wolpert, 

2001; Burns, 1966). Also the fact that people with depression are often called ‘brave’ when they talk 

about their depression, shows that depression is highly stigmatized. When someone wants to raise 

awareness for their diabetes, they are not called brave either; because this illness is considered 

acceptable contrary to depression (Wolpert, 2001; Yokoya et al., 2018).  

Next to the stigma associated with depression, there is a stigma on the use of 

antidepressants. There are incorrect publicly held beliefs about these medicines: having an addictive 

and mind-altering effect, the assumed lack of effectiveness, and the assumption that the acceptance 

of the medication classifies someone as mentally ill (Castaldelli-Maia et al., 2011; Wolpert, 2001). In 

addition there is a stigma on self-harm that sometimes accompanies depression; this is often seen as 

manipulative behavior and as a cry for attention (Lloyd et al., 2018). Finally, there is a stigma on 

suicide as well; people with suicidal thoughts often feel labelled as weak, disturbed or having a bad 

family (Tadros & Jolley, 2001). All these stigma’s related to depression appear to be linked to the 

perceived ‘’inability to deal with problems’’ (Castaldelli-Maia et al., 2011).  

 

2.1.1 Types of stigma 

To conclude: stigmatisation is the linking of a stigma (discrediting mark) to a person or a group of 

people (Page, 2015). According to literature there are several types of mental-health-related stigma: 

public stigma, professional stigma, institutional stigma and self-stigma (Subu et al., 2021).  

First of all, public stigma is about ‘’the reaction that the general population has to people with 

mental illness’’ (Corrigan & Watson, 2002, p. 17). How this public stigma is shaped and perceived by 

people depends on the culture (Canevi, 2019). Cultural factors that contribute to stigmatizing 

behaviors and attitudes include for example: collectivism, familism, religion and supernatural beliefs. 

A different ethnic background can therefore lead to a difference in the perceived stigmatization 

within the society (Ran et al., 2021). This is important to keep in mind, especially because the 

Netherlands is an (increasingly) multicultural country (CBS, 2022). When this public stigma ‘’spills 
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over’’ from the stigmatised group of people to the people associated with them, for example family 

and friends, this is called associative stigma. People can in this case be avoided or blamed because 

their loved one has depression (Goffman, 1963; van der Sanden, 2015).  

Secondly, professional stigma occurs when healthcare professionals behave in a stigmatizing way 

towards their patients (Ahmedani, 2011). This stigma can be explained in multiple ways (Castelein et 

al., 2016). Care providers see people in times of crisis which can make them feel stressful, frustrated 

and powerless. Also physical problems and other types of problems can be overshadowed by 

depression and therefore receive less attention or are overlooked. Moreover, there could be a 

stigma due to the unnecessary or incorrect handling of a diagnostic label (iatrogenic stigma). A lack of 

knowledge about depression and recovery could play a role as well, because little attention was paid 

to this in the training of care providers (Ahmedani, 2011; Castelein et al., 2016). According to 

Castelein et al. (2016) there are different ways in which stigmatization in care is manifested: giving a 

negative prognosis too easily and having too little attention for the recovery process of patients; 

unnecessary and/or careless handling of a label; and (perceived) incomprehension and disrespectful 

treatment. Associative stigma is also possible here: professionals can be affected by the stigma from 

the public or from other healthcare professionals, because they are in a sense responsible for, and 

connected with, this stigmatized group of people with depression (Ahmedani, 2011; Siebert, 2004). 

The professional stigma can negatively affect the treatment of people with depression, disturbing 

their wellbeing and recovery (Sriram & Jabbarpour, 2005). 

 A third form of stigma, institutional (structural) stigma, takes place when an organization’s 

policy or culture adopts negative attitudes and beliefs towards the stigmatized people (Brohan & 

Thornicroft, 2010; Corrigan et al., 2012). This concerns the stigmatizing behavior of both the 

workplaces of people with depression, and of the care providers. In this sense, this type of stigma is 

related to the public stigma and professional stigma. This stigma can be strengthened by the legal 

framework and/or public policy including, for example, healthcare, work and income, housing and 

public participation; so it can be deeply embedded in society (Livingston, 2013). For example, it 

appears that people with depression can receive care in the short-term during a crisis, but not during 

other times of need as a result of insufficient funding of mental healthcare (Livingston, 2013). Also, 

negative attitudes by patient’s employers and managers may reduce patient’s chance of being hired 

or supported; because of this, among other things, housing is unaffordable (Livingston, 2013; 

Brouwers, 2020). 

The last type of stigma, self-stigma, occurs when the stigmatized individual applies -

presumed – negative judgements and stereotypes of others to itself and holds them to be true 
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(Corrigan, 2004). According to Scambler (1998), there are two types of self-stigma: felt stigma and 

enacted stigma. Felt stigma is about feelings of shame and discrimination that prevents people from 

being open about their experiences. This stigma can be reduced by mental health services which 

emphasize the importance of recovery, empowerment and peer support (Stuart, 2006). When people 

experience that they are treated unfairly by others, it is referred to as enacted stigma (Scambler,  

1998). This stigma can be reduced by legislation against discrimination and anti-stigma campaigns 

(Pinfold et al., 2005).  

 

2.1.2 The impact of stigma 

There appears to be an interplay between the different types of stigma (Corrigan, 2004; Ring & Lawn, 

2019). According to The Modified Labelling Theory (figure 1) it starts with the personal response to 

stereotypes of depression set by the public, institutions and healthcare professionals. The self-stigma 

depends on the degree of awareness and agreement with these stereotypes and behaviors. Cultural 

ideas associated with depression may foster negative self-feelings. Link et al. (1989) identified three 

feasible responses to the stigmatizing label. The first one is secrecy: the individual chooses to hide 

their situation from their immediate environment. The second possible response is withdrawal: the 

person chooses to only keep in touch with people who in all cases will accept him/her for who they 

are. The third optional response is education: the individual tries to teach others about his/her 

situation in order to obviate a negative response. Self-stigma in itself can undermine self-esteem and 

self-efficacy (Corrigan & Rao, 2012). The different types of stigma thereby influence whether a 

person might seek treatment and adhere to a treatment. This, because they want to avoid the label 

by the others and they do not want to suffer from self-stigma (Corrigan, 2004). It also has an effect 

on other life goals, such as social (re)-integration and recovery; and therefore the burden of disease 

(Corrigan et al, 2009).  

 

 

Figure 1: The Modified Labelling Theory (Link et al., 1989, p. 402) 
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Previous studies showed that when professionals in mental healthcare reported more 

associative stigma, patients in mental healthcare experienced more self-stigma, so the associative 

stigma may play a mediating role (Verhaeghe & Bracke, 2012). 

 

2.1.3 Reducing the stigma of depression 

In order to mitigate the problem of stigmatization, it is relevant to know where the views about 

people with depression come from. This portrayal of depression is steered in a certain direction, 

through the way in which depression is communicated to - and within - the society. This process is 

also known as framing; bringing frames to communication.  

 

Frames and framing 

Frames can be seen as specific expectations, a guideline, regarding a situation and what is relevant 

within that situation (Rosenstock et al., 1988; Wester, 2017). Framing, on the other hand, is about 

selecting ‘’some aspects of a perceived reality and make them more salient in a communicating text, 

in such a way as to promote a particular problem definition, causal interpretation, moral evaluation, 

and/or treatment recommendation’’ (Entman, 1993, p.52).  

Society bases its portrayal of depression largely on information, the communicated frame, 

from the social services, authorities and from the media (Dubbeldam et al., 2011). The different 

problem definitions, regarding the cause and solution for depression, are therefore determined by 

current, dominant frames in society (Seidman & Rappaport, 1986). In this research, the main focus is 

not on the process of framing, because as just mentioned, it is clear how this process takes place. It is 

essential to gain insight into which message can most efficiently alleviate the stigma. For this reason, 

research is being conducted into the effects of the (alternative) frames on the stigma of depression.  

 

Dominant frames 

Literature shows that two dominant frames can be identified in the media, popular culture (modern 

ways of living) and political debates regarding depression: the responsibility frame and the medical 

frame (Rops et al., 2017). These are also known as the resocialization frame and the biomedical 

frame (Goffman, 1961). The responsibility frame assigns the cause, but also the solution, of the 

depression to the individual (Semetko & Valkenburg, 2000). People with – and without – depression 

appear to have the same prejudices: that those individuals are weak, have a lack of discipline and/or 

fall short; it really just depends on them (Voskamp, 2017). The norms in Dutch society focus on being 

independent and assertive: active citizenship (van de Wijdeven et al., 2013). Depression does not fit 
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this picture of being a successful person. People at an early age receive anxiety therapy and all kinds 

of other courses to work on their deviant behavioral characteristics. Therefore, there is a certain 

pressure to perform in the Netherlands (Hopmans et al., 2020). External factors such as setbacks, 

predisposition and pressure to perform are dismissed as the cause of depression (Voskamp, 2017). 

The ‘try to solve it yourself first’ idea in view of depression is in line with the idea of being an active 

citizen. When people indicate that they are not (fully) able to cope with their severe sadness, others 

often label these persons as deviant and therefore weird, lazy or inefficient (Rops et al., 2017). This 

leads to patients feeling ashamed and bothering others; an internalized sense of responsibility. As a 

result, people with depression hide their complaints and do not seek medical help and/or social 

support, which leads to ignorance, a taboo around their illness in society and an increased burden of 

disease (Voskamp, 2017). 

The medical frame is called upon when the cause of depression is attributed to the brain: 

‘’depression happens to you, you do not choose it’’ (Engel, 1977; Wade & Halligan, 2004). It 

emphasizes the importance of seeking and getting medical help as soon as possible, with an focus on 

the diagnosis (Holody, 2011; Rops et al., 2017). Medicines are framed as an important main tool in 

the fight against depression (Rops et al., 2017). This frame is a good thing in the sense that it can lead 

to a more positive attitude by the public. However, according to critics, the medical frame leads to 

medicalizing problems, resulting in an increase in prevalence of depression, which increases the 

pressure on healthcare (Frances 2013; Dehue, 2010). The brain is increasingly blamed for 

problematic thoughts and behavior. According to Dehue (2010), an important critic in this field, the 

great focus on the diagnosis ‘’depression’’ (considering the DSM-V; Diagnostic and Statistical Manual 

of Mental Disorders) leads to reification: a diagnosis is then no longer just the description of a 

number of characteristics, but it is the explanation of it. Sadness can be seen as an occasional part of 

life; however, in a society in which sadness is medicalized, a person is automatically advised to see a 

psychiatrist which quickly leads to the diagnosis of depression (Dehue, 2010). The bottom line is that 

underlying symptoms are not always medical in nature; the disease depression is a social 

construction. This does not exclude the possibility of biological factors, but the disease can only be 

labelled so quickly in a society in which sadness is not acceptable. Dehue (2010) also points out: it is 

precisely the growing emphasis on personal strength and responsibility that makes it difficult to 

create a society in which people can really be healthier and happier; it only increases the demand for 

help. This means that both frames, the responsibility – and – medical frame, exist side by side in 

Dutch society, but also that they influence each other.  
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Concluding: while the two frames contradict, they do coexist and both have a major impact. 

However, earlier research showed that the media initially made more use of the responsibility frame 

while currently the medical frame is more prominent in media (Rops et al., 2017).  

 

Alternative framing  

According to Overton & Medina (2008), there are three main ways to reduce the stigma: protest, 

education, and contact. Protests should lead to the suppression of stigmatizing attitudes, by directly 

instructing individuals not to think negatively about people with depression. However, it appears that 

protests can actually fuel these stereotypes (Corrigan & Penn, 1999). Education ensures that myths 

are directly contradicted by facts; this too does not appear to work for ingrained belief systems 

(Devine, 1995). Interpersonal contact with the stigmatized group has the potential to modify both 

attitudes and behaviors (Overton & Medina, 2008).  

Frames determine how positively or negatively people think about a certain subject, and can 

thus feed or reduce a stigma (Hoeken et al., 2012; van den Broeck & van Gorp, 2020). For example, 

previous research by Segaar (2021) with regard to psychosis showed that medical framing leads to 

status loss and exclusion as a result of which patients had reduced confidence and increased feelings 

of loneliness, but it may also increase the recognition for patients’ emotions  and experiences and 

receiving appropriate help. 

 There is also evidence that self-stigma can motivate people with a depression to take action 

and to diminish existing negative stereotypes (Shimotsu & Horikawa, 2016). It can therefore be 

argued that a certain paradox is felt by people with depression who experience a stigma. Dispelling 

stigmatizing frames, also called counterframing, is seen as the ultimate way to tackle stigmatization, 

because it tackles it at the core (Vyncke & Van Gorp, 2020). Counterframing can be done in two 

ways: reframing and deframing (Feagin, 2020). Reframing means looking at a certain ‘problem’, in 

this case depression, in a new way without referring to the stigmatizing frame (Vyncke & Van Gorp, 

2020). Deframing means to deny or contradict the stigmatizing frame (Feagin, 2020). The 

combination of both can be seen as the most effective strategy: refuting the stigmatizing idea on 

depression combined with a new destigmatizing perspective on it (Vyncke & Van Gorp, 2020). 

In summary: based on knowledge about the perceived existing frames, the cause of 

stigmatizing stereotyping can be investigated. Subsequently, it can be investigated what the possible 

consequences are of the different types of stigmatization and how these can possibly be reduced by 

using counterframes.  
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3 Research methods 

A thematic analysis of patient stories was used to examine how people diagnosed with depression 

experience the current framing, what the consequences are of its corresponding stigmatization and 

how their alternative framing influences this process of stigmatization.   

 

3.1 Study design 

A qualitative study method was appropriate to answer the research questions, because it offers the 

possibility to understand how social meaning is created and how social processes, also known as 

experiences, proceed in the group of the people being researched (Mortelmans, 2013; Fossey et al., 

2002). To examine, categorize and connect the words and sentences present in the patients stories, 

and therefore identify individual experiences and meanings, a thematic analysis was used (Ross & 

Green, 2011; Bold, 2012).  

 Patient stories, as written in autobiographical books, were analyzed. The advantage of these 

written stories is that the patients can set out their own everyday life with their illness in multiple 

areas of life, including the social aspects of it, over a longer period of time (van de Bovenkamp et al., 

2020). This is relevant for this study because it focuses on patient’s experiences in view of the 

consequences of framing and stigmatization by society. Also, the long-term element of the written 

patient stories is important, because depression generally takes a long time to heal and can ebb and 

flow throughout a person’s lifespan (Keller, 1994).  

 

3.2 Data collection 

A selection of books, focused on depression, has been made. The first selection criterium was that 

the authors were the age of 15 to 24 when their story took place. When evidence was available, 

there was a focus on unipolar depression (major depressive disorder), rather than on other types – or 

-  symptoms of depression. Another criterium was that the books are written in Dutch, because the 

research focuses on the framing by Dutch media and the subsequent stigmatization as a result. The 

last selection criterium was that the books are autobiographical, explaining the experiences of 

depression by the patients themselves.  

 To search for patient stories that meet the selection criteria, different search terms were 

used in the database from the CCC Foundation (www.patientervaringsverhalen.nl) on the 24th of 

February, 2021. This database contains the largest collection of experience stories from patients and 

http://www.patientervaringsverhalen.nl/
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relatives in the Netherlands. The search function contained the condition: depression; theme: 

stigmatization; and perspective: patient. This resulted in 23 search results from which only three 

books could be - and were - selected. This, because in the other results of books the patient often 

suffered from multi-morbidity or bipolar depression. It was therefore decided to increase the search 

range for books; the theme of stigmatization was left out of the search function. Although this 

resulted in a large number of self-help books that could not be used for this research, two useful 

autobiographical books could be - and were - selected for the analysis. In fact, these books talk about 

the issue of stigmatization without using that word explicitly.  

 

3.3 Data analysis  

The data analysis started with coding the big amounts of text. This was done on the basis of the 

sensitizing concepts from the theoretical framework, stated in the coding list (see Appendix 1, part 

1). These were theoretical concepts related to framing and stigma, such as ‘medical frame’ and ‘self-

stigma’. However, also other interesting themes emerging from the data itself were coded, such as 

‘person-centred’ and ‘social aspects’. This abductive way of coding was chosen because additional 

relevant concepts, that emerge from the data, are then also taken into account (Mortelmans, 2013; 

Gibbs, 2007).  

First, the selected books were read through. When doing this, open codes were written next 

to the text passages. Open coding helped to categorize interesting elements that emerged from the 

data, information that the authors probably want the researcher to notice (Bold, 2012). For example, 

a common alternative frame used by the patients became clear from their stories, so this sub 

concept – and codes - were added to the coding list. In this way a revised version of the coding list 

could be developed; a mix of sensitizing – and emerged -  concepts out of the data (see Appendix 1, 

part 2). Subsequently, all relevant quotes, based on the open codes, were retyped in a document, 

after which the open codes were reconnected. These were then axially coded; the open codes were 

linked to the concepts of the revised coding list. By using a search function in the document to order 

the axial – and - open codes that belong to it, similarities in – and differences between – the different 

patient stories could be analyzed. In this way it became clear how the concepts of the theoretical 

framework and complementary concepts play a role in the experiences of the patients, as well as 

how these concepts interrelate. 
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3.4 Validity and reliability 

The researcher has personal experiences with depression. This can be beneficial because in this way 

situations and additional emotions can be identified and understood more easily. Although, it had to 

be prevented that the researcher’s own perspectives influenced the study results, as this could have 

limited the internal validity of it (Gibbert et al., 2014). This was done through personal reflection by 

fellow students, the thesis supervisor, and other independent people.  

 To guarantee the external validity of this study, data triangulation was used (Mortelmans, 

2013). Different patient perspectives and therefore several books, by several authors (each with their 

own background), were analysed. To increase the reliability of the research, the context of the 

authors, in which their experiences took place and they wrote their story, are set out. This is because 

patient stories are partly formed by discourses about the cause and meaning of the disease. Also 

moral meanings about, for example, good patienthood, parenthood, employeeship or good 

citizenship shape their stories (Bury, 2001; Murray, 2000). Moreover, quotes used by the authors in 

the patient stories are used in amplifying the study results to ensure the reliability of the study (Rice 

& Ezzy, 1999). 

 

3.5 Ethics 

The patient stories are published for the public to read, which made it unnecessary to anonymize the 

authors or ask for informed consent (Mortelmans, 2013). However, it is was necessary that the study 

does not harm any of the authors or organizations mentioned (Mortelmans, 2013). 

 

4 Results 
This thesis analysed five autobiographies written by Dutch authors about their experiences with 

depression. As stated earlier, the context around the authors is needed to fully interpret the results. 

Therefore some background information about the authors, based on the available information on 

the internet and the back of the books, is given first. For more information see Appendix 2. Some 

information, such as the author’s education level or job, was not available for every author. 

 

4.1 Context of the authors  
The first author is Fabian Ruijgrok (Dordrecht, 1983). When he was eighteen years old he had to deal 

with long waiting lists and many different practitioners. With his book he wants to improve the 

quality of life of people struggling with depression in the Netherlands.   
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Merel Melchers (Heerlen, 1998) is the second author. Melchers mainly struggles with 

depression and an eating disorder. She quickly noticed that there is a great stigma attached to 

mental illness, which prompted her in 2016 to publish a book. 

The thirth author is Mike Boddé (Delft, 1986). He has worked for a long time as a comedian 

and now works as a musician. In the early 1990s, he began to suffer from depression. He recovered 

from his depression using medication about which he wrote a book in 2010, making it a topic for 

discussion in the Netherlands.  

Vroon Bouters (2004) is the fourth author. She suffered from severe depression from the age 

of fifteen years old. Her own negative experiences in the mental healthcare and her perceived lack of 

attention for suicide prevention among young people motivated her to write a book.  

The last author is Lotte van de Wetering (Boxtel, 1998). She became depressed at around the 

age of sixteen and therefore went into day treatment. With her book she gives an insight in her 

thoughts and portrays the conversations she had during her day treatment.  

Although each author portrayed unique and personal experiences related to their 

depression, a number of recurring themes emerged during the data-analysis. In the following results 

section the use of different kind of frames, by the society as well as by the authors, will be discussed. 

Within this discussion, the benefits and drawbacks of the use of those frames will be examined. At 

the end of the results section, strategies to deal with stigmatization are being questioned.  

 

4.2 Frames 
The analysis shows that different types of frames emerge in the patient stories: the authors 

experience frames that are dominant in society, but also use frames they developed themselves to 

put a positive spin on the current portrayal of depression. According to the stories, dominant frames 

can help but also hinder people with depression to some extent. For this reason, they set up an 

additional frame which serves as counterframe.  

 

4.2.1 Perceived and used frames 

In order to gain insight into the benefits and drawbacks of these frames, as experienced and used by 

people with depression, they are analyzed apart from each other. First a short description of the 

frame is given, then it is set out where patients encounter the frame, followed by the positive and 

negative aspects of the frame. 
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4.2.1.1 Responsibility frame 

One of the dominant frames that emerges in the patient stories in the responsibility frame. In this 

frame, both the cause and solution of the depression are assigned to the individual. 

 

Where do patients encounter it? 

According to the patient stories, the responsibility frame is prevalent in the everyday language of 

patients, social relations and healthcare professionals. A distinction can be found in the use by 

patients: patients who have not yet recovered while writing their story only use the frame on other 

patients, not on their own; when (these) patients were (to some extent) recovered from their 

depression during writing, they also used this frame on themselves. A second distinction can be 

found in the use of this frame by healthcare professionals: those who work in mental healthcare 

reason very little from the responsibility frame, in contrast to, for example, GPs and medical 

specialists and nurses who work in another sector.   

The storytellers mention that depression is regarded as an inferior disease by social relations 

and non-mental health professionals. For example, more attention is paid to other mental illnesses, 

such as schizophrenia. Additionally, social relations and non-mental health professionals estimate the 

impact of depression much lower than that of physical illness. Depression is often seen by them as an 

illness that you can solve yourself, in contrast to other mental/physical illnesses.  

‘’I used to say that I would rather have cancer. A serious statement, because cancer is a 

serious condition. Cancer, like depression, can be deadly. Both diseases cause unbearable pain with 

death as the ultimate destination. But the big difference lies in the fact that cancer is accepted in our 

society as a horrible disease and depression is not. This is because depression is often invisible and 

people usually do not know what to do with it. Depression is a major, unknown disease that affects 

more people than many realize. And just like cancer, depression is not always treatable. Sometimes 

the illness is more powerful than life.’’ (Vroon Bouter, p.163) 

The analysis shows that the authors who were (to some extent) recovered from their 

depression while writing their story, talk about the illness as if it arises because of the inability to 

replace one’s irrational thoughts and also apply this idea to themselves. Storytellers who had not 

(yet) recovered while writing their story found this line of thinking only applicable to other patients, 

not to themselves. According to the storytellers, these unrealistic thoughts are created by the social 

pressure to live up to certain expectations from society. They mention that they do not talk about 
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their complaints easily, because this leads to nasty reactions from social relations. According to the 

storytellers, the piling up of their thoughts has led to (worsening of) their or someone else’s 

depression. The following author described this as perceived need of continuously putting on a mask, 

because otherwise one will not be able to meet certain expectations, limiting one’s daily life: 

‘’A lot of people do not want to tell you how they really feel, because that makes them vulnerable. 

Vulnerability is accompanied by the fear of the associated pain. Everyone has a story. Everyone has 

been through things and that makes them what they are now. Your story makes who you are. But 

your story also makes you vulnerable. It can bother you so much that it limits you in your daily life and 

that joy feels like a mask. If you cannot put on that mask anymore, you know you cannot do it 

anymore. Nothing interests you anymore. No one can make you happy. You are out of energy. 

Literally and figuratively. You and everyone around you are powerless.’’ (Vroon Bouter, p.28) 

According to the authors, society also often thinks that people with depression have 

exceeded their own limits and have started to sombre as a result: 

‘’Many people think that depression must always be the result of childhood trauma, a poor 

upbringing or a latent uncertainty.’’ (Mike Boddé, p.202) 

The latent uncertainty, according to the storytellers, is often attributed by the ignorant 

society to the excess of irrational thoughts; one make oneself sombre with unreal thoughts. As 

mentioned earlier, patients also find themselves sharing these thoughts about others, and when they 

are recovered (to some extent) also about themselves. The storytellers describe that they and/or 

other patients with depression should not give in to the irrational thoughts of self-harm and suicide 

as a solution. They should think about the consequences of these thoughts to make them rational. 

Suicide, according to the storytellers, is seen by society as giving in to one’s own weakness and 

suicide attempts are seen as something people consciously do to get attention. The same goes for 

self harm. For example, one author wrote about a reaction to hospitalization after a overdose of pills: 

‘’’Not everyone goes to the hospital with complaints. Some people keep it quiet. I understand 

that it is difficult to understand that not everyone is as open about everything as you are.’ He meant 

that I had been open about my overdose…’’ (Vroon Bouter, p.36) 

According to society, people who have plans to use this, or these, way(s) of coping can 

consciously choose not to perform these actions: 

‘’During the catechism class, Henriette asked me if I could love God so much that I would stop hurting 

myself. But what if I have no other choice? Not cutting will not solve anything either. I keep feeling 
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like I feel right now. In fact, stopping cutting will only make me feel worse. Is that better? Without the 

cutting I might not have been here at this moment.’’ (Merel Melchers, p.12) 

About another coping style with depression, the use of antidepressants, the authors wrote 

that society often thinks that people need this medication because they are too lazy to change their 

thoughts and feelings by themselves.  

‘’Another recurring theme is laziness. ‘’Yes, it is easy for you. You have your pills that keep you on 

track, but I have to work for it to be happy.’’ In other words, you have no right to speak, because you 

are artificially chemically happy. I could write a whole book on this point alone.’’ (Mike Boddé, p.205) 

 

Positive aspects: personal development 

The positive aspects of the responsibility frame focus on developing a critical view of oneself and 

others, which also creates the stimulation to work on oneself. According to the authors, the 

responsibility frame results in a perceived sense of control over the situation: the fact that you 

yourself are the cause of your depression means that you can also solve it yourself, which leads to 

stimulation to work on yourself. An example mentioned by an author is that potential employers 

asked him in applications why he had a gap of three years in his resumé. The author indicated that he 

has had a depression and was therefore in therapy during that period. Because of this, potential 

employers feared that the author would not be able to handle the pressure of the job and thus 

would fall back into his depression: he got rejected in every application. He wrote about this:  

‘’What am I going to do now, which way should I go? Do I give in or do I choose to do things 

differently? I soon decided to go for the second option. I will close the gap in my résumé and prove 

that there will be no relapse.’’ (Fabian Ruijgrok, p.97) 

In addition to leading to a critical view of themselves, authors also indicate that they have 

learned not to judge others too quickly.  

Because of the pain the authors felt due to the responsibility frame, a critical and/or 

judgmental view on their shared experiences (by the above mentioned actors), the storytellers have 

learned to be careful with others. By naming this pain, the negative aspects of the responsibility 

frame immediately become clear: the writers experience various forms of stigma as a result of this 

frame. 

 



 
22 

Negative aspects: stigma 

Negative aspects of the responsibility frame have to do with stigma: judgmental thoughts and 

behavior. The storytellers experience stigma from social relationships and therefore also other 

patients (public stigma), institutions (institutional stigma), healthcare professionals (professional 

stigma) and themselves (self-stigma). How these different forms of stigma are reflected in the patient 

stories is elaborated below.  

 

Public stigma 

Authors indicate that they often have diverse prejudice attached to them because they probably 

behave ‘differently’ than what society expects of them and society does not (fully) understand how 

their depression might have an impact on this. There is a lot of pressure from society to meet certain 

expectations, which the storytellers indicate that they do not agree with or that they do not have the 

feeling they are part of this kind of society. In addition, according to the authors, people who reason 

from the responsibility frame are ignorant, because depression is virtually invisible to the outside 

world. As a result, the symptoms of depression are underestimated. Not fitting into this social ‘ideal 

image’ in combination with ignorance leads to the labels of being weird, calling for attention and 

being a burden to others.  

The storytellers state that when they bring up their depression, it is quickly dismissed as 

pathetic. It is striking here that patients also start to judge each other in this sense: the storytellers 

therefore also suffer from a stigma from other patients with depression and vice versa. 

‘’It is still too often thought that depressed people do not have their day, that they got out of the 

wrong side of bed, or that they behave appallingly. And even I sometimes catch myself thinking like 

that, when someone says, probably with great difficulty, that he or she is struggling with 

psychological problems. It is hard for me to still think that way sometimes. Just because I myself have 

psychological problems, I should know what it feels like not to be taken seriously with your illness. I 

think that really shows how deeply rooted the problem is in our society.’’ (Vroon Bouter, p.163) 

According to the authors, talking about their feelings is seen as selfish by outsiders; it is a too 

loaded subject. An author gives an example of a conversation he had with a radio host: 

‘’A radio host once added to me delicately: ‘’Let us just say you were not feeling very well during that 

period, because it might not be so nice to talk about depression all the time on the broadcast; then it 

becomes so heavy.’’’’ (Mike Boddé, p.207) 
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The authors indicate that they do not like to receive these prejudices. However, the public 

stigma they experience is not only about the way people say something; it also concerns actions. The 

storytellers indicate that they actually find it even more confronting when other people stand up for 

them, as if they cannot do this for themselves. An author described a situation with her Dutch 

teacher:  

‘’At one point he came across the novel Superduif (Superpigeon) by Esther Gerritsen. The teacher said 

that the book was about a girl who struggles with mental problems and who actually is insane, after 

which he added: ‘Just like Vroon’. My class immediately revolted. ’Sir, you really cannot say that!’ ‘Sir, 

you have to apologize!’ (…) Perhaps the most difficult thing for me is that my classmates make such a 

big thing out of it.’’ (Vroon Bouter, p.55) 

 

Institutional stigma 

An example of an institutional stigma on depression has already been described under the heading 

positive aspects of the responsibility frame. An author described that when he was able to get back 

to work, he could not get a job because he had a gap of three years in his résumé. Employers feared 

he would relapse in his old thoughts and behavior. The negative attitudes of employers in the view of 

the capacities of people with depression leads to a smaller chance of being hired as – or continuing 

to work as an employee, which makes social (re)integration more difficult.  

According to the storytellers, the professional stigma, which is described below, is also 

reinforced by insufficient funding of the mental healthcare. The link with the responsibility frame lies 

in the fact that, according to most of the authors, the government thinks that people with depression 

can manage their illness on their own, without professional help, unlike, for example, physical 

disorders. The authors mention that because there is an insufficient amount of money going to the 

mental healthcare, patients end up on an extremely long waiting list and they often end up 

unnecessarily in wrong departments, which actually worsens their health situation. One author even 

indicates that the resulting waiting list invites suicidality; in this crisis situation you will get help much 

faster. A storyteller spoke of the fact that there were no beds for a clinical admission, only in a closed 

ward: 

‘’My panic sets in more and more. I do not think I belong here. I should not be in a closed institution. I 

want to go home.’’ (Lotte van de Wetering, p.81) 
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Professional stigma 

The stigma by healthcare professionals in general appears to correspond with the stigma by social 

relations (public stigma); they live in the same society and they too can suffer from ignorance. 

However, authors indicate that even professionals who know the background of people with 

depression – and treat them for their depression – sometimes make their patient’s behavior and 

feelings seem like a burden, a cry for attention. The authors mainly get this feeling because they 

were allowed to leave the hospital (after self-harm or a suicide attempt) immediately when they 

indicated they were doing fine, even when this was not really the case. They are also pointed out by 

professionals that they should leave the therapy they follow if they indicate they cannot handle it. 

Especially the choice of words is what touches the patients in those cases. A text fragment that 

clearly endorses this is about a conversation with one of the author’s psychologists during a group 

session: 

‘’‘If you have a plan, what are you still doing here?’ After that question, something in me snapped and 

apparently also in others.’’ (Lotte van de Wetering, p.62) 

 

Self-stigma  

The aforementioned forms of stigmatization that appear from the patient stories lead to a self-

stigma; the authors began to wonder if they were actually weird or a burden. Feeling stereotyped in 

these various ways made the authors reluctant to talk openly about their symptoms. They were, 

before publishing their books, afraid that the stereotypical image that prevails in society will only be 

confirmed and will continue to exist when telling people about their feelings and thoughts; you can 

never fully understand depression if you have not experienced it yourself (up close), as the stories 

show. The authors increasingly withdrew from society out of fear and shame, which led to a reduced 

social (re)integration.   

‘’There is the shame that I have descended to my childhood. I am a bit retarded so to speak. I feel 

ashamed of my feelings and hide them from everyone except my parents.’’ (Mike Boddé, p.73) 

According to the authors, the fear that they continuously carry with them leads to stress, 

which does not benefit their symptoms of depression.  

They also mention that, by trying to keep their complaints hidden, patients often do not dare 

to seek medical help or social support. If they do dare to seek help or support, they cannot always be 

helped properly by the healthcare professionals and social relations; patients do not always dare to 

be honest about their complaints. This in turn leads, in addition to exacerbating patient’s symptoms, 
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to frustration among the professionals and social relations, which in turns leads to an increase in the 

degree of symptoms of the depressed patient. A storyteller’s conversation with her psychologist is a 

good example of this: 

‘’I will bring it up another time’ ‘You are making me really moody.’ ‘Excuse me?’ ‘You are clearly 

showing that something is wrong, but you are being cocky, which is very frustrating.’’’ (Lotte van de 

Wetering, p.59) 

Until the problems experienced by people with depression can be discussed, the authors say 

the problem will simple not be properly understood, avoiding the topic and perpetuating the taboo 

surrounding depression. The lack of understanding about depression, which prevails in society, 

reinforces the symptoms of people with depression: a poor self-image due to depression cannot be 

improved by a negatively experienced stereotyping. According to the storytellers, their quality of life 

decreases considerably as a result. The negative consequences previously mentioned under the 

heading of the other types of stigma all have to do with self-stigma; the influence of those stigma’s 

on the patient only emerges when patients have internalized these attitudes.  

Concluding, according to the authors, the use of the responsibility frame by society does not 

always have to be wrong; they also use the frames themselves in their story. In addition, certain 

stigma’s can also have a positive effect, such as that the institutional stigma influences personal 

development. The authors do indicate that the responsibility frame is especially applicable when 

dealing with ‘normal’ life problems and a upcoming or mild depression. Interestingly, the authors 

find the responsibility frame inappropriate for their depression, but they do apply it to other 

depressed people, so they themselves also reason from different frames; something they do think it 

is incorrect. Despite the positive aspects of this frame, it does not do justice to the mostly negative 

patient experiences with it, according to the storytellers. 

 

4.2.1.2 Medical frame  

The second dominant frame that emerges in the patient stories is the medical frame. Central to this 

frame is that depression is a brain disease that happens to you. The focus is on the diagnosis and 

treatment of the patient. 

 

Where do patients encounter it? 

The medical frame, like the responsibility frame, also appears in daily communication with other 

patients, healthcare professionals and social relations. The writers themselves also use the frame. 
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Here it appears that the two dominant frames in society can go hand in hand, but elements of both 

the frames can also clash with each other. According to the storytellers, depression should really be 

regarded as an illness, something that in their view is not done enough.  

‘’The Van Dale1 describes ‘depression’ as ‘depressed mood, characterized by pessimism, dejection and 

a lack of zest for work- and life and self-confidence,’ but I consider it a real illness.’’ (Vroon Bouter, 

p.162) 

The authors emphasize that seeking medical treatment is necessary to recover from 

depression. In their books they repeatedly mention they hope their story may contribute to breaking 

the taboo of seeking medical care for symptoms of depression. Moreover, medication, also known as 

antidepressants, play a major role in the recovery of the authors; one author focuses so much on the 

use of antidepressants that he even named his book after this medication: ‘’Pill’’. The same author 

described: 

‘’Psychotherapeutic interventions have no effect on a brain that is too sick. And that weird pink 

colored pill with all those ridiculous side effects helped me largely recover from the disease. And that 

whole list of side effects was so unimportant compared to the depression that I took the pill as if it 

were a candy. And I still take that pill every day with a smile and full of conviction (Mike Bodde, 

p.207) 

 According to the storytellers, within healthcare, both mental - as well as non-mental -

healthcare the largest focus in on the diagnosis of the patient. A great effort is made by professionals 

to be able to diagnose a patient, in order to designate an appropriate treatment. An author discussed 

a situation with her psychologist. She was diagnosed with social anxiety disorder. Later she was 

diagnosed with depression, when the social anxiety disorder turned out to be the result of a 

depression. The psychologist was busy looking for an appropriate diagnosis: 

‘’We talked about the conversation for a while and then Freek picked up the DSM, the big book with 

all psychiatric disorders in it, and paged to ‘social anxiety disorder’. He read out all the things that 

must be wrong with you to get that diagnoses and decided I had this disorder.’’ (Merel Melchers, 

p.90) 

Also from the social environment there is a focus on the diagnosis of the patients. Authors 

indicate that they are often asked about ‘what diagnosis they specifically have’ because many people 

in society are still ignorant and (as a result) curious about what is going on with that person they 

have a social relationship with. There is also the possibility they just want to show they care about 

                                                             
1 Van Dale’s Great Dictionary of the Dutch Language 
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that person’s situation. Next to that, the medical frame hardly occurs in daily communication by the 

people patients have social interactions with; they are more against, for example, the use of 

antidepressants, because they mainly reason from the responsibility frame.  

 

Positive consequences: recognition 

When professionals do take the time and effort to correctly diagnose their patients, this focus on the 

diagnosis can also lead to appropriate treatment, according to the authors. Also, according to them, 

the use of this frame leads to more recognition of depression; social relations are more likely to 

wonder how the people with depression are doing and to worry about their situation. If someone is 

diagnosed with depression, it triggers more attention from people than knowing that that person is 

‘very sombre’. It also appears that, for example, schools and employers often try to take the 

situations of people with depression into account when making up a time schedule, on the condition 

that these people inform those institutions with their diagnosis. For example, author Merel Melchers 

had told her employer about her diagnosis of depression and her situation. He then let her go home 

earlier on several occasions and, despite her not coming to work for a while, let her contract 

continue so she could come back to work when she might feel better. Merel also got an adjusted 

school schedule, which meant she was able to go to school for less hours on several days. According 

to the storytellers, these adjustments give people with depression more time to work on themselves, 

for example by means of therapy and/or admission to a mental health institution. Having this extra 

free time saves patients a lot of stress, which, according to the authors, promotes their recovery 

from depression. 

 

Negative consequences: stigma 

In addition to the responsibility frame, the medical frame can also lead to adverse consequences in 

terms of stigma. It is explained below how the public-, institutional-, professional- and self-stigma are 

found in the patient stories.  

 

Public stigma 

The authors indicate they do not want to be pampered too much by their social relationships; this is 

also where the first perceived drawback of the medical frame lies. They indicate they are seen too 

much as a patient by their social relations, who know about their diagnosis; that they are seen by 

them as their diagnosis rather than the person they were before their diagnosis. The authors get 
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frustrated about this, because they have the feeling that they are not taken seriously. They also 

dislike that other aspects, such as their competencies and skills, are underexposed. 

‘’(…) I sometimes feel powerful, creative, caring, social, free, cheerful, etcetera in addition to being 

depressed.’’ (Fabian Ruijgrok, p.134) 

This gives the storytellers the feeling that they are being deprived of the opportunity to 

participate in society the same way as before. For example, the duo partner of Mike Boddé, then a 

comedian, continued with the cabaret performances without Mike; a very painful experience for 

Mike because this partner had decided this without consulting Mike.  

‘’I am frustrated by my total lack of energy, but I want to do all kind of things: make music, perform, 

finish my study and so on.’’ (Mike Boddé, p.17) 

The authors mention they find it annoying that people often talk about them instead of with 

them, as if they are incapable of communicating by themselves. According to the authors, this can 

lead to a perceived confirmation of negative self-images, which is an important symptom of 

depression; this only aggravates their complaints. The patient stories show that the storytellers do 

not want to be treated differently because of their diagnosis, unless they specifically indicate this.  

 

Institutional stigma 

According to the authors, people with depression are not all the same, but they are treated like that 

by organizations that carry out medical treatment. This is very much linked to the idea that the 

patients, by use of the medical frame, are seen as a depression and nothing more; so the focus is on 

the diagnosis of the patients. This belief is accompanied by a strong emphasis on guidelines and 

protocols by healthcare organizations, which results in patients feeling like a number and not feeling 

taken seriously. An example of how the storytellers do not feel taken seriously as a result of 

protocols is when different words are used in the communication by the patient; this immediately 

influences in which category of a protocol the patient falls into and what kind of treatment they are 

offered.  

Being categorized like this exacerbates, according to the storytellers, their symptoms, making 

them feel even more lonely and insecure than they felt before treatment by - or in - an healthcare 

organization. Pursuing the protocols in this way means that patients, according to the authors, are 

not given the space to talk about what is actually going on in their heads. In this way, this strict 

adherence to protocols can lead to worsened symptoms and even dangerous situations, such as 

suicide attempts. Related to this, an author wrote about a conversation she had with a psychiatrist in 



 
29 

a hospital after taking an overdose of pills. This conversation made her so desperate that her suicidal 

thoughts returned immediately, even to a worse degree: 

‘’’You would not want to try again tonight or tomorrow?’ ‘What do you think? That I am 

going to report this to you?’ ‘I am just following the protocol, so I do like an answer to my question.’ 

‘No, okay?’ I say, glaring at him. ‘Okay, then no admission is necessary. Do you have any further 

questions?’ ‘Questions? No.’ ‘Then I wish you the best of luck. I would like to ask you how you 

experienced this conversation. Did you think this conversation went well?’ ‘Did this conversation go 

well? I think you can hardly call this a conversation. You do not even listen to what I say. Does not try 

to see through anything. Just ask your questions that are in your book and leave again. So no, I did 

not think this conversation went well. (…) Conducting such a conversation with a patient who you 

know is severely depressed is not the way.’’ (Lotte van de Wetering, p.48) 

 

Professional stigma 

Healthcare professionals, as well as GPs, psychologists and psychiatrists, place such a strong focus on 

diagnosing patients. The storytellers mention that as a result the professionals tend to look too much 

for aligning symptoms of physical diseases. This appears to be easier for professionals to 

demonstrate than symptoms of mental illness like depression; the search for a diagnosis in the field 

of mental illness takes them more time and energy. The authors also state that the DSM-V, a list of 

criteria for mental illness, is used too tightly when diagnosing patients; being able to check off certain 

criteria leads to a faster diagnosis. Physical complaints are often the result of a depression that lasts 

longer, so diagnosing based on those complaints leads to inappropriate treatment in the long term, 

according to the patient stories. Checking off the DSM-V list sometimes also seems to result to the 

wrong diagnosis and therefore treatment of the patients. Moreover, in many cases it does not even 

lead to a diagnosis and treatment because the minimum amount of criteria required for a diagnosis is 

not met. In conclusion, according to the storytellers, there appears to be a iatrogenic stigma: 

unnecessary or incorrect use of a diagnostic label by healthcare professionals.  

‘’One time I had autism, another time I had ADHD and again another time I had depression. In the 

end, I think I got provided seven different diagnoses.’’ (Vroon Bouter, p.62) 

Whether a patient meets the criteria for the diagnosis of depression is, according to the 

authors, often very dependent on the way patients communicate about their complaints: it is 

essential that patients feel safe enough to be transparent about their symptoms. This is something 

people with depression, independently of their communication skills, struggle a lot with, as 

mentioned earlier in the responsibility frame section. According to the authors, the professionals do 
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not ask enough questions, nor do they sincerely listen to what the patients have to say. They speak 

of perceived incomprehension and disrespectful treatment by professionals, which leads to distrust 

in the professionals. The above-mentioned way of working by professionals arises from the strong 

emphasis on diagnosing using guidelines and protocols; therefore there is a strong link between the 

professional stigma and aforementioned institutional stigma. The storytellers report feeling unheard 

and even rejected by professionals in this way, which exacerbates their symptoms. One author wrote 

about wanting to enter treatment again as a result of a relapse: 

‘’Conclusion: they cannot help me because I do not meet the minimum points for a major 

depressive disorder. If anyone can know that I am feeling depressed, it is me. I express my 

misunderstanding and dissatisfaction. I explain to the doctor that I am disappointed and that I have 

learned to ring the bell in emergency situations. If this is handled in this way, I can no longer take the 

healthcare system seriously. I tell him that I am having suicidal thoughts because I am at my wit’s 

end. Now that I take the word suicidal in my mouth, the doctor indicates he cannot let me go. I am 

under his responsibility and suddenly a psychiatrist is called in. What is this now? Can he suddenly 

listen? It makes me furious and I say I want to leave. First I have to sign a form, that I leave against 

the doctor’s advice. After signing, I leave the building emotionally. (…) I feel so unheard and extremely 

rejected.’’ (Fabian Ruijgrok, p.105) 

 

Self-stigma 

According to the storytellers, the above mentioned stigmas, which are the result of the medical 

frame, result into feelings of misunderstanding of their situation. People with depression often lack 

self-esteem and confidence; this deficiency is only exacerbated by the failure to receive a diagnosis 

or by receiving a perceived misdiagnosis. The authors experience this misunderstanding as 

confirmation that they are actually exaggerating. According to them, this gives rise to thoughts like 

‘would it really be a cry for attention?’, as a result of which they feel compelled to hide their feeling 

and to stop (the search for) treatment.  

 Also, with use of the medical frame, people communicate in daily life as if people with 

depression are in fact their diagnosis/disease; as if that is their identity. According to the patient 

stories, this gives the patients the feeling that they could never recover from their depression. This 

gives rise to the desperate thought ‘why should I try to do something?’, in view of the search for 

treatment or support and in view of attempts at social (re)integration. 

‘’After all, who want to be friends with a depression? A depression and nothing more than that…’’ 

(Merel Melchers, p.18) 
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The symptoms of depression increase because of this induced mindset; especially the 

hopeless element leads to an increase in suicidal thoughts. 

Concluding, according to the authors, the use of the medical frame by society does not 

necessarily have to be a bad thing. The medical frame also appears to have positive effects, for 

example the public stigma resulting from this frame can also lead to more recognition. Moreover, the 

storytellers themselves use the medical frame in their patient stories in addition to the responsibility 

frame. However, the authors do indicate that the medical frame only applies to more severe 

depression. It is striking that the authors consider the medical frame applicable to themselves, but 

not always to other patients with depression. Important here is that these storytellers all suffer from 

their depression to such an extent they are treated for it in (specialized) mental healthcare.  

 

4.2.1.3 Holistic frame 

The analysis of the patient stories shows that deframing is not perceived as the way to alleviate the 

different types of stigma resulting from the stigmatizing dominant frames. According to the stories, if 

the medical aspect got denied, this will result in too much focus on themselves as the cause and 

solution of their depression. It leads to the stigmatizing labels of being a burden or weird, or that 

people with depression call themselves sick to seek attention. This means that the patients no longer 

seek treatment or social support. In addition, something substantive will then also be lost: when 

professionals do take the time and effort to correctly diagnose their patients, this focus on the 

diagnosis can also result in appropriate treatment, according to the authors. The medical aspect also 

results in a better understanding in the society, of what is going on.   

If the responsibility frame got denied, people are seen as their diagnosis and not as people 

with social elements. According to the authors, the focus on diagnosis and treatment also means 

thinking in boxes. Depression is then labeled as being part of someone’s identity, resulting in patients 

feeling hopeless. Also, by denying this responsibility aspect, something substantive is lost, given the 

development of a critical view on oneself and others. Denying both dominant frames leads to 

worsening of their symptoms, according to the authors. At the same time, both the medical frame 

and responsibility frame do not meet the needs of the storytellers, so according to them a third 

frame is needed which combines the elements of both frames. In this frame, called the holistic 

frame, a number of extra elements are also added. 

 In the holistic frame the focus is on people as a whole, they are not purely their depression. 

The storytellers emphasize that it is important to also look at the social aspects of people with 

depression. According to them, people with depression are part of multiple social networks, from 
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which they also need support. In addition, the authors believe it is important to stress that people 

with depression can still participate in society. Another part of the holistic frame focuses on the idea 

that depression does not immediately have to be a bad thing, but it can also be part of a learning 

process which may lead to new insights.  

‘’I am not my depression, I feel depressed or I act depressed.’’ (Fabian Ruijgrok, p.112) 

 

Where do patients want to encounter it? 

The storytellers themselves use the holistic frame in their patient stories and daily communication. 

However, outlined conversations by the authors with fellow patients show that other people with 

depression sometimes also use the holistic frame. The authors desire that the use of this frame in 

everyday communication will be adopted by more patients and by social relations, healthcare 

professionals and institutions.  

 

Perceived positive consequences  

All patient stories show that the authors felt lonely and abandoned by their social network. At the 

same time, however, they indicate that having interactions, with healthcare professionals as well as 

with friends and family and (former) fellow patients, is essential for their recovery process. According 

to the authors, those interactions and being open about their illness and personal experiences in it, 

can lead to more knowledge about - and understanding of - the people who have depression. They 

indicate that this can alleviate the stigmatizing ideas that arise from the two dominant frames they 

perceive.  

The authors state that when professionals see their patients with depression as persons with 

social aspects, it makes it easier to deliver, now often lacking, person-centered care to their patients.  

‘’There is not one treatment that works for everyone. Everyone is different and that is what 

makes it so difficult. Everyone needs something different. What makes it difficult is that everyone who 

is sad experiences it differently. Everyone feels every emotion differently.’’ (Vroon Bouter, p.28) 

Having social interactions with social relations and (ex)-fellow patients is, according the 

authors, necessary to keep up the courage to continue with the treatment until they are (to some 

extent) cured and/or finished treatment. It also leads to a better quality of life. 
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‘’In my head I only hear my voice. My voice is searching for my soul. It turns out to be a difficult quest 

since my soul is still missing. I hope there is someone who would like to search with me. Searching 

does not guarantee success, but it does lead to less sadness.’’ (Vroon Bouter, p.101) 

According to the authors, social interactions with the outside world are also important so 

they understand that people with depression are still capable enough to maintain a social life and 

therefore also do other things besides only being busy with their illness, such as maintaining their 

social networks and hobbies, studying and working.  

‘’There are many more sub-aspects present in you. Sub-aspects are qualities that characterize you, 

roles you take on, beliefs in which you believe or capacities that are present in you in addition to the 

depression part.’’ (Fabian Ruijgrok, p.111) 

 It is important that there remains communication and that understanding is shown with 

people with depression when they indicate that they are less able performing these social activities. 

An author made clear that it is important here to respect people with depression as they are, an idea 

that closely matches the patient stories of the other authors: 

‘’(…) okay, I am depressed, that is clear, and personally that is okay for me, but I am not crazy.’’ (Mike 

Boddé, p.104) 

The view on depression that is still missing from society, according to the storytellers, is that, 

in addition to a lot of sadness, depression can also lead to new positive insights. In retrospect, the 

authors often see their depression as a major learning process. According to them, one can only 

really see and appreciate the pretty things in life when one has had to overcome obstacles.  

‘’Darkness is necessary to find the light. The darkness disappears when the light appears. You 

appreciate the light in the dark. To understand the light, you must have seen the darkness.’’ (Vroon 

Bouter, p.164-165) 

According to the storytellers, depression leads to self-awareness because it makes people 

reflect more often: ‘what makes me really happy in life?’ From here arises self-acceptance and self-

love, and therefore a reduced self-stigma. Some authors see their thoughts, feelings and behaviors 

associated with their depression as part of their identity, preventing them from detaching from their 

depression. However, when they see these thoughts as opportunities to grow (lessons about 

themselves), the authors believe that by sharing these insights they can help themselves, but also 

other people with depression, by reducing (to a certain extent) the previously mentioned 

stigmatizing ideas resulting from the dominant frames. 
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4.2.1.4 Strategies to deal with stigma 

One way to help people with depression is, according to the authors, to communicate differently 

about depression; to reframe depression by making use of the holistic frame. The focus of the holistic 

frame is on sufficient understanding and support for people with depression; this is possible by 

means of social interaction. However, this is where the problem arises at the moment: the analysis 

shows that currently, as a result of the two perceived dominant framings, there are stigmatizing 

ideas surrounding people with depression. According to the authors, the shame which results from 

the self-stigma, which in turn is a result of the public stigma, professional stigma and institutional 

stigma, makes it difficult for patients to be completely open about their depression and personal 

experiences with it. This has a negative influence on, among other things, their recovery and social 

(re)integration.  

‘’Unknown, unloved. It is a vulnerable and sensitive subject that people prefer not to talk about. As a 

result, a large group of people in society become isolated. That is exactly why we have to talk about 

it.’’ (Vroon Bouter, p.162) 

According to the storytellers, to be able to embed the holistic frame in society, two different, 

stated by them interdependent, strategies can be used: contact and education.  

 

Strategy 1: Contact 

The authors state that sharing personal, patient experiences related to depression is the best way to 

make depression more of a daily topic. As a result, more people dare to sound the alarm bell when 

they feel they are struggling with (symptoms of) depression. After all, these authors and other 

patients are experienced experts, so they know best what it feels like to experience depression. 

According to the storytellers, this makes depression more accepted in society; the daily contact 

emphasizes that depression can happen to anyone. This allows the various present stigmas, due to 

the dominant frames, to be alleviated. According to the authors, too little attention is currently paid 

to education about depression at school. In order to provide some form of education, the storytellers 

share their story in daily contact with people, by means of their book and sometimes even with their 

own online programs.  

‘’There is too little attention for psychological problems, while they are one of the biggest problems in 

our country. That is why I want to draw attention to it myself. I hope that by doing so I can help other 

people a little bit, both the people with problems and the people who are trying to help them. After 

all, I am an expert by experience.’’ (Vroon Bouter, p.63) 
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Strategy 2: Education 

Most of the authors believe that, in addition to – and to facilitate - open contact from people with 

depression, it is important to reduce the stigma surrounding depression. Mental illness, such as 

depression, should therefore be discussed in the form of education. According to the authors, 

education at school concerns the age class that is most susceptible to stigmatization. In the 

perception of the authors, there is a lot of pressure from society during this period of life to meet 

certain expectations and to be part of something. Social media contributes to this, because many 

beauty standards are shared on it. According to the authors, this leads to reduced self-confidence 

and a negative self-image in this group of people, which on the long term can lead to (an 

exacerbated) depression. For this reason, they believe that education also needs specific attention 

for the cause and therefore prevention of depression: how can depression be recognized, what does 

it entail, but also how would people with depression generally want to be treated? To make this 

education work in practice, it is important to make the topic of mental illness (including depression) a 

daily topic of conversation. The relationship between contact and education is clearly visible here. 

One author wrote about her school’s attention on mental health after a classmate of hers committed 

suicide:  

‘’(…) I suspect that the school thinks that it should not be talked about, because it could get people on 

ideas, while I think that talking about it could prevent a lot of misery. By making this subject a topic 

for discussion, you can let people who think about suicide know that they are not alone and lower the 

threshold for them to talk about it with others.’’ (Vroon Bouter, p.199). 

 

Conditions: being vulnerable and transparent  

According to the storytellers, it is important for both strategies that people with depression share 

their experiences and insights as transparently as possible, but also that the are vulnerable. They 

state that having a bond with treating healthcare professionals is necessary for patients with 

depression to be honest about their complaints and how this affects their daily life. For example, one 

author wrote about the strong bond with her psychologist, who reasons from the holistic frame: 

 ‘’With Freek I am completely myself for the first time. I am dropping the metaphoric wall I have built 

around me. (…) He is the first psychologist who has ever seen me cry.’’ (Merel Melchers, p.14) 

Even the worst moments and experiences need to be shared with social relations and 

healthcare professionals, how intense and intimate they may be. This, because generally in social 

relations and with some non-mental healthcare professionals, there is little knowledge about this 

part of the illness. The authors state that because the illness is not visible, it is important to discuss 



 
36 

this openly; this will break the taboo surrounding depression and reduce the stigmas, including the 

self-stigmas, present at this moment in the society. This leads to better recovery and 

social(re)integration and therefore a reduced level of burden of disease of the patients.  

‘’(…) I want to share insights by means of my own experiences to show that there are more choices. I 

have been able to heal my depression and dare to be vulnerable because I have enough love and light 

in me to unconditionally walk the path that is set aside for me. I hope this book may be a source of 

inspiration for people who struggle with depression, for people who want to understand what 

someone goes through during a depression and for professionals who work in mental healthcare.’’ 

(Fabian Ruijgrok, p.6) 

 

5 Discussion 
In this chapter, the results of this study are put into the context of existing literature. In addition, the 

main research question will be answered in the conclusion. Limitations of the study, 

recommendations for further research and recommendations for policymakers are formulated as 

well.   

 

5.1 Theoretical reflection 
In the conceptual framework of this study, first different types of stigma were explained (Subu et al., 

2021). Literature showed that different types of stigma, such as public stigma, professional stigma 

and institutional stigma, can result in self-stigma (Link et al., 1989). This is consistent with the results 

of this study. Also, according to the literature, stigma can ‘spill over’ to people associated with 

patients, such as friends and family, and healthcare professionals (associative stigma) (Goffman, 

1963; van der Sanden, 2015; Ahmedani, 2011; Siebert, 2004). However, this kind of stigma cannot be 

traced back to the results of this study. Other literature mentioned the distinction in self-stigma: felt 

stigma and enacted stigma (Scambler, 1998). Both types of self-stigma were reflected in the results: 

patients not only felt shame to be being open about their experiences, but also felt they were being 

treated unfairly by others.  

Literature about dominant current frames considering depression distinguished the 

responsibility frame and the medical frame (Holody 2011; Semetko & Valkenburg, 2009). These 

theories helped to identify frames surrounding depression in this study. The theories also facilitated 

identifying similarities and differences between the different frames and their consequences. The 

gained insights helped to examine the consequences, both positive and negative, of the dominant 



 
37 

frames in the literature, such as recognition and stigmatization. By understanding and recognizing 

the different types of dominant frames in society, it became clear that these frames lead to 

differences in stigmatization; for example, the public stigma becomes more visible by the use of the 

responsibility frame, and the professional stigma becomes more visible as a result of using the 

medical frame. In this way, this research shows that there is a relationship between framing and 

stigma and it is therefore useful to combine them in research.  

 Research by Rops et al., (2017) showed that the responsibility frame and medical frame 

coexist in society. The analysis showed that this is also the case in the patient stories; the two frames 

are used by both society and the patients themselves. The two frames even appear to be mutually 

reinforcing in the patient stories. For example, the stories show that on the one hand there is a 

growing emphasis on personal strength and responsibility, so when you are depressed you are 

expected to seek help, when needed medical help. On the other hand, if there is a focus on diagnosis 

and depression is seen as part of a person’s identity, patients with depression see their recovery as 

their own responsibility, because they believe seeking medical help will be useless. However, the 

slight shift from the responsibility frame to the medical frame with regard to depression, as shown by 

Rops et al., (2017), cannot be proved on the basis of the results of this research.  

According literature, a combination of deframing and reframing is the most effective strategy to 

destigmatize depression (Vyncke & Van Gorp, 2020). The patient stories in this study showed that 

reframing, so developing an alternative frame, is perceived as the only way to look at the problem 

from a different angle. Denying aspects of the medical frame and responsibility frame leads to a 

worsening of symptoms in people with depression. Denying aspects of the responsibility frame leads 

to stigmatizing ideas such as that depression is part of someone’s identity and denying the medical 

frame leads to stigmatizing ideas like people with depression being crazy or a burden. In addition, 

both frames also have positive aspects, which would then be denied: the responsibility frame leads 

to a more critical view and the medical frame leads to more recognition. The alternative frame that 

the storytellers use, the holistic frame, combines elements of both the medical and responsibility 

frame and adds some other components to it.  

The holistic frame appears from the patient stories mainly used by people with depression, 

hardly by other actors. To further embed the holistic frame in society, three ways are mentioned in 

the literature: protest, education, and contact (Overton & Medina, 2008). The storytellers emphasize 

that education and contact are the most effective ways to do that, because the stigma surrounding 

depression seems to be the result of ignorance; the society knows too little about depression. 

Protest was not reflected in the patient stories as a strategy to resolve this ignorance and thereby 
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alleviate the stigma on depression. However, there is no literature available yet about the needed 

conditions for applying these strategies. This is immediately, according to the storytellers, where the 

strategies can get stuck: transparency and vulnerability from people who suffer from depression 

(symptoms), and therefore social support and understanding from society, are needed to make 

contact and to provide education about depression.  

 

5.2 Methodological reflection 
This research is based on the analysis of written patient stories, in the form of books, by people with 

depression. As most powerful source of patient experiences, written stories offer in-depth insights 

on patient’s experiences of living with a condition, including the social aspects of being ill (van de 

Bovenkamp et al., 2020). For example, the insight has been gained that different types of frames are 

simultaneously present in society with regard to people with depression, each of which in turn has 

different (consequences of) types of stigma as a result.   

However, there also disadvantages of using written patient stories, in this case books, as data 

source (van Kempen, 2019). First, the books often contained an overload of not relevant information; 

the storytellers want to serve multiple purposes and therefore, for example, inform researchers, 

fellow patients as well as healthcare professionals about their personal experiences of their daily life 

with depression and the problems they experience on multiple levels. This sometimes made it 

difficult to filter out the relevant and useful information for this study. In addition, the books varied a 

lot in writing style. As a result, the researcher sometimes had to interpret the meaning of text 

fragments by herself. This relates to the last disadvantage, the authors cannot be asked what 

meaning they gave their text. Still, the patient stories have helped to gain new insights into the 

(consequences of) stigmatization on people with depression and the role of framing in this.  

 

5.3 Conclusion 
The central question in this study is: ‘’What kind of stigma do people with depression experience, how 

is this related to dominant frames about depression, and can potential alternative frames they use 

themselves lead to destigmatization?’’.  

People with depression experience different types of stigma as a result of current dominant 

frames within this society: the responsibility frame and the medical frame. The responsibility frame 

focuses on the idea of the individual being the cause and solution of the depression. The medical 

frame focuses on the diagnosis; depression is a brain disease that requires medical treatment. Both 

frames are used by the storytellers themselves, as well as by fellow patients, social relations, and 
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institutions in the daily communication. The responsibility frame mainly has a strong influence on the 

public stigma: people with depression are given various prejudices (weird, burden, demand for 

attention) because they probably behave ‘differently’ than what society expects of them.  

The medical frame results mainly in a professional stigma: a perceived incomprehension and 

disrespectful treatment. The authors feel unheard due to an iatrogenic stigma: often no diagnosis is 

made for a long time, or the wrong one is made. The different types of stigma that arise as a result of 

both frames result in self-stigma. The authors state this influences seeking/continuing treatment and 

thus recovery, social (re)integration and quality of life.  

 The alternative framing that people with depression use to destigmatize is the holistic frame. 

In the holistic frame the focus is on people as a whole, they are not merely their depression. 

According to the storytellers, people with depression are also part of multiple social networks, from 

which they need support. In addition, the authors believe it is important to realize that people with 

depression can still participate in society and that depression does not only have to be a bad thing; it 

is also a learning process leading to new insights.  

The holistic frame focuses on sharing experiences of depression in order to see the illness in a 

broader context. Expanding knowledge about the clinical picture of depression can be beneficial in 

terms of destigmatization, which in turn has positive effects on recovery and therefore burden of 

disease (for example social(re)-integration). However, at this moment the holistic frame is almost 

exclusively used by the storytellers and other patients. There are a number of exceptions to this: for 

example, if patients meet a healthcare professional who does reason from this frame, this can help 

them in their recovery, by getting appropriate treatment. This also immediately endorses the 

importance of the holistic frame.  

To further embed this frame, sufficient understanding and support is needed for people with 

depression; this is possible through social interaction. However, this is where currently the problem 

arises: the analysis shows that at this moment, as a result of the two dominant framings, there are 

stigmatizing ideas surrounding people with depression. The self-stigma that has arisen, as a result of 

the public-, professional-, and institutional stigmas, makes it difficult for the patients to be 

completely transparent about their illness and personal experiences in society related to that, 

according to the storytellers. They are ashamed of their situation, so they do not dare to be open 

about it. There are two different, interrelated, ways to create transparency and understanding 

around depression. The first way is making contact: make mental illness (including depression) a daily 

topic of conversation. The second way is education in view of the cause and therefore prevention of - 

but also how to deal with – depression. This will break the taboo surrounding it and alleviate the 
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current stigmas present at this moment. To give answer on the thesis’ title: the negative stigma 

experienced as a result of the dominant frames can result in positive things such as recognition and 

new insights, but because it does not do justice to the patient’s experiences it can be considered 

depressing. On the other hand, both the frames and stigma’s lead to the creation of an alternative 

frame that combines all positive aspects of depression; not something to be depressed about. It is 

just a matter of framing the results.  

 

5.4 Limitations 

The first limitation of this study has to do with the scope of it. With their patient stories, the authors 

offered broad insight into their experiences with depression. However, not everyone who suffers 

from depression has spoken out so publicly about these experiences by means of a book. Only 

patients who are willing and able to share their story with the outside world have been included in 

this study. Due to the limited scope, the study results may not be fully generalizable to other people 

with depression.  

Another limitation of this study is that there is a survivor bias in the written patient stories. 

Almost all authors wrote about how they overcame their depression or how they were able to give it 

a place in their lives. In addition, most respondents had a supportive family who guided them 

through their recovery process; not everyone with depression has a family that has the resources to 

help their loved one. At the same time, this study has managed to uncover a number of helpful 

lessons based on the patient stories used, which can also benefit other patients.  

 

5.5 Recommendations for further research 

As just described, this research has a limited scope. Not everyone who suffers from depression is 

willing or able to share his/her experiences by publishing a book. One-on-one interviews can be used 

to examine the perspectives of these other people; the sense of belonging and trust can help them to 

share their views (Mortelmans, 2013). In addition it is interesting to investigate why people do not 

want to share their stories with the outside world; they may have a different view of perceived 

(consequences of) stigma and underlying frames. Interviews can also be used here as well as 

observations.  

Moreover, to increase the scope, this research can be further carried out on the basis of 

other data sources. The focus of this research is on young people, who make extensive use of other 
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media sources such as blogs and vlogs. Using these sources in addition to written stories, makes it 

possible to study a larger, diverse group of young people (Zakkar & Lizotte, 2021).  

Finally, the ideas and thoughts of social relations, for example family and friends, were often 

filled in by the interpretation of the authors, the depressed persons, themselves. Research into how 

these social relations experience the stigma and framing surrounding depression can provide 

interesting insights given the role they (can) play.  

 

5.6 Recommendations for policymakers 

According to most authors, there is information asymmetry between healthcare professionals and 

patients; professionals know little about the layered context of the patient, patients know little about 

possible diagnoses and appropriate treatments. In addition, there is a lack of trust from the patients 

towards the professionals; they have the feeling that they are not taken seriously in view of their 

complaints and they do not have the feeling they are seen as human beings. Healthcare professionals 

should consider the patient’s preferences and context when consulting with the patient. In addition, 

trust must be created between healthcare professionals and patients by not talking about the 

patients, but talking with the patients. This requires a more open way of communicating from both 

actors. Policymakers of healthcare organization can contribute to this, for example by adjusting 

protocols and policy in the organization. This can promote the recovery and therefore burden of 

disease.  

In addition, policymakers at a higher level need to create more knowledge and awareness 

among patients, social relations, healthcare professionals, and institutions, about the concept of 

framing and what the possible consequences of using different types of frames are. Greater 

understanding of depression helps to alleviate the negative consequences in view of its 

stigmatization.  
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Appendix 1 – Coding list 
Topic list 1 (based on the theoretical framework) 

(1) Perceived framing: 

 Framing process 

 Frames: 

 Medical frame 

 Responsibility frame 

(2) Types of stigma 

 Public stigma 

 Associative stigma  

 Professional stigma 

 Institutional stigma 

 Self-stigma  

(3) Consequences of current frames and/or stigma 

 Positive aspects of framing 

 Negative aspects of framing (stigma) 

(4) Alleviating stigma 

 Alternative frames 

 Strategies alternative framing: 

 Protest 

 Education 

 Contact 

 

Topic list 2 (revised) 

(1) Perceived framing: 

 Framing process 

 Frames: 

 Medical frame 

 Diagnosis focus 

 Medication 

 Vulnerability (symptoms focus) 

 Brain disease 

 Generalizing 

 Responsibility frame 

 Pressure 

 Severity 

 Intentionally (attention) 

 Exceed own limits 

 Overly irrational thoughts 

 Trauma/bad parenting 

 Mild depression 

(2) Types of stigma 

 Public stigma 

 Associative stigma  

 Misjudging illness 

 Symptoms 

 Invisible 
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 Being a burden 

 Being weird 

 Seeking attention 

 Stigma antidepressants 

 Being cruel 

 Laziness 

 Stigma suicide 

 Stigma selfharm 

 Professional stigma 

 Iatrogenic stigma 

 Incomprehension and disrespectful treatment 

 Talk behind the back 

 Runaround 

 Institutional stigma 

 Self-stigma  

 Felt stigma 

 Enacted stigma 

(3) Consequences of current frames and/or stigma 

 Positive aspects of framing 

 Responsibility frame 

 Grip on situation 

 Critically review judgements 

 Medical frame 

 Adjusted rules 

 Negative aspects of framing (stigma) 

 Responsibility frame 

 Increased symptoms 

 Decreased social network 

 Stress 

 Hide feelings 

 Frustration 

 Taboo 

 Medical frame 

 Distrust professionals  

(4) Alleviating stigma 

 Alternative frames 

 Positive framing 

 Learning process 

 Part of identity 

 Holistic framing 

 Social aspects 

 Not crazy 

 Combination therapy and medication 

 Person-centred 

 Strategies alternative framing: 

 Protest 

 Education 

 Contact 
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Appendix 2 – Context of the authors 
The first author is Fabian Ruijgrok (Dordrecht, 1983). He lives together with his girlfriend. Ruijgrok 

studied Social Pedagogical Work and works now as an experience expert, coach and writer. Ruijgrok 

was eighteen years old when he had to deal with depression and has struggled with it for twelve 

years. During this time he had to deal with long waiting lists and more than thirty different 

practitioners. With his experiential knowledge he wants to improve the quality of life of people 

struggling with depression in the Netherlands. Therefore, he started his company ‘Je bent niet je 

depressie’ (You are not your depression) in 2020 and he released his autobiography ‘Depressie – Van 

overleven naar leven’ (Depression – From survival to life), which he wrote during his depressive 

period.  

Merel Melchers (Heerlen, 1998) is the second author. She is currently studying English 

literature in Scotland. Melchers struggles with multiple mental illnesses, including depression and an 

eating disorder. She quickly noticed that there is a great stigma attached to mental illness, which 

prompted her in 2016 to publish a book called ‘In de toren – Leven met een depressie’ (In the tower 

– Living with a depression). With her story, she tries to ensure recognition among fellow sufferers – 

and -  to give a realistic insight into what it means to live with depression in relation to her therapy, 

school and social life.  

The thirth author is Mike Boddé (Delft, 1986). Together with the mother of his son he runs a 

company in installation technology. He has worked for a long time as a comedian and now works as a 

musician. In the early 1990s, he began to suffer from depression, which lasted seven years. He 

recovered from his depression using medication. In 2010 he wrote the book ‘Pil’ (Pill) in which he 

reports on this pitch-black period in his life. Through his book he tries to make the subject of 

depression and the use of antidepressants a topic for discussion in the Netherlands.  

Vroon Bouters (2004) is the fourth author. Like her little sister, she attends the local 

gymnasium. She suffered from severe depression. Her own negative experiences in the mental 

healthcare, around the year 2019, and the subsequent personal and committed psychiatric approach 

gave her the idea to study medicine. She wants to become a psychiatrist. Preventing suicide among 

young people as much as possible motivated her to write a book about her personal story, named 

‘Humeurkanker’ (Mood Cancer). The title of the book arose because, in her opinion, it expresses the 

seriousness of the illness depression well. 

The last author is Lotte van de Wetering (Boxtel, 1998). She became depressed at around the 

age of sixteen. As a result she went into day treatment at the GGZ (mental healthcare) for nine 

months. Writing the book ‘Het gaat prima’ (I am fine) was initially intended as way of processing her 
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most depressive period. With this book she gives an insight in her thoughts and portrays the 

conversations she had during the day treatment. When she finished her book, she wanted to break 

the taboo on depression by being able to open up about the subject and therefore published her 

book in 2020.  
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