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ABSTRACT
RACHAEL RENEE THOMAS. Me, myself, and misery: idéptconstruction and
depression. (Under the direction of DR. CHRISTINEDAVIS)

In this narrative autoethnography, | write abou analyze my experiences with
depression in order to understand how my idersigoicially constructed within that
context. Through thematic analysis, | use Goffmgh363) identity theory as a
sensitizing concept. This thesis extends the titeeson the issues of identity and major
depressive disorder by suggesting my attemptssaimgas normal essentially enable me
to seek out social interactions which may help onke¢l accepted and less likely to
continually self-stigmatize myself with depressidhis thesis extends and complexifies
Goffman’s identity theory in several important wajgseases out the concept from
within—from the point of view of the person; it dertualizes it within a stigmatizing
condition; it illustrates how identity is not onlyterpersonally constructed but is also

intrapersonally constructed; it illustrates howntiy is fluid and transformed.
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CHAPTER 1: INTRODUCTION

1:00 p.m. Like every other Monday and Wednesdapisfsemester, the time
arrives to walk to campus with my roommates andiftealass. Today, something feels
different. Stephanie and Kasey yell down the badur apartment. “Rachael, let’s go!
We’re gonna be late!”

Their shouts reverberate down the long, narrowleftbre entering my distant
doorway. Every word, every syllable, a piercing iresher of my academic obligation to
trek to class and gag my lasting grief. With mydbaried deep into my palms, | warily
open my tired eyes and peer through the imprisohfemy slender fingers. | slowly lift
my heavy head and drag my hands down my faceak lih a deep, steady breath.
Exhale. “Not today. No. Not today. | just can't lidenthem today. Leave me alone,” |
think to myself.

Glancing down at my widespread hands, | study nmgtm-cell” finger position
and think to myself, “Solitary confinement. Nevieotight | would be wishing for that.”

“Hey, go on over without me. I'm wrapping up ars&g before class so I'll be a
while. See ya later,” | bellow back from the samctuof the puny space | call a bedroom.

“All right. See ya later,” they shout in unison.

| gently rest my ear to my bedroom door anticipgthe signal of my roommates’

departure. The door shuts. Thud.



Finally, I'm able to bask in the fleeting momentpavacy, but the unsettling
thoughts persist.

“What is going on?! Shake it off!” | tell myself &sigh.

| retreat to my pitifully petite bed to sit and dge my feet off the edge. With my
eyes transfixed on the stark white wall ahead ndeo over this new predicament. “This
will pass. It has to. It's just a phase.”

Faint sounds of laughter impede my impromptu pdip tGazing out the window,
| pinpoint the source of the sound. Students jistrhe, walking to class with their
friends, laughing. They seem happy, genuinely ghlsipirits, enjoying the company of
their friends.

“I wish | would have walked over with them. Actlyalno. No | don’t. What in
the hell is wrong with me?” | say to myself.

Juxtapositions dominate me today. | clench the smfiforter beneath me as |
ruminate over my latest inconsistencies. | craeesthime social interactions while
simultaneously yearning for sustained solitudeuridger for an opportunity to share my
thoughts while longing to suppress my new foundteme (Karp, 1994a). | plead for
death while begging for life.

| close my eyes and once more my chest sinkseaolt another deep sigh. |
open my eyes and look over at the red illuminatetilmers on my alarm clock. “1:45
p.m.! Already? Better get to class!”

The walk to class seems unspeakably long todaysiiheof silence | coveted
earlier seems torturous. Wretched sorrow, hopeésssrand despair rule over me,

dominating my every thought. | scan the trees,ckeag for some semblance of
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contentment. It’s fall; my favorite time of yearibvant reds, yellows, and oranges paint
the autumn foliage. As a brisk gust of wind run®tigh my hair, | remain unshaken.
Before, | found every waft of the fresh fall aivigorating; stimulating my senses and
bestowing hope for my very being. Now, | feel diéiet. Amidst the perfect pigments
and bracing breezes of fall, dejection emergesl @ndod over the advance of another
bleak and burdensome winter. | take a deep bréathair is stale.

“Pull yourself together,” | think to myself, trying shake the persistent thoughts
of despair.

| reach for my iPod as | wait to cross the hextid to class. Perhaps music will
tame this savage beast. Nothing else seems to tkéngo

Toxic fumes of passing semi-trucks fog my visiowl @aturate the atmosphere.
The trucks pass at a staggering pace. One, thehanand then another. They seem
relentless. The feelings of melancholy and miseayemalize and haunt my thoughts.

I look to my left. Another semi approaches frora thstance.

“One step forward. That'’s all it would take. Oniepsand all of the inescapable
pain and despair would be gone. One step,” | wander

I look over to my right. Another student standgtrte me waiting to cross the
road. She prudently pulls her long auburn hairadodide and then continues to text in a
frenzy. | imagine her texting her friends, eagemyicipating some party planned for this
weekend. She seems poised and pulled togethedatliebrown eyes shift to the left.
She’s noticed me staring. Trying to avoid eye cattehastily glance back to the steely

asphalt. Another titanic truck advances in theagisé. | continue to contemplate this
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stranger. She emanates a sense of personal conely her. But no, | envy her control.
| need to go back to who | was beforehis.

“But who am | now?” | think to myself. These petsint thoughts force me to
redefine myself. | remember reading about how R86@) describes depression as a
“discursive and reflexive process of self-defintiand identity construction” (p. 75). |
agree that depression has changed me, but whdyeaatt now? What is my new
identity?

The semi passes and brings me back to the momiemtcrosswalk sign
illuminates and we stroll across the street. | seebe walking at an unusually slow pace
as if the rubber soles of my shoes were meltinggatnme. Out of the corner of my eye,
| see the girl advancing, preparing to pass meA\byshe walks ahead of me, | wonder,
“Can she tell? | wonder if other people can see Hisfgrent | feel? How can | disguise
this? | don’t want to freak people out. No one kaow.”

| think back to some of the work | read by FeeO@0 He argues that depression
is part of the self that informs self-construct{@®e, 2000). | suppose | agree. Maybe my
depression instigates my constant hyper-awarerigag surroundings. Since I've been
dealing with depression, all | do is worry abounhmy friends, my family, and even
strangers will react or treat me if they find ode(vitt, Fraser, & Berger, 2000). Even if |
did tell people about my depression, what would #v@&n mean to them? They don’t
have it. How does saying, “I suffer from depressiwaly convey the immense inner
feelings that tear me apart and smother my lustifeo(Karp, 1994a)?

“They wouldn’t understand. How could they underd@inl ask myself. “For

God's sake, last week Stephanie flippantly saidveae depressed about getting a B on



her accounting exam as she reached for a pint wfaBd Jerry’s from the grocery
freezer, laughing at her comment.” They obviousbulgn’t get it.

“If they knew, they would think | was weak, wei@hd wired improperly,” |
think.

| suppose this does reflect some aspect of myidemtity, but what part and
how? What does this mean? | perpetually dwell om imberior I'm afraid | will appear
to others if they uncover the truth (Bakhtin, 198dhnson, 2010). How can | avoid this?

Some work | read in class this week by Goffmarb@%uggests a need to
perform normalcy and redefine myself. People whiadaperform the expected social
performance often experience stigmatization (Ger@@ril, 2009; Goffman, 1959,
1963). | must perform “normal” (Jago, 2002). Butavdoes that make me? My mind
swarms with thoughts of fear and | try to pinpqugt how | can appear normal to others.
My only defense from stigma is this act (ClarkeQ)) Depression affects the roles |
play (Hewitt et al., 2008) and | must act “normfdi my own impression management
(Goffman, 1959).

| scan every student that passes by, taking metisuinental notes, “How to be
normal: Chapter One.”

Step by step, | continue my diffident dawdle tassl. | enter the classroom,
keeping my head pointed toward the ground. | nedéarn to perfect this role (Burke,
1945). | need to learn how to look “normal.” Urttien, what | need to do is avoid any
social interaction. | take a seat in the closeskdand pull out my notebook and pen to

sketch doodles. | keep telling myself, “Don’t loog.”



Staring at the faint blue lines paralleling onetheroin my notebook, disgust
suddenly overwhelms me. “I can’t believe | almasgbt to work on my paper for
Research Methods class!” | say to myself. “I neethink of a research question by
tomorrow.”

The sheer chaos of depression seems to demolisthaeg of organization and
control I once maintained and my school assignmaigghrough the cracks. “Come on,
come on,” I mutter to myself. “Think of a reseagestion.”

As | sit alone with my head buried in my noteboakjuestion bursts forth, “How
do my experiences with depression contribute tadagtity construction?”

As | ruminate over this, | wonder how others exgece depression. Waiting for
class to start, | pull out my phone and start $eagcGoogle for a place to begin. In the
U.S. alone, one in four adults experiences a mét@lkh issue in a given year and
roughly 15 million of those adults suffer from magepressive disorder (National
Alliance on Mental lliness, 2013). Where do my pee experiences with major
depressive disorder connect with experiences @rstwith mental health issues? The
guestion lingers and | ask myself again, “How dogsdepression experience connect to
those people? How can my personal understandingyafepression experience link to
others’ understandings of their mental health is3u@an my awareness help others?”
The questions invade my mind like some mental iagation.

| need to pursue this. | glance back at the blarddl paper in my notebook and
then to the mechanical pencil resting in my handriting,” | suddenly think to myself.

“That’s one sure way to comprehend this train wrecilepression.”



All of my questions of identity and connectionttb@ larger social context;
writing, narrative can sort this out. | think ab@ubook | recently read for class and the
words of Frank (1995) flash before me.

Stories do not simply describe the self, they heeself's medium of
being. Stories have to repair the damage thats#liias done to the ill
person’s sense of where she is in life, and whieeensay be going. Stories
are a way of redrawing maps and finding new detitina. (p. 53)

Maybe writing is the answer. Maybe Frank (1995% wght when he argued that
storytelling gives new insight of the self and tiglaship to the world. The doorknob
rattles. | warily glance on over my shoulder and thee classroom door open, interrupting
my moment of epiphany.

The professor enters the room. The class hushespdepression wails.
Rationale

My depression wails and in this, | know | am natred. Depression is the third
most common cause of hospitalization in the Un@&ates (NAMI, 2013). Moreover,
major depressive disorder stands as the leadirgeaaidisability in the United States
and is expected to be the second most leading cdussability in the entire world by
the year 2020 (World Health Organization, 2001)alket, in May 2012, a World Health
Assembly resolution called for a “comprehensivegrdmated response to mental
disorders at a country level” (World Health Orgatian, 2012). The rising number of
sufferers suggests that depression is a cruciabdoaf inquiry within the discipline of
health communication.

Major depressive disorder consists of several datilg symptoms that can

include “depressed mood, loss of interest and emgmy, reduced energy leading to

diminished activity for at least two weeks... anxisjynptoms, disturbed sleep and
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appetite and feelings of guilt or low self-wortlmgp concentration and even medically
unexplained symptoms and suicide” (World Healthddigation, 2012, lines 25-30).
Depression can also drastically inhibit the indixatls ability to function “with social,
work, or domestic activities, except to a very tiedi extent” (World Health Organization,
2012) and a person’s quality of life may diminishdgpression interferes with the roles a
person plays in the workplace, relationships, awuikety (Kessler et al., 2003). In
addition, Kessler et al. (2006) found that mooadisrs, like depression, cost more than
an estimated $50 billion per year in lost produttias well as 321.2 million lost

workdays, demonstrating the immense impact demesgields over the workplace.



CHAPTER 2: LITERATURE REVIEW

| first review the existing literature on depressand the gender differences of
depression. Next, | examine the research on depreasd stigma and explore the
concept of depression and identity. Finally, | dscthe current literature on social
constructionism in relation to depression and iigaind review studies of depression
narratives.
Depression

Despite the prevalence of depression sufferersthet cause of the illness is yet
to be determined and is still disputed among sehoome claim depression is of
biological origin while other scholars argue tha tlisorder is of psychological origins
(Deacon & Baird, 2009; Van, 2004). However, a camhbbn of these factors is a
common explanation (World Health Organization, 2001

Such differing explanations reveal the ambiguitg ancertainty of depression.
This is an especially relevant characteristic rmteof the meaning sufferers attach to the
experience (Kleinman, 1988). For example, suffeoéien insist that words cannot
perfectly portray the experience of depressionciileisg the experience as an
indescribable illness. (Styron, 1990; Wolpert, 108yron (1990) highlights this
difficult description:

Depression is a disorder of mood, so mysterioualgfpl and elusive in the way

it becomes known to the self--to the mediatingliate--as to verge close to being

beyond description. It thus remains nearly incorhpnsible to those who have
not experienced it in its extreme mode, althoughdloom, "the blues” which
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people go through occasionally and associate Wwelgeneral hassle of everyday
existence are of such prevalence that they dorgaey individuals a hint of the
illness in its catastrophic form. (p. 5)

While the cause of depression remains uncertaimeffiect that is widely
accepted is the sufferers’ urge to withdraw fromiaanteraction (Fee, 2000; Karp,
1996). In fact, individuals with depression expecde a paradox from this social
withdrawal where the urge to isolate themselvesmpanied by the realization that
self-isolation will only intensify their sufferin(Karp, 1996). However, because
depressive feelings make interaction difficult @einanding, the need to withdrawal
often supersedes the realization of its consequei@p, 1996). For this reason, the
relationships of individuals with depression ofterifer due to this retreat from
interaction.

Another presumed consequence of depression ishthatdividuals’ perceptions
of reality are often affected (Alloy & Abramson,8® Beck, 1967; Beck, 1979; Beck,
Brown, Steer, Eidelson, & Riskind, 1987). Some $atsobelieve depression brings about
a distorted perception of reality from a negatiggritive bias leading to uncontrollable
and reoccurring negative thoughts, behaviors, ahdfb of the world (Beck, 1967; Beck,
1979; Beck et al., 1987). However, others beliéna this negativity creates a more
precise assessment of the world and that non-degaesersons are more positively
biased (Alloy & Abramson, 1988). These contrastirays of perception demonstrate
yet another ambiguous characteristic of depredsianmay influence the sufferer’s
illness meanings.

Gender and depressidBender is also a factor in depression as more wdhasn

men suffer from the illness (World Health Organia@at 2001). This prevalence of
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depression among women is often attributed to aessive hormone imbalance (Noble,
2005; Studd & Panay, 2004; Studd, 2011). Lowergammnomic status among women
also plays a role (World Health Organization, 20@&k)other possible explanation is
gender bias among physicians, whereby doctors are hkely to diagnose women with
depression over men (World Health Organization,1208dditionally, women are more
often prescribed mood-altering medications than (Wéorld Health Organization,
2001).

Depression representations. The relationship betwepression and gender
extends beyond the diagnosis and treatment oflttess. In fact, cultural sayings and
metaphors that convey women as a more emotionaegeme often adopted and
“narrativized in relation to the gendered valuesligpression” (Clark, 2008, p. 111).
These cultural representations are significant ieeagocial meanings of depression arise
out of the language surrounding the symptoms ofiltness (Kleinman, 1988). Sadness
causes social misunderstanding as this depresgigpteam can be mistaken as nothing
more than a “normal” emotion that has been mediedl(Horwitz & Wakefield, 2007;
Leventhal, 2008). Lack of energy also causes mistgtanding as many view this
depression symptom as weakness or laziness (P200&).

Media portrayals of individuals with depression twome to concentrate on the
biomedicalization of the illness. This concept @frbedicalization assumes that every
person with depression needs to be placed on nmegig®&mardon, 2008). Through this
representational model, those individuals can theeplaced into “productive” roles in
our society only after receiving medication (Johms2008). More specifically, women

with depression are targeted due to perceptiomgaien as being biologically inferior
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because of emotion, leading to the commodificatibwomen via prescriptions sales
(Kundrat & Nussbaum, 2003; Smardon, 2008). In amidithe public presumes that
people with mental health issues are burdens tetyog&dney, 2004; Wahl, 2001).
These cultural representations of depression fustigmatize major depressive disorder
and provide stereotypical portrayals that promoisunderstanding of depression for the
public and stigma for the sufferer.

Stigma

Stigma is “the social rejection of individuals bdse personal or social
characteristics such as race, religion, and mentahysical health status” (Chung &
Slater, 2013, p. 894). Goffman (1963) outlineserddferent types of stigma: (1) stigma
of physical deformities, (2) stigma of a blemislobdracter, and (3) tribal stigma of race,
nation, and religion.

The stigmatized traits are ascribed by societhtsé¢ who stray from social
“norms” (Goffman, 1963; McHatton & Correa, 2005helprocess of stigma commences
and thrives from a four step process which inclyd¢slistinguishing and labeling
differences, (2) associating human differences wébative attributes, (3) separating
“us” from “them,” and (4) status loss and discriation (Link & Phelan, 2001). Stigma
includes the role of a stigmatized person andgarsttizer, by whom the stigmatized
person is established as abnormal and differentfifan, 1963).

One important factor of stigma is concealabilithigh refers to the degree a
stigmatized condition or trait is visible or in\bge (Jones et al., 1984). While visible
stigmas arise from traits seen by others, invisstigmas are the traits of a person that are

not readily apparent to others (Chaudoir & Fis284,0; Jones et al., 1984). Both visible
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and invisible stigmas influence the way stigmaxigegienced by the individual. A person
with visible signs or traits of difference is aatisdited individual (Goffman, 1963;
Joachim & Acorn, 2000; Lingsom, 2008). A personhwitvisible signs of differences is
a discreditable person, but not yet discredited¢on & Acorn, 2000). However, while
many believe discreditable persons with invisillignsas have an advantage over
discredited persons with visible stigmas, disceddlé individuals experience an
additional threat to their identity as they run tis& of exposure (Joachim & Acorn,
2000).

These discreditable persons often face the isstrging to decide whether or not
to disclose information of their stigmatized comattor trait (Goffman, 1963; Joachim &
Acorn, 2000). They can try to “cover,” in which therson downplays their stigmatized
characteristic or they can attempt to “pass” bybaeately concealing the unwanted
difference (Joachim & Acorn, 2000). While “passirag’ normal, discreditable persons
often experience anxiety, embarrassment, and fdaing discovered or exposed
(Goffman, 1963; Joachim & Acorn, 2000; Thorne, 1993so, these people often feel a
sense of guilt as concealment may lead them to la¢hers about their stigmatized trait
(Goffman, 1963; Joachim & Acorn, 2000).

Whether the person is a discredited or discreditatalividual, stigma produces
several negative effects. Often the stigmatizedg@eencounters immense psychological
distress and loss of self-esteem from the discation experience (Zebrowitz &
Montepare, 2003). They may experience a diminisguethl status, poor mental health,

physical iliness, and limited access to social opputies (Quinn, Kahng, & Crocker,
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2004; Weiss, Ramakrishna, & Somma, 2006). Stigmald the stigmatized person’s
identity and can impact their behavior (Miller & ja 2000).
However, Goffman (1963) shares several helpful estigns for dealing with the
stigmatizers whom he labels as “normals” whichude!:
1. assume that ‘normals’ are ignorant rather thancioals
2. no response is needed to snubs or insults, arstigmatized should either
ignore the offence or patiently refute the viewhibd it, which often means
adopting an unusually perceptive and analytic self
3. try to help by reducing the tension, breaking thee using humor even self-
mockery
4. treats ‘normals’ as if they were honorary ‘wise'
5. follow disclosure etiquette, for example by usingptbility as a topic for
serious conversation
6. deploy tactful pauses to allow recovery from shock

7. allow intrusive questions, and agree to be helped

o

try to see oneself as ‘normal’ in order to put mais’ at ease

Depression and stigma. Mental health-related stitait&into the category of a
stigma of flawed or blemished character (Goffma&@63). Therefore, as a mental health
issue, major depressive disorder is a stigmatipediton where the sufferers are
considered to be inherently flawed (World Healtly&rization, 2000). Stigmas of mental
health issues radically differ from stigmas of ghgbdisorders simply because of the

location of the disease in that, often the mind landy are viewed as separate entities,
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with the mind representing the essence of a pdi8oncan, 2000; Schramme, 2013;
Wolpert, 2001).

Unless disclosed, depression is an invisible saigrad condition, making the
sufferer a discreditable person (Lingsom, 2008hs8quently, attempts to disguise
depression from others for fear of stigmatizatieweal another dimension of the illness
(Chesney & Smith, 1999; Corrigan, 2004). Individuaith depression, at some level,
maintain a concealable stigmatized identity (CBWvhich their identities as individuals
with depression are not immediately visible to ash@uinn & Earnshaw, 2011).
Concealment of the depression experience is ofiaridered an advantage as the option
of passing as “normal” offers a certain amountrofifege that other people with visible
stigmatized identities are not rewarded (Lingso@98). This privileged ability is
arguably considered an opportunity for the indialw construct a different identity (in
place of their depression identity) by avoidingstatization (Lingsom, 2008).

However, the disadvantages far outweigh the predureaefits of having a
concealable stigmatized identity that people webréssion maintain (Newheiser &
Barreto, 2014; Lingsom, 2008; Quinn & Chaudoir, 20Quinn & Earnshaw, 2011;
Sedlovskaya et al., 2013). Depression sufferersattempt to conceal their depression
identity can often increase the burden of the disgahich can lead to delayed help-
seeking or termination of treatment (Lingsom, 208&iss et al., 2006; World Health
Organization, 2012). Additionally, CSls arguablyrgdicate the process of
understanding one’s own self as the individualsaféen be in flux between pre- and
post- impairment identities and may experience tivgndissonance based on

understandings of their public and private selésgsom, 2008; Sedlovskaya et al.,
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2013). Therefore, the trials of major depressiwoier most likely impact an
individual's understanding and construction of theentity.

Effects of depression stigm@tigmas of mental health issues like depression
disqualify individuals from full social acceptan@®'eiss et al., 2006). Credibility of the
depression sufferer also comes under attack asahfesdlth issues are viewed as more
controllable than physical disorders, inferring rargus stereotypes to emerge such as
the causal belief of depression as a weaknessashcter (Cook & Wang, 2011; Corrigan
et al., 2000).

This lack of social acceptance is demonstrated waamy individuals who do not
know someone with depression or who lack familyanitth mental health issues have a
higher chance of increased social distance fromdimidual with a mental health
problem (Anagnostopulos & Hantzi, 2011). Thesduatts often lead many to distance
themselves from those with depression (Anagnostgp&ilHantzi, 2011). Therefore, the
lack of education and understanding of mental haafiues alone can lead to the
construction of those individuals as “others” thybuhis stigmatization and can even
create social barriers that prevent the formatiorelationships. Such factors of potential
isolation and stigmatization influence an indivitlsi@ecision to disclose mental health
concerns with others.

Although disclosure of depression reduces the &ffeicself-stigma for the
sufferer (Corrigan et al., 2010), concealment isropracticed and unfortunately, tends to
further progress the affliction of depression, impelationships, and decrease
belongingness (Newheiser & Barreto, 2014). Alsdirtg depression can lead people to

avoid social support (Newheiser & Barreto, 2014imMQw& Earnshaw, 2011).
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While stigma can affect help-seeking behavior, a@otrippling effect of the
stigma is that it increases self-stigma. Self-stgmists when people with a mental
health issue begin to stigmatize themselves (@rgfiChristensen, & Jorm, 2008). This
often occurs when a person lacks information abdeptession and obtains knowledge in
different ways. Self-stigma often results in the@lepment of negative attitudes and
perceptions about individuals with depression al asesthemselves (Corrigan, 2005;
Manos, Rusch, Kanter, & Clifford, 2009). As Kleinmg@ 988) suggests, a person with a
stigmatizing condition eventually comes to expéignsatized reactions, preparing for
such reactions “before they occur or even when tfoeyt occur” (p, 160). However, a
unique paradox can exist for individuals who exgrce stigma where it can also lead
people to “become righteously angry because opthpidice that they have
experienced,” encouraging them to seek treatmeahtdnocate for better services
(Corrigan & Watson, 2002, p. 18). However, suchspes do not reflect instances of self-
stigma because they lack a negative perceptiomenfiselves aligning with social stigmas
of depression. Instead, this “righteous” reactiaayrbe a stage of understanding for
depression sufferers. Karp (1996) reports a simiéed of public understanding of
depression, but extends this empathetic desirdiwsasing a conflicting emotion:

Those with depression may collectively want a gneptiblic understanding of

their “iliness,” but in the midst of an episoded&pression individuals feel a self-

hatred far greater than could possibly be exprekgeadhers toward them...

Depression assumes a momentum as persons spinaivaogvinto ever more

profoundly difficult emotional feelings. In thisqress the dialectical intersection

of self and society is most plainly seen. (p. 47)
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Karp’s (1996) description poignantly presents thergresent trials of
depression. Here, the crossroads of understandohgedf-hatred present for depression
sufferers seem to result in the triumph of seltdhiover public support. Furthermore,
this tension highlights depression as a site aftitheconstruction as the emotions toward
the self can feel crueler than anything anyone @séd say, while at other times, the
consideration of perceived social identity can piceda desire for public understanding.

Despite concealment of depression, stigmatizataamstill be experienced by the
sufferer (Newheiser & Barreto, 2014; Lingsom, 20Q8jnn & Chaudoir, 2009; Quinn &
Earnshaw, 2011; Sedlovskaya et al., 2013). Foamts, in efforts made to avoid
revealing the iliness, sufferers may experiencegated stigma, dreading how they
believe others could potentially react to a reveplncident (Goffman, 1959; Quinn &
Earnshaw, 2011). Therefore, individuals with depi@s are constructed as “others”
through stigmatization from others and from thews®l Nevertheless, individuals with
depression can “resist the stigmatizing identityh® may accept it; either way, his world
has been radically altered” (Kleinman, 1988, p.)160
Depression and identity

Scholars argue that stigma can also lead to thiicappn of learned social norms
and standards linked with social identity (Corriga@04; Goffman, 1963; Oakley et al.,
2012; Rusch, Todd, Bodenhausen, Olschewski, & Gamri2010). Identity results from
the performances in everyday life, in which theividual either (1) completely immerses
his or herself in the act, truly believing the &chccurately represent his or her account
of reality, or (2) is aware that the performanceymat be accurate and the impression

cultivated is simply an act (Clarke, 2008). Goffn{@@63) describes three types of
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identity — social identity, personal identity, agglo identity. Social identity concerns the
characteristics and the category an individualmsten relation to others. Furthermore,
virtual social identity concerns the attributesceld on strangers resulting from
assumptions made (Goffman, 1963). Stigma is therdance of social identity and

virtual identity (Goffman, 1963). Personal identtiyncerns what makes a person unique
and an individual, whereas ego identity is the sciibje sense of ourselves or how we
feel about ourselves (Clarke, 2008; Goffman, 1963).

Individuals with depression often feel a sensesbéf upon hearing the words
“mental illness” from their doctors’ diagnosis (Karl996). This demonstrates how
discourse through interactions have the abilitgitape the meaning of the depression
experience for the sufferer and influence the mmegof the diagnosis in terms of their
identity as well. Furthermore, depression suffeedse experience a series of identity
turning points throughout their depression expe&een viewing themselves and their
depression (Karp, 1996). Karp (1996) outlines thliesgng points:

1. A period ofinchoate feelingsluring which they lacked the vocabulary to label

their experience as depression.

2. A phase in which they conclude ttsmimething is really wrong with me.

3. A crisis stagehat thrusts them into a world of therapeutic etge

4. A stage ofcoming to grips with an illness identitjuring which they theorize

about the cause(s) for their difficulty and evaduthite prospects for getting

beyond depression. (p. 57)
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Social construction and depression

Depression and identity construction. Goffman’ssiatypes of identity embrace
a social constructionist framework for constructicigntity as a person with depression.
Social constructionists believe that identity isswoucted by the language present in our
culture and through our social interactions witheos (Burr, 2003) Furthermore,
discourses present in our culture that constructdmntities can also place limitations on
what kinds of narratives we tell about our expezee(Burr, 2003). For instance, the
cultural discourse surrounding depression thattcocis a person’s identity directly
influences what they say about their depressioemaipce. As such, a person’s identity
is constantly being recreated (Gergen, 1971; Johr&@10). Social perceptions of
depression via stigmatization experienced and w#ee and self-stigmatization converge
to reflect social values that define what is coestd “normal” in society. For example,
“weakness of character” that is perceptually reldtedepression reinforces the idea that
people with depression are not “normal” membersoaiety (Cook & Wang, 2011).
Such cultural discourses of depression shape fferas identity and influence their
discussions of “normality” and “depression,” whiotnstitutes the sufferer as subject of
the discourse (Burr, 2003). Often such subjectiwvitgultural discourse creates a struggle
in positioning oneself in different discourses (B@003). Fortunately, a person gains
agency in this positioning by acknowledging andsteésy such unacceptable positions
placed on depression sufferers and developingegies to assume positions in different
discourses (Burr, 2003). For this reason, the sooisstructionist framework examines
language, which expresses social values demorgsivetestigmatization and other social

interactions as a means of socialization (Berg&u&kman, 1989; Johnson, 2010).
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Different avenues of research have explored ttegiogiship between the
construction of identity and depression (Fee, 2008witt, Fraser, & Berger, 2000;
Horwitz, 2012) However, additional research progabat the nature of depression itself
may play a role in constructing identity. Hewitidacolleagues (2000) explain that
depression influences identity as it leads peapknwision circumstances where they are
typecast as unwanted people, spurring suspiciotigafroles in relationships (Hewitt et
al., 2000). Depression can also be understoodhasoa extreme and “not an expression
of the real self, but of something else” (BeikeQ20p. 36). Such studies argue that
depression is a contributing factor in the congioucof self as the self is created from
cultural awareness and reflexivity (Bakhtin, 19Bég, 2000; Gergen & Marlowe, 1970;
Johnson, 2010). Another interesting finding is g@ne described depression as a living
entity (Fee, 2000; Karp, 1996; Styron, 1990). Hindhe self that is often described
while in the midst of depression, ironically, isogal lack of self altogether (Jago, 2002;
Karp, 1996). Jago (2002) highlights this absenceetifas she writes, “One of the worst
aspects of depression is the ability to watch yelfidisappear, unable to act in self-
defense” (p. 743).

For this reason, depression can be understoodusglamental site of identity
construction to create meaning and understandintpédepression sufferer (Fee, 2000).

Social constructionists define the self as createdference to cultural constructs
and interactions in our lives (Cerulo, 1997), thgrenaking knowledge something that is
co-constructed, which brings about the relatiomahdy (Gergen, 2009). The relational
being suggests that the creation of identitieasgparable from relational processes and

interactions with others and therefore, relatiatistourse holds significant weight in
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shaping identity for the depression sufferer (Ba&td&lontgomery, 1996; Berger &
Luckman, 1966; Gergen, 1999; Mead & Morris, 1962).
Depression and narrative

Narrative theory has often been used to shareestofiillness experience (Clark,
2008; Fee, 2000; Frank, 1995; Kleinman, 1988). fhieery views the world as a set of
stories from which we choose and through which amstantly re-create our lives
(Fisher, 1987). Narratives often describe depresasoa chaotic experience with a fluid
frame for establishing a sense of self (Fee, 2098Yyertheless, while depression may
present a convoluted frame for constructing idgniitstill provides a site for
understanding that is ripe for exploration jusb#ter ‘tools of experience’ for identity
construction have been studied (Fee, 2000). Howevany existing narratives fail to
explicitly address why identity construction witegtession can be viewed not only as a
challenge, but as a necessity as well (Fee, 2000).

Understanding the influence depression wields owdividuals in constructing
their identities prompts the exploration of narratiFranks (1995) writes, “The way out
of the narrative wreckage is telling stories, sfieally those stories that Schafer calls
self-stories...The self-story is beifgrmedin what is told” (Frank, 1995, p. 55). More
specifically, narrative provides understanding epieession and functions “as repair work
on the wreck” (Frank, 1995, p. 54).

Narrative may provide an outlet for cathartic ustiending and sensemaking of
depression as narrative identity gives birth t@a self through stories (Frank, 1995).
Narrative provides a means of creating a new Balfis separate from the “biological

processes known only through socially constructgdgories that constrain experience”
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(Kleinman, 1988, p. 17). This also supports thea@onstructionist view that narrative
can identify the varying identities that peoplehmental health issues occupy
(Pickering, 2006). Desalvo (1999) writes “thererarbe a wounded body in need of
healing without a wounded psyche or spirit thatlg® in need of healing” (p. 184). This
restoration of order occurs through narrative. kr@®95) describes this restorative
process; “only the communicative body can reclaitaerruption because only it
associates with its own contingent vulnerabilitheTcommunicative body makes this
contingency the condition of its desire, reachimgdrd others who share this
vulnerability. (p. 165).

Narrative gives voice to the vulnerable wherebynamtions to other vulnerable
persons are attainable. Storytelling not only iesé@new perception of self, but a more
profound relationship to the world (Frank, 1995).

Finally, because social meanings of depressiomalaceconstructed from the
discourse surrounding the symptoms of the disdéistn(nan, 1988), narrative offers an
opportunity for depression meanings to be reframednew light and understood from a
social constructionist perspective. For this reaslois study will examine my depression
narratives to understand how my depression soaaltgtructs my identity. This leads to
my research question:

RQ: How is my identity socially constructed in tta@ntext of my experience of

depression?



CHAPTER 3: METHOD

This study consists of narrative autoethnographhlighting my experiences
with depression. | first composed narratives tlwaiveyed my experiences with
depression through self-introspection and intensaveew of my own journal entries.
Then, the stories served as “data” as | examinadrhg identity was socially
constructed in the context of my depression expees.

In this study, | analyzed the narratives throughttieoretical framework of social
constructionism and Goffman’s identity theory (1268 social constructionist
framework was “used as a means to understand tbheenat the knowledge production
and therefore can provide a researcher with phillosal scaffolding in the process of
making sense of the research enterprise” (May#ellQ, section 5).

Data collection

| collected my narratives that convey my deprassixperiences through two
primary means. First, | utilized self-introspectiwhich enabled me to reflect on my most
poignant depression experiences and construct mgtives from memory. Second, |
also thoroughly reviewed my own journal entried thare written in the midst of the
experiences. This method of data collection washatantial supplement to self-
introspection as it provided critical details thatped me to construct the most accurate
narratives of my experiences. Finally, after | camsed the narratives, | arranged them

in chronological order.
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Narrative autoethnography

Narrative autoethnography best suits this studsgearch question in that it is the
“idea of multiple layers of consciousness, the eudible self, the coherent self, critiquing
the self in social contexts, the subversion of d@nt discourses, and the evocative
potential” (Cresswell, 2013, p. 75). The methodoéed a deeper connection and
revelation of the self and meaning identificatian anly through the process of writing
the narratives, but through viewing and analyzhmge personal stories as “complex,
formative, meaningful phenomenon” that provideges on morals and ethics,
introduced different ways of thinking and feelirmgd enabled myself and others to make
sense of ourselves (Bochner, 2001).

Fee (2000) mentions one of the most difficult cominative dilemmas for
depression sufferers is the inability to conveydhrevity of experienced emotions (or
utter lack thereof) to those without depressionitMfg my personal narratives gave my
depressed self a voice through which | analyzeaiperiences and their influence on
my identity construction.

Data analysis

In this study, | analyzed the narratives throughttieoretical framework of social
constructionism. Often, the analysis of autoethapgy comes from the writing (Ellis,
1999; Ellis & Bochner, 2000). For this reason, dnealysis of data occurred by
identifying and examining themes that emerged fropmarratives and as | wrote the
narratives. Spry (2001) warns that “good autoetheyulgy is not simply a confessional
tale of self-renewal; it is a provocative weavestary and theory” (p. 713). Taking this

advice to mind for autoethnography, | performedrthgc analysis from a social
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constructionist perspective searching for emergernes to identify how my
experiences of depression, illustrated through aryatives, constructed my identity via
Goffman’s (1963) identity theory.

To follow a social constructionist perspective ig amalysis, | focused on the
meanings that | created, maintained, and changuihwny social interactions with
others, whether in the presence of others or npotaefully examining my narratives
from this perspective, | was able to identify howdwed the world amidst my social
interactions and how | constructed my depressientitly. For example, often in the
narratives, | would think about how | perceivedttbidners were viewing me in an
interaction, which led me to construct my identig/either unaccepted and stigmatized or
accepted and in control.

More specifically, thematic analysis was perfornm@dentify the meaning of the
narrative texts by categorizing the data into thisr@ategories (Davis, Gallardo, &
Lachlan, 2010). To assess the meaning of the nagsan relation to the topic of this
study’s research question, Braun and Clark’s (2@b@kses of thematic analysis was
implemented. To manage and keep record of the galmategies implemented, | used
NVivo computer software. First, | ensured famili@ation with my narrative texts. To do
so, | read through the data several times to gath familiarization. | used concepts
from Goffman’s (1963) identity theory as sensitgzroncepts to develop thematic
categories through a process of constant comparismed Goffman’s (1963) concepts
as sensitizing concepts by drawing attention tahhee essential identity types: (1)
personal identity, (2) social identity, and (3) edentity. These concepts offered a means

of organizing the analysis and understanding myea$sion experiences by reviewing the
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narratives with these concepts in mind. These qusdeformed the overall analysis and
the emergent themes. The narratives that bestrdbesmy emergent themes are
highlighted as support in the following results alstussion chapter.
Ethical considerations

While the analysis of my depression experiencesaditbabout an in-depth
understanding of the phenomenon, the ethics weedutly addressed. Being that | was
writing about some of the darkest, traumatic, aaitfpl experiences | endured with
depression, the concern of relapse or elevatedneeded serious consideration.
Ethical concern and responsibility for the researgwellbeing is often a topic that is
rarely discussed. Chatham-Carpenter (2008) mak®as auggestions for researchers on
protecting ourselves. For this study, | implemergethe of these cautionary suggestions
to protect myself from unnecessary harm. Firsthiesluled regular meetings with my
thesis advisor. These meetings served as an ogghromtine to maintain interactions
with others while discussing my plans for reveakamgl analyzing my depression
experiences in an environment that supported mioeaqpon of the topic as well as my
overall wellbeing. Another strategy to avoid haomtyself was to schedule regular
appointments with the campus counselor where kshidre narratives written of my
depression experience, ensured my wellbeing, anteégied against a provoked
reoccurrence of depression. These appointment$alped me to make sense of my
depression experience.

Relational ethics. As this is a narrative autoegmaphy, the narratives included
not only my experience, but the experiences ofrstae well (Ellis, 2007). The names of

ancillary characters were replaced with pseudorserihiat no identifying features of
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individuals were included. The only identifiableaccters present in my narratives were
my parents. However, my parents were already aofdieese stories as many of the
narratives were reconstructed from old journalieatt shared with them.

Criteria for my research

Criticisms of autoethnography argue that the methokls scientific inquiry by
relying too heavily on aesthetic appeal. Howevatpaethnography does not intend to
separate science and art. In fact, autoethnogregdlys to “disrupt the binary of science
and art” (Ellis, Adams, & Bochner, 2011, paragr@d. The method does not pursue
validity, but seeks verisimilitude as it leads thader to perceive the phenomenon as real
and representative (Ellis, Adams, & Bochner, 2011).

Following Tracy’s (2010) model, | argue that thisdyy demonstrated many of the
criteria for valuable qualitative research. Firmsy, narrative autoethnography of my
experience with depression is deemed as a worfhg & | connected my experience to
larger social issues. In doing so, this study askbré a relevant topic that plagues many
people, but did so in an interesting and evocatiaaner that the existing literature often
overlooked (Tracy, 2010, p. 840-841).

Second, this thesis displayed sincerity, meaniagttie research was genuine and
vulnerable (Tracy, 2010). | demonstrated this gitgéhrough the discussion of
vulnerable issues of depression and self-reflexivit this narrative autoethnography, |
exhibited reflexivity by acknowledging connecticarsd sharing my motivations for
writing this study (Tracy, 2010). For instancethis study | clearly positioned myself

within the study not solely based on the autoethaqaigjc element that distinguished
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myself as the subject of the study, but | alscaléted what prompted my interest in this
topic and what | gained through this investigaii@Gnesswell, 2013).

Third, this study demonstrated credibility througk thick description used to
convey the often confusing experiences of depraqdimacy, 2010). Also, through such
description, this study exhibited resonance anthats merit. Resonance was achieved
through transferability and natural generaliza(idracy, 2010) whereby the findings
may spark an understanding of the larger connexctoil lead readers to see how the
difficulties of having depression may also mirréher vulnerable populations’
constraints. Natural generalizations may occur wtherevocative and detailed accounts
of depression enable readers to immerse themselties narratives and feel as if they
can apply the findings to their own lives. Perhtdqesreader will see that the study’s
identification of performed identities in depressielate to their own social
performances.

Fourth, this study established a significant ctttion to the literature in that it
extended knowledge (Tracy, 2010) of depressionxipjagning it in a unique manner that
connected the findings to larger social issuesrdfbee, heuristic significance was
achieved whereby the findings of depression areefkein relation to larger social issues
as a means to explore similar connections in futesearch.

Finally, this thesis demonstrated meaningful cohesgTracy, 2010) through an

interpretive theoretical approach as meaning endeirgen the stories told (Tracy, 2013).



CHAPTER 4: LIFE WITH MAJOR DEPRESSIVE DISORDER
Diagnosis

Sitting in the stark white waiting room, | keep tmgad low, avoiding any eye
contact with others sitting in the seemingly detregception chairs pushed against the
surrounding walls. | take a moment to think abobated up to this appointment with
my psychiatrist.

About eight months ago, | finally decided to tel general physician, Dr. Reed,
about some of the uncontrollable feelings of altsohwmbness and worry boiling inside
me, keeping me from focusing on my college courskwlaitially, he believed my
uneasiness and worry stemmed from a potential gndisorder, leading Dr. Reed to
prescribe Klonopin. After a few months, the medaratdid little for the ceaseless
feelings of worry and despair so | made anothepagment with Dr. Reed, where he
advised me to visit a psychiatrist. Eventually,dda the decision to set up an
appointment, but before seeing the doctor, | wgsired to speak with the office’s
therapist. After that one meeting, she told med fmjor depressive disorder and highly
encouraged me to make an appointment as soon siblposith the psychiatrist Dr.
Lindham.

Nearly a year after that appointment with the effiberapist, here | sit in the chilly
waiting room. After trying for over a year to conge myself that | could tackle my
depression on my own, today, | accept that | cdo’this on my own. My eyes peer

down to the left to the end table beside my cl@auntless magazines fan out across the
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table. All but one appear to be about psychologh wieir cover pages surrounded by
text often referencing mental ilinesses. The digatgnagazine’s title stands oSelf
Selfsurrounded by mental iliness. The irony overwheaines | shake my head and look
back down to the white linoleum floor.

The door to the waiting room opens.

“Rachael Thomas,” one assistant calls out anddkiyagrab my purse.

| begrudgingly follow the assistant back the haltiie office of Dr. Lindham.

She stops at the office door and motions towagksaa as she says, “Dr. Lindham
should be with you in a few minutes. Just haveaa lsere while you wait.”

| plop down in the small chair seated in fronttué large desk of Dr. Lindham.
While | wait, | examine her office. Several framdiglomas decorate the light pink walls
and three shelves behind me are filled to the lwith Precious Momentigurines.

“Bizarre. I've never been in a doctor’s officedikhis before. This place is
ridiculously cluttered!” | think to myself. | fee@s though I’'m some intruder in her home
rather than a patient in an office.

As | scan the room, | hear a shuffle and glancé bathe door as Dr. Lindham
enters her office.

“You must be Rachael. Hello,” she says as sheflssudver to her chair and
flipping through several loose papers.

“Hello,” | respond.

For nearly an hour, we discuss my feelings of ledsness and despair and Dr.
Lindham continues to look down at her yellow notgpatting things down. Every time

her pen touches the notepad, | can’t help but wowtiat she is writing.
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“How much does she need to write down to figuresmmething like this? |
mean, come on. Where does that chicken scratcltgatlais appointment anyway and
what is it about what I'm saying that needs to Ibi#t@en down?” | think to myself.

As we approach the end of my session, Dr. Lindkats her notepad onto the
desktop and says, “All right. Well, Rachael, I'nirkacertain you have major depressive
disorder. There are several medications for tresn&imes, the medicines that work for
some don’t work for others, so it could take sometbefore finding one that works for
you. But what's important is that you keep takimgiymedicine. For now, I'm putting
you on forty milligrams of Celexa a day for a fewamths and we’ll see how you’re doing
on that. Now, let me send this in to your pharmiacyou. What's their phone number?”

“My pharmacy’s number? | ‘m not sure off the tdmoy head. It’s called
Community Drug Pharmacy and it’s on Thirteenth &tie Franklin. | can look it up on
my phone,” | respond.

“You don’t know it?” she asks with a raised brd&she seems genuinely surprised
by my inability to recall such a number.

“No. Like I said, I'm not on any medications righbw so that’s not a number |
use that often,” | retort, a little irritated.

“Well I'll just have to look it up,” Dr. Lindhameasponds as she turns to her
computer and searches for the number. While seaychhe seems to make an attempt at
small talk. “So you're a college student. Commutiaes, am | right? What are you
planning on doing with your degree?”

“Well | was accepted into graduate school at tiné/ersity of North Carolina at

Charlotte so I'll be getting my Master's degre€Cioammunication Studies,” | say.
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Dr. Lindham quickly asks, “Yeah, but what are young to do with that?”

Her quick response leads me to consider what dhialgcthinks of me.

Nevertheless, | reply, “Well, I've taken a few das concerning the research
process and | absolutely love all of the courses taken in my major so I think | would
like to use my Master’s degree to teach Commurnatourses.”

She lifts her head from the computer and looks twene. Once again, she
doesn’t seem to spare a moment before respondiegch? You can’t teach with a
Master’s degree. You need a PhD to teach.”

“No. | can still be a lecturer or instructor withy MA,” | assert, hoping my
irritation wasn’t blatantly obvious.

“No. | think you're mistaken. No one can teachhnat Master’s. Now, wait one
minute while I call this in for you,” she states.

As she calls the pharmacy, I sit in the tiny cimairdling over this experience. My
blood seems to be boiling.

| can’t help but think to myself, “What was it alioue that led her to treat me
like this or is this typical for every patient? Wheid | become a blithering idiot? And
why does she feel the need to call my medicati@nAiren’t | competent enough to be
handed the prescription? Why is she questioningmagibility with everything | say?”
Camouflage

Hard to socialize with friends like | used to. Riap to friends feels weird. It's

almost as if I'm putting on an act so no one céin te

*k%k
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The vibrant fluorescent lights above the bar flrctewn onto the sidewalk
illuminating tiny flashes of light amongst the daéss. Droves of people seem to flock to
the bar like moths to a bug zapper. | enter a dihlyar with my friends and continue to
mimic the role of the high-spirited enthusiastiemd. We head over to the bar,
attempting to squeeze through the swarms of pegomet a drink. With our festive green
beers in hand, we mill around the bar and manafjadsome space to dance and hang
out for our Saint Patrick’s Day celebration.

All of a sudden, my picture perfect performancspeiled. My body feels out of
place. Instantly, | realize what’s going on anahkhio myself, “Freaking
depersonalization. Of course this would happemngtuttii

Episodes of depersonalization occasionally accompandepression. However,
tonight’'s moment is different. Tonight I'm trappadthe virtually inescapable public eye.

The episode hits me like a brick. I literally nogger feel a connection to my body
or my surroundings. | don't feel “real.” My bodymopletely detaches from my thoughts
and the distance transforms me into a disturbiitg-{berson spectator observing myself
and my surroundings.

As a spectator, everything appears different. Tédapfe dancing around are
suddenly moving much slower and the booming basa the DJ now resembles a faint
hum. Despite the experience, | don’t feel vulnezaBlut then | see my hands. | tell
myself, “These are my hands, but why can't | faelh?”

| notice myself closely examining my hands and mghhem together trying to

feel them as part of my body. But every scan offimgertips and brush of one hand on
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the other feels like | am touching another persbaisds. My body no longer feels like
my own.

Looking around, | view a subtle haziness glaze everything. “What’s going
on?” | ask myself. All of a sudden, Stephanie appéeafront of me with a look of
concern and asks, “What’s up with you?”

Soon, the episode fades and | feel a part of my laod environment again.

| realize Stephanie is in front of me and | thiokniyself, “Oh shit! | hope | didn’t
stare at her for too long. She looks a little fehlout. How am | going to cover that up?”

Stephanie asks me again, “Rachael, are you okay?”

An idea finally hits me and | know exactly how tancouflage this faux pas. | tell
myself, “Look around! You're in a bar. Just say yelbuzzed.”

| muster a simulated snicker and say, “Oh yeah!Haming a blast! Guess | might
have to take a break for a bit from the drinks”

Stephanie responds with a look of relief and smakeshe says, “Oh! You just
look really spaced out right now! | thought somethwas wrong!”

“Me? Nah! How couldn’t | be having fun?” | say.

After our conversation, | sneak off to the bathramnget a minute away from it
all. I think about how my depression and episodatepersonalization like these that
continue to wreak havoc on my life and worse yetlamger my relationships. | ask
myself over and over again, “When is this goingna? Why does this have to happen to
me?”

“Lucky for me,” | think sarcastically, “depersoradition makes the perfect

supplement to my depression. Not only do | keerdgkrfeelings of sorrow, self-
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loathing, and suicide on a daily basis, | also smp@ally experience complete disconnect
with my surroundings. “What a wonderful world,”dysto myself meaning just the
opposite.

After my brief moment away from the busy bar, Medhe bathroom and head
back to find my friends. | cake on my disguise emceal the pain and mayhem | feel
inside.

| look over to Stephanie and say, “I'm so gladed Want to grab a drink?”

“Definitely,” she says.

As we walk toward the bar, | covertly glance dawmy hands and feel the faint
glimpse of depersonalization fade away as the nasgbdeparts from my fingertips and
out of my body.

“I need to get away! | just want to crawl undeg ttovers of my bed and hide
from everyone,” | think to myself, desperate folitside.

Walking around, | suddenly felt unreal. Literatigt real. Dream state was back.
Touched walls and seats at the bar and felt ungated at my hands and they felt fake
or like I was in a dream. Walked back into bathragiall and started balling. | couldn’t
stop.

Admission

| reach out and wrap my hand around the cold niietadlle to our apartment door.

| pause.

“Normal,” | think to myself. “Just pretend.”
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With my hand held firm, | rotate the handle andkwhrough the frame into our
apartment. My eyes rapidly center on my roommatselaShe sits atop one of the tall
bar chairs arranged around our kitchen’s islantetadating her lunch. Her eyes finally
meet mine as she peers above the dark rims ofyegtasses.

“Hey, what’'s up?” | say, painting a wide grin acsaony face.

“Hey. What do you have there?” she asks as sheégtmward the small paper
bag held in my hand.

“The bag!” | frantically say to myself. My fingekgrap tight as | quickly clench
the small paper pharmacy bag that contains my gpégsants, the proof of my
depression. Proceed with caution. Discretion adis

“Oh, | had to stop by the pharmacy,” | say. “Whatdkof sandwich is that?” |
ask, cautiously steering conversation away frometfiys

“Turkey and cheese,” she replies.

“That worked!” | tell myself. “Now, keep it coming.

| peel off my heavy pea coat, throw my bags onéiskand, and scan the
refrigerator for something to snack on. While skang for a bite to eat, | continue
meticulously managing our conversation.

“So, did | tell you what happened in Dr. Colleylags this morning? You’re not
gonna’ believe what that Jimmy kid said. You knéat new guy Tonia has been
hanging around with?” | say.

As | peruse the refrigerator, | hear an unexpectetkling sound followed by

Kasey’s voice.
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“Wellbutrin and Celexa. Aren’t these antidepressawhy do you have these?” |
feel her snide rebuke as | consider her comment.

The haunting moment I've dreaded for all too lomglly appears. Someone
knows about my depression. “How am | gonna’ hidedagression after she’s read I'm
on antidepressants,” | woefully think to myself. h&te do | even begin?”

As | rapidly tap my feet against the hard linated frantically rummage my
thoughts for some semblance of an excuse to meénddlossal blunder. “Come on,
come on!” | tell myself. “Think!”

Nothing. Not one word. As the words seem to esoapel clear my throat and
notice my arid mouth. My heart sinks and my pulsgackets. Finally, | stumble upon
something to say back and glance back to Kasegsjoond.

“Yeah, those are mine. I've been taking them farréle.”

An unexpected rush of relief rises over me, butsiresation is short-lived.

“What?!” she quickly darts back. Her eyes tightigah as her eyebrow rises.
“No. There’s no way you have depression.”

Her response hits like a sweeping blow to the h&éal’'ve got to be kidding
me,” | think to myself.

“What do you mean?” | ask.

“Yeah there’s absolutely no way that’s right. | méaok at you,” she says,
motioning her hands up and down as she points idinggtion.

“Look at what?” | ask as | try to keep my composure
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“You know what | mean! You go to class and laudtte time when we hang
out. You're all right. How is that depression? Tgisnjust no way. What doctor told you
that?” she asks. Her crassness startles me.

Confused, | hesitate before responding. This morhastlashed through my
mind before, but the response of my friends wankke this; never doubting the
existence of my depression; doubting, me.

“I'm sorry, my doctor?” | respond.

“Doesn’t matter,” she says, shaking her head badkfarth. “The point is you
don’t have it. What is it that you're even sad aemyway? You've got a great life!” she
contends with a brashness that shocks me yet again.

Frustrated and infuriated, | feel a wave of heaglwaver my face. “What’s wrong
with her?” | yell to myself.

“Kasey, it's depression, okay! It doesn’'t alwayppen because of some
traumatic life event. There’s not one cause forgperson’s depression. | don’'t know
why this is happening to me, but it is! And lastéi| checked, | wasn't living with Kasey
Masterson, MD.” | retort, perhaps a bit too sharply

“Did | just say that?” | think to myself. “I shoukt have said that.”

The pace of my breathing seems to increase anchinypegins to quiver. “Don’t
cry!” | tell myself.

“I don’t know. It just doesn’t seem right,” she aglgursing her lips and squinting
her eyes as she looks me up and down. | feel lspicgan and skepticism as she
positions her hands onto her hips.

“Right?” | say.
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“Yeah, | mean have you ever even seen what a dsguigeerson is like,
Rachael?” she asks, in a matter-of-fact mannereyTtever leave their house and a lot of
em’ cut themselves and do all kinds of crazy dilkéf that. You see what I'm sayin’?”

“Kasey! You cannot be serious! You actually thindesyone with depression
does that? Good God, you're ridiculous!” | shout.

| quickly pluck my coat and belongings from theckién island, storm back to the
sanctuary of my room, and slam my bedroom dooerAfpounce onto my bed, | recoil
under the covers for the remainder of the night.

Hours later, | hear our roommate Tonia enter thatagent. She calls out, “Hello?
Stephanie? Rachael? Kasey?”

Kasey’s door rapidly swings open and thuds againesthin wall between my
room and hers. After today’s conversation, her lsketement to greet Tonia alerts me
and | tilt my ear toward the hallway. | overheas #oft sounds of Kasey whispering.

“Oh my God, Tonia. You're not gonna’ believe th&d Rachael walks in today
and...” Kasey says before Tonia interrupts.

Tonia snickers, “What? I'm surprised she even caateof her room.”

“So she brings in these antidepressants and sayisashdepression. What a
crock! She’s so full of shit! Depression. Can yalidve that? | mean my grandma died
last year and I'm not walking around claiming tov@alepression,” Kasey murmurs.

“Are you serious? | don’t know what her deal is @oye? She’s been acting so
weird. She never goes out with us anymore andusidples up in that room. And now
she thinks she’s depressed? Cry me a river. Getipwdready! I'm seriously getting

annoyed!” Tonia bellows back, probably unawareeafddded volume.
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“Get over it?” | wonder. The words viciously rolirough my mind. | retreat to
my pint-sized bed to tuck away under the sheetsdangimy head into my pillow to
muffle my violent sobs.

Get. Over. It.
-

Went to gym. Everyone says exercise will help.tWent for an hour.
Throughout workout, a sudden feeling hit me likeriak: Hopelessness,
misunderstanding, extreme sadness all piled upanéosickening feeling. Had to stop.
Had to be alone.

Surrender

In my room and | had a weird thought: never s@¢claut how would it be to just
not be here. | don't want to be here. | don’t wianéxist.

ok

Silence. Absolute silence. But my mind rages, sareg thoughts of desolation,
dejection, and self-loathing.

My roommates left for the weekend to visit oneof friends. A carefully crafted
lie about a class deadline freed me from the &mgl once again, | masked my depression
from them.

“What's the point?” | ask myself, losing every sgaianch of the fading hope that
remains within me. “Worthless!”

| twist the dial on my stereo clockwise to increés®volume and decrease the

risk of having my neighbors hear me.
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| lie outstretched on the firm bedroom floor witty trmbs spread wide. I'm
desperate to feel something. Anything. Desperatedak free from the wearisome
thoughts of worthlessness that consume me. Degperand the numbing sensation.

“Give me something!” | scream aloud.

The numbness permeates my physical body. | reggaegep my arms and legs
across the course carpet bristles begging fomfggepileading for custody of my old self.

Tears cascade down my cheeks and into my hairolthee; the me before this
hell has vanished. She no longer exists and nereagain. Her passion, her impetus, her
purpose. Gone.

| fiercely run my fingers through my tear soaka@ustls of hair and clutch my
head. Sounds of music drown out my hysterical sapbbnd barricade me from the threat
of others hearing my struggles.

The insurmountable pain materializes. “This istoach,” | cry out.

| leap up from the floor and dash towards my topireat drawer. “Tylenol. No.
Benadryl. No. Come on! This is it!? Where’s my ¢eier pain meds?” | ask myself as |
frantically search through the drawer, chuckingfitt medications onto the floor.

Without hesitation, | run to my roommates’ roomarshing for alternative means
to finally slay this beast called depression aeé fmyself from ceaseless suffering.

“What the hell! Nothing! Are you freakin’ kidding @?! None of them have
anything stronger!” | scream.

Determined, | pluck all of the medications into aryns and dart back to my

room.
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After unscrewing the cap of each bottle and poutivegcapsules into the small of
my hand, | pause and stare blankly at the ting pilhese pills might finally save me.
Save me from this nightmare and stop this pain.

| toss the medications into my mouth toward theklEany throat and follow
with a few gulps of water.

“Now what?” | think to myself. “I've just got to wi”

Slowly, | pick myself up off the ground and walkaard my bed, monitoring
every footstep.

In bed, | wait. “Please God!” | plead in prayerakie me out of this! I'm not
strong enough! | can’t do this! | want to die! leteto!”

Soon, a swell of severe nausea bursts forth angtomyach feels as if it's splitting
apart. | tightly clench my stomach as the gut-whaémg pain sweeps over me and waves
of intense heat intermittently race through my bhody

My focus drifts and the room seems to spin. Anotis@ve of nausea crashes
down on me, this one more powerful than the lggt towards the bathroom, stroking
my hands along the walls for support and guidahceugh the dizzy haze.

Without a minute to spare, | heave into the toiléte muscles in my body
involuntarily spasm as | continue to retch uncalabdy with tears pouring down my
face.

| glance down into the porcelain commode and deevdiny capsules floating
atop the water.

“Even in my attempt at death, | fail,” | tell mysel
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New beginnings

After two months virtually free of depressiongkf revived. I've escaped the
treacherous depths of depression | was once trappet®, yet the explanation for my
escape seems lost. It feels as if | was suddéieyl lfrom the pits of hell without ever
seeing the face of my hero. | don’t know why mymsgion vanished, but I'm forever
grateful it did. As | leaf through the pages of joyrnal, | see an abrupt halt to my old
entries documenting my depression. The abysmakerdf depression ended so suddenly
without any explanation. Nevertheless, | pick upevehl left off in my journal to begin
documenting my brighter existence. My entire wayivohg finally feels wholesome
again. Now | approach every day with earnest emosand genuine gratitude that
depression is no longer fueling my every thoughb longer envision each day as a
repulsive burden to endure, but | embrace evergsilg God has given me. Once again,
| feel | have a purpose.

Sitting on my comfy couch at my new apartmentepare for the new
experience of becoming a graduate student as tubetisly review the assigned research
articles for the first week of class.

“These are practically hieroglyphics!” | think toyself after reading over the
same sentence for the fourth time.

“How am | gonna’ cut it among the other studentsfdoing to stick out like a
sore thumb,” | think as | bite my nalils.

It feels like I've been sitting here reading theskcles for days. My poor couch

will likely have a deep, permanent imprint by tired this semester is over.
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Suddenly, I hear the thoughts I'm allowing myselperpetuate. Doubts, fears,
self-deprecation. | can’t allow myself to fall intiois trap of negativity again. Focused, |
take a deep breath, inhaling the fresh autumn air.

“No. You can do this. There’s a reason you werepiax into grad school. It's
going to be hard. You know that, but it will be whoit. You're not stupid,” | tell myself.

-

It's the third week of classes. The classes angrisimgly small, but | already feel
a sense of connection with the other students icomprt.

Tonight, | sit in one of my weekly classes aroumel ibong oval table with my
classmates. Class ends, pencils drop, and notelotades before they're carefully packed
away into each of our bags. However, unlike moshgfundergraduate classes, we all
linger in the small classroom to chat with eacleatSoon, | hear someone discuss topics
for our upcoming research proposals.

As | pull out my car keys from a deep pocket in lmagkpack, | think to myself,
“Finally! There actually are other people that angage in this world who care about
studying communication.”

Suddenly, I chime in to share some of the topies Been considering for my
proposal. “Yeah, | don’t really have a clue on wheplan on going with this, but I think
| want to examine some aspect of depression,” bance, surprised by my call of
attention to the disorder that | avoided discussiith anyone for years.

A little anxious and unusually enthusiastic, | egwiveling the tall chair back
and forth. | place my right hand over my mouth éoer the grin growing across my face.

“Excited about talking about depression? Who anl [@8kingly think to myself.
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Once again, | open my mouth and seem to recklelsstyiss depression as | never
have before.

“So I'm not sure what communication phenomenon hita look at yet
concerning depression, but it's a pretty big parne so | thought | should explore it. |
haven’t had an episode in a few months, but I'vatdeith depression for years so |
figured it would be important for me to look at,54&y aloud.

| notice a few interested nods before someonesplsaks up to share their
research topic amongst the group.

| did it. Without instigation or pressure from otbgel deliberately admitted that |
had depression. More importantly, no one, not & stamed at me like |1 was weird or
crazy. Unable to hide my perfect peace of mindloamyself to freely smile.

Setback

It's nearly the end of my first semester of gradusthool and all of a sudden, a
gnawing feeling begins to dig its claws into mylsasil walk across campus today. A
feeling all too familiar. Terror washes over me o'N'his can’t be happening again. It's
been gone for a while now! I'm supposed to be bettkeis is supposed to disappear!” |
tell myself.

The barbaric creature of depression tears througlbmae again. My head rapidly
pivots back and forth. Left then right. Studentsmsdo surround me as they walk down
the brick paved paths to and from class.

“Not here! Not now! | just got here! | just startetbeting new friends in the
department. What if my depression freaks themtoof, What if my constant need to be

alone offends them and alienates me?” | desperaséynyself.
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| pull out my hair band and let my hair flow dowwmer my face to mask my
startled and confused expression.

“Elevator!” | think to myself as | spy a nearby sid rush toward the elevator to
hasten my arrival to my office. | need to be ald®gttons run down the side of the
machine, but one stands out above the rest. It'd@syination. Fifth floor. Fifth. Five.
Nearly five months without an episode, now shattdrg this fleeting moment.

The doors slowly creak as they open to the flooenehmy office resides.

“I want to run! No. Jog? No. Walk. Carefully walld,tell myself.

One foot after the other, | see my feet strollitapg the short patterned carpet
that lines the hall.

| reach my office and my hands jitter as | attetogtring the key to the door’s
lock. Click. The door unlocks. | throw myself intwy chair, shut the door, and drown out
my weeping from others as | quickly turn on musan the small speakers of the
desktop computer.

The same miserable sensations of hopelessnessjrlesy utter chaos whirl
through my mind dominating every thought, but sdrimgf new seems to have emerged:
sheer panic and fear. Fear greets me; fear thataiétly transcends every foreboding
moment endured before.

This new accompaniment to my depression startleandd begin to question
this new feeling of terror, “Could it be anxietysomething? Dr. Reed first thought it
could have been an anxiety disorder, but the mestsnjade me pass out. Plus, later he
said it probably wasn’t an anxiety disorder. WasMneng or is this something new

altogether? What is this?”
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The depression makes a comeback and this timeoutiiny inkling of its
arrival. Terror, trembling, and trauma. “Not nowot\after all this time. Not here,” | tell
myself.

Attempting to regain control, | turn and face tloenputer monitor to document
this experience. My fingers shake non-stop adfusgeyboard as | struggle to capture
this moment. “There must be a reason. There hls toreason. | thought | finally had it
under control. How can it be back?” | ask myseitfpatiently pressing for an answer.

The monster hijacks all control over my body. He§s.

My eyes shift down to glance at the clock on mykd@sme seems to escape me.
There’s 15 minutes until class. Breathe in. Breatiie

| rest my right hand gently onto my chest and feglheart pounding inside. The
fear is palpable. Trying to relax and draw backtdees, | throw my head back to gaze
towards the ceiling as | rapidly open and closefistg to combat the tremors in my hand.

The door rattles and interrupts my attempted wiadstd My office mate enters
the room.

“Hey, what's up?” she cheerfully asks.

“Oh, not too much. Just getting stressed. You khow it is with all of these
readings and papers,” | say.

“Don’t | know it,” she says with a snicker. “Thisorkload is insane!”

ok
Dizzy and absolutely could not focus at al. HadKkip one class because |

physically felt like I couldn’t do it with thesedéngs. | think it's back.



CHAPTER 5: RESULTS AND DISCUSSION

Thematic analysis revealed three main themes arstalesubthemes present in
the narratives of my depression experiences. Tiigs reveal how my identity is
socially constructed within the context of depressiThe three overarching themes
include (1) imagined identity, (2) destigmatizatginategies to regain control, and (3)
looking-glass self (Cooley, 1922).These themes waraially dependent steps in a
broader circular process. Each step within thegsecepresents one of the three
emergent themes or subtheme. Figure 1 illustratesircular process. Below, | discuss

each theme and use excerpts from my narrativesgpjoost them.

(2a) Destigmatizing Strategy 1:

“Pass” as Normal in Social
/ ! N\

Appear || Behave
Normal Normal

l !

Was the “Pass”
Successful?

(1) Imagined |—,| (2b) Destigmatizing Strategy 2
Identity Avoid Social Interactions

!

Loss of Voice

l ] l
(3) Looking- | === NO
glass Self Yes

FIGURE 1: My socially constructed identity in thentext of depression.
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Theme 1: Imagined identity

The theme of imagined identity is the starting peanthis circular process. While
this theme functions as the initial point for thregess, it is also observed over again
throughout. For this reason, in this discussiaefér to the first instance of my imagined
identity as my initial imagined identity to differgate it from its subsequent emergence.

The imagined identity is an extension of Goffmgpéssonal, social, and ego
identities (1963). At this point in the process, pgysonal identity now consists of the
“identity peg” (Goffman, 1968, p. 74) of depressamthis is now part of my life history.
However, this imagined identity in my model consist much more than a simple
extension of Goffman’s concepts. The formationhef imagined identity with depression
seems to be a complex and intricate process. V@@aféman’s concept of personal
identity (1963) is apparent in this theme, anotimercept seems to be present. This initial
imagined identity did not develop amidst an intémacwith others, but was formed
through my initial imaginedmminentinteractions with others; essentially an imagined
form of Cooley’s looking-glass self (1922). Cooleyooking-glass self (1922) consists of
three parts which include: (1) we imagine how wpesp to other people, (2) we imagine
and respond to what we think their opinion of oppearance is, and (3) we create our
self from the opinions of others (Yeung, et al. 200
This initial imagined identity is similar to Coolsyconcept of the looking-glass self, but
with one slight difference: this imagination masifenot in present social interactions,
but in retrospective interactions and in futuregmad interactions. | develop my initial
imagined identity by recalling interactions thatoaed prior to my depression and

envisioning how others would react (in the futufé)eveal my depression to them.
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“Stephanie flippantly said she was depressed abgetiing a B on her accounting
exam as she reached for a pint of Ben and Jerrgiw the grocery freezer, laughing at
her comment.” They obviously wouldn’t get it.”

Encounters like the one shown above lead me toimadgpw others would see
me now that | have depression. In such narratigensats, my perception is always
centered on how others would react if | accideptailpurposefully reveal my depression
to them. However, in these early stages, | haveettold anyone about my depression.
Therefore, this initial imagined identity is inflaeed by imagined imminent interactions
alone and not yet from interactions where | diselog/ depression to others. In essence,
this focus on imagined interactions showcases mgepeed social identity (Goffman,
1963) - what others might think of me simply by swlering the group (people with
depression) that | now belong to.

“I perpetually dwell on how inferior I'm afraid | W appear to others if they
uncover the truth.”

“If they knew, they would think | was weak, wemdd wired improperly,” |
think.

“Even if | did tell people about my depressionatvould that even mean to
them?”

“All 1 do is worry about how my friends, my famignd even strangers will react
or treat me if they find out.”

The narrative excerpts above highlight how my ahitinagined interactions focus
on my potential social identity that could devesbuld | reveal my depression.

However, my initial imagined identity does not dieyesolely through these early
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imagined interactions. My initial imagined identdiso develops by comparing my self
with depression to that self which existed priodépression- when depression was not
part of my social identity. Social identity is ario of identity that is based in our
relationship to other people and therefore enatesideration of what is normal in
reference to our social categories (Goffman, 196Bgrefore, my hyper-attention to my
potential social identity exposes my definitiomnarmal. In my narratives, normal is my
identity without depression, making me a “deviatmy former self and others as noted
above. A constant focus on feeling different omigedifferent from my “old” self and
others supports this definition of normal.

“I need to go back to who | was before this.”

Another student stands next to me waiting to ctiessoad. She prudently pulls

her long auburn hair to her side and then continteegext in a frenzy. | imagine

her texting her friends, eagerly anticipating sopaety planned for this weekend.

She seems poised and pulled together.

“The sheer chaos of depression seems to demoliglaed of organization and
control that | once maintained and my school assignts slip through the cracks.”

It's fall; my favorite time of year. Vibrant redgellows, and oranges paint the

autumn foliage. As a brisk gust of wind runs thiouogy hair, | remain unshaken.

Before, | found every waft of the fresh fall aivigorating; stimulating my senses

and bestowing hope for my very being. Now, thimggd#ferent. Instead, amidst

the perfect pigments and bracing breezes of faJeation emerges and | brood

over the advance of another bleak and burdensomxyi

“| agree that depression has changed me, but wiagthkam | now?”
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Other narrative excerpts from my early stages pfession also support this
preliminary definition of normal. For instance glport feeling a complete loss of identity
altogether or confusion over where this new dejoagseg of my personal identity
places me within my perceived social identity.

“But who am | now?’ | think to myself.”

“Depression has changed me, but who exactly aow?i

“These persistent thoughts force me to redefinsetfy

“How does saying, “I suffer from depression” trutpnvey the immense inner
feelings that tear me apart and smother my lustife?”

“l suppose this does reflect some aspect of myidentity, but what part and
how?”

These passages indicate how | feel that | am nohalcand therefore deviant by
continually imagining what my perceived social itignand virtual social identity would
be if others know of my depression. Also, expressiof feeling abnormal and stating
how “weird” and “inferior” | may appear to othen®m revealing my depression show
feelings of humiliation. Therefore, this initial agined identity socially constructs my
ego identity as well being that it displays hoveélfabout my potentially stigmatized self.
| believe that my personal identity, which consstslepression, makes me exist within
the stigmatized social group of people with depogssTherefore, | feel that | have a
spoiled identity (1963) before ever actually expecing any first-hand experiences with
depression stigma because | do not reveal my expegiin the early stages of
depression. Being that | equate depression wigimstiand deviance before sharing my

depression with others suggests that | unintentiypsalf-stigmatize myself. This spoiled
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identity confirms Kleinman’s (1988) suggestion thgierson with a stigmatizing
condition eventually comes to expect stigmatizedttiens, preparing for such reactions
“before they occur or even when they don’t occy,”X60). The theme of my initial
imagined identity echoes this effect of stigma.

This intricate imagined identity stage identifiespart, how my personal, social,
and ego identities with depression are sociallystoicted. Goffman (1968) comments on
all three forms of identity function in referencestigma:

The concept of social identity allowed us to coasistigmatization. The concept

of personal identity allowed us to consider the iaformation control in stigma

management. The idea of ego identity allows utsicler what the individual

may feel about the stigma. (p. 130)

However, early on, | decide that my depression rhadtidden in order for me to
“pass” (Goffman, 1963) as normal and avoid stigeadidn. This leads to the next stage
of the circular process of my socially construdtiehtity with depression.

Theme 2: Destigmatization strategies

This theme presents the various destigmatizirajesires that | employ to pass as
normal and avoid exposing my stigmatized depredsiemtity. It appears that achieving
a successful pass in my social interactions isiakfier me and thus these strategies are
equally important.

“How can | disguise this? | don’t want to freakquee out.”

“I must perform ‘normal.”

“All 1 do is worry about how my friends, my famignd even strangers will react

or treat me if they find out.”
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However, there are also moments when | do not\eelieat | can successfully
pass as normal and in those moments, | choosentd awcial interactions to elude
exposure and maintain perceived normalcy. Theagegfies of passing as normal in
interactions and avoiding social interactions desti@te a need to regain control over
myself and my interactions with others. Ironicatlygse attempts to “pass” as normal
seem to provide me with a sense of control | belielost while experiencing depression.
Below, | describe these destigmatizing strategiethér.

“Pass” as normal in social interactions. After kiaowledge the existence of my
depression, | understand that this means thaktihtal the “depression” category, making
depression part of my personal identity. Furtheenas mentioned above, | believe that
my identity is spoiled.

Countless magazines fan out across the table.uAlbbe appear to be about

psychology with their cover pages surrounded bidéen referencing mental

illnesses. The divergent magazine’s title stands®eif. Self surrounded by
mental illness. The irony overwhelms me.

“If they knew, they would think | was weak, wemdd wired improperly,’ |

think.”

These passages demonstrate how | view myself wphedsion as a person with a
spoiled identity. Therefore, | am motivated to mgmany potential stigma that could
arise from interactions with others. There are prumary strategies that emerge in the
narratives to “pass” as normal in social interatticattempts to (1) appear normal and
attempts to (2) behave normal. Attempts to appeanal are defined by my outward

emotions and appearance while attempts to behaweahnclude my outward
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mannerisms, behaviors, and the language | usenvecsations. As mentioned above, |
will discuss how the concept of control correspowdh my attempts to avoid
stigmatization.

Appear normalWhen attempting to “pass” as normal in social iat&ons, |
work to appear normal in my outward emotions angeapance. This is a constant
contemplation | express in my narratives.

“I need to learn to perfect this role (Burke, 194bheed to learn how to look
‘normal.”

“Normal,’ | think to myself. ‘Just pretend.”

Achieving a successful “pass” as normal is impeeatd me as | stress this as a
“need” rather than a simple wish. In addition, theeems to be a thin line between how |
define normal appearance versus abnormal appeardgaenderstanding of normal
stems from comparison of my old self before depoest® my self with depression and
comparison of others to my self with depressioreréfore, my definition of normal
appearance also develops from relentlessly mongathers in order to monitor myself.

“How am | gonna’ cut it among the other studenittg’? going to stick out like a
sore thumb,’ | think as | bite my nails.”

“l scan every student that passes by, taking metiumental notes, ‘How to be
normal: Chapter One.”

“I need to learn how to look ‘normal.”

Eventually, | develop loose guidelines to help mappear normal. For instance,
in the excerpt below, | recognize that being alané secluding myself from others

makes me appear abnormal.
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“What if my depression freaks them out, too? Whaty constant need to be
alone offends them and alienates me?’ | desperaskymyself.”

Being that seclusion appears abnormal, | attemappear normal by
occasionally surrounding myself with people.

“Students seem to surround me as they walk dowbribk paved paths to and
from class.”

“I enter a dimly lit bar with my friends and contia to mimic the role of the high-
spirited enthusiastic friend.”

However, when mistakes are made in my attempppear normal, |
immediately warn myself that | am walking on a vy social line and | seem to
prepare my defenses for imminent stigmatization.

“The bag!" | frantically say to myself. My fingevaap tight as | quickly clench
the small paper pharmacy bag that contains my aptiedssants, the proof of my
depression. Proceed with caution. Discretion aeldi%

“Oh, | had to stop by the pharmacy,’ | say. ‘Whatdkof sandwich is that?’ | ask,
cautiously steering conversation away from myself.”

“I realize Stephanie is in front of me and | thitmkmyself, ‘Oh shit! | hope |
didn’t stare at her for too long. She looks a dittfeaked out. How am | going to cover
that up?”

Even amidst a possible moment of exposure wheati tiof appear normal with an
out of the ordinary pharmacy bag in hand (as | atron any other medications while

living with my roommates), in this instant my mimdmediately flies to another possible
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way of concealing my stigmatized identity. In tlidldwing strategy, | describe means of
mending these faux-paus further.

Behave normaln my attempts to prevent revealing my stigmatidefdression
identity, | attempt to behave normal as well. Behgwnormal is the destigmatizing
strategy that | utilize most. This strategy peam my outward mannerisms, behaviors,
and most often the language | use in conversawathsothers that | interpret as normal.
Behaving normal is different from appearing normahat behaving normal is a more
active strategy and essentially an extension oéappg normal. For instance, if |
decided to wear an oversized hoodie with my unity¢ssname plastered on the front in
an attempt to blend in with other normals, this lddae a strategy of appearing normal.
If a friend approached me and asked if | was okag/td my sluggish demeanor (from
my depression), | would attempt to behave normaddyng, “Oh yeah. I'm just so tired!
| stayed out way too late at a party last nighfsodragging today, you know what |
mean?” This attempt to behave normal mimics myegaion of the normal college
students around me in order to hide my depressienagain, this strategy seems to be
an essential means of feeling in control by avadiny exposure of my stigmatized
depression identity.

“My only defense from stigma is this act.”

“I want to run! No. Jog? No. Walk. Carefully walk,tell myself.”

Behaving normal is a vital means of avoiding ségjzation. | seem to be
extremely aware of my behaviors when in the protyiraf others.

“I enter a dimly lit bar with my friends and contia to mimic the role of the high-

spirited enthusiastic friend.”
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“Hey, what’'s up?’ | say, painting a wide grin acomy face.”

“While searching for a bite to eat, | continue needously managing our
conversation.”

“The pace of my breathing seems to increase andhmybegins to quiver.

‘Don’t cry! | tell myself.”

While moments like the ones above are very comitiane are times when | feel
that my stigmatized depression identity may bedeéak others due to my error. |
immediately attempt to mend my errors by attemptmiehave normal yet again as |
search for the right words to say.

“The haunting moment I've dreaded for all too |dingally appears. Someone
knows about my depression. ‘How am | gonna’ hidelepression after she’s read I'm
on antidepressants,” | woefully think to myself.lféve do | even begin?’

As | rapidly tap my feet against the hard linated frantically rummage my
thoughts for some semblance of an excuse to mendallbssal blunder. ‘Come on, come
on! | tell myself. ‘Think!”

| frantically search for a way to behave normétiaé revealing moment. For
instance, the first passage conveys just how pivtagafor me to maintain the facade of
normalcy as | describe a potentially revealing mohas a dreaded nightmare. The
mistakes | make represent a loss of control foametby trying to mend the revealing
incidents with the destigmatizing strategies, Inse¢e gain back a means of lost control.

“Did | just say that?’ | think to myself. ‘I shouht have said that.”

“An idea finally hits me and | know exactly howctamouflage this faux pas. | tell

myself, ‘Look around! You'’re in a bar. Just say 'yeluzzed.”
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“I muster a simulated snicker and say, ‘Oh yealnh having a blast! Guess |
might have to take a break for a bit from the dsirik

“My roommates left for the weekend to visit onewf friends. My carefully
crafted lie freed me from the trip and once agaimasked my depression from them.”

Success of the pashe next step in the circular process of my sogiall
constructed identity with depression asks whethewob my attempt at passing as normal
is successful. The success of the pass seemanared by my assessment of others
reactions in an interaction. For instance, | evigtlaeir reactions to identify whether or
not the individuals treat me as they did beforad depression or as they would respond
to normal others.

A successful pass is defined by appearing andvoghaormal in my social
interactions. If the pass is successful, | seeootwstruct a sense of control and
satisfaction in my life. Being that depression takway a feeling of control in my life,
these successful passes help me to reestablighirsgfef control lost.

“My roommates left for the weekend to visit onewf friends. My carefully
crafted lie freed me from the trip and once agaimasked my depression from them.”

“That worked!" | tell myself. ‘Now, keep it comifig.

“Oh, | had to stop by the pharmacy,’ | say. ‘Whatdkof sandwich is that?’ | ask,
cautiously steering conversation away from myself.”

Successful passes invite a sense of gratificatyoschieving my goal of passing
as normal. Therefore, my emotions are lifted irséhmoments, even if the contentment is
only temporary. The success is described muclalikeative artistry. Furthermore, other

means of control eventually appear where | am hygpere of my behaviors with
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depression and take note of them to document therence. This seems to help me as it
enables me to experience my depression by allomego step outside myself to view
myself with depression.

“Attempting to regain control, | turn and face themputer monitor to document
this experience. My fingers shake non-stop acies&éyboard as | struggle to capture
this moment. ‘There must be a reason. There hhe treason. | thought | finally had it
under control. How can it be back?’ | ask myselfpatiently pressing for an answer.”

“l scan every student that passes by, taking migtiumental notes, ‘How to be
normal: Chapter One.”

However, while the successful passes provide aesefisontrol, the unsuccessful
passes lead me to feel even more out of controktigohatized.

“As | rapidly tap my feet against the hard linoleuhfrantically rummage my
thoughts for some semblance of an excuse to mendallossal blunder. ‘Come on, come
on! | tell myself. ‘Think!”

"The haunting moment I've dreaded for all too |dingally appears. Someone
knows about my depression. ‘How am | gonna’ hidelepression after she’s read I'm
on antidepressants,’ | woefully think to myselfh&ké do | even begin?”

“Nothing. Not one word. As the words seem to escapgel clear my throat and
notice my arid mouth. My heart sinks and my pukyeaskets.”

“All of a sudden, my picture perfect performansepoiled. My body feels out of

place.”
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“I quickly pluck my coat and belongings from thietken island, storm back to
the sanctuary of my room, and slam my bedroom d&fter | pounce onto my bed, |
recoil under the covers for the remainder of thght”

“Get over it?’ | wonder. The words viciously reHrough my mind. | retreat to
my pint-sized bed to tuck away under the sheetdbandmy head into my pillow to
muffle my violent sobs.”

“All of a sudden, my picture perfect performansespoiled. My body feels out of
place.”

Avoid social interactionsThe second destigmatizing strategy | utilize isidivm
social interactions. There are various ways tl@aiid social interactions in my
narratives. First, in the early narratives of mpmssion | decide to avoid social
interactions until | feel | am fully prepared tdaeahpt to pass as normal.

“Step by step, | continue my diffident dawdle w@ssl | enter the classroom,
keeping my head pointed toward the ground. | nedédarn to perfect this role.”

“Hey, go on over without me. I’'m wrapping up ars&g before class so I'll be a
while. See ya later.”

“Until then, what | need to do is avoid any sodiatleraction. | take a seat in the
closest desk and pull out my notebook and penetctskioodles. | keep telling myself,
‘Don’t look up.”

In these early passages, the decision to avoidlsoteractions is based on my
perceived lack of preparation to pass as norndecide that | will not actively seek out
interactions at this point until | feel | am equgapwith the means and knowledge of

passing as normal.
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After | believe | prepared myself to pass as nortnaugh reflection of my
normal pre-depression self and monitoring of norathérs, there is another way that |
avoid social interactions. As mentioned above, mumehere | fail to achieve a
successful pass often lead me to feel severelgnatiged, but most importantly
vulnerable. In these moments, if | feel that | catreasily repair the flawed pass | often
avoid interaction by isolating myself from others.

“After our conversation, | sneak off to the bathneto get a minute away from it
all. 1 think about how my depression and episodegepersonalization like these that
continue to wreak havoc on my life and worse yetaager my relationships.”

“I quickly pluck my coat and belongings from th&cken island, storm back to
the sanctuary of my room, and slam my bedroom didter | pounce onto my bed, |
recoil under the covers for the remainder of thght”

In these instances, it seems that | am avoidiregastion because of my error in
my pass, but also the avoidance essentially acdg@sn of unintended self-punishment.
| immediately remove myself from a social settimgl @ontinually contemplate how |
failed and how negatively others must view me (thidiscussed further in the final
theme). While successful passes lead me to femhgesof contentment and
accomplishment, unsuccessful passes often lead seiftseclusion and negative self-
talk. The avoidance seems to hinder positive utaeding of my depression identity and
encourage isolation from others, which essentadlgs to the impact of depression.

Finally, the last means of avoiding social intei@ticcurs when | believe that

my current state with depression is too overwhegmmsimply attempt to pass as
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normal. After | feel that | am able to attempt @pas normal again, | give myself
permission to leave solitude.

“Elevator!’ | think to myself as | spy a nearby Bid rush toward the elevator to

hasten my arrival to my office. | need to be aldhgttons run down the side of

the machine, but one stands out above the restmy destination. Fifth floor.

Fifth. Five. Nearly five months without an episodew shattered by this fleeting

moment.”

“Hey, go on over without me. I'm wrapping up anasbefore class so I'll be a
while. See ya later.

“After our conversation, | sneak off to the bathraonget a minute away from it
all.”

“After my brief moment away from the busy bagdve the bathroom and head
back to find my friends.”

“I need to get away! | just want to crawl undeetbovers of my bed and hide
from everyone,’ | think to myself, desperate fditsde.”

“I pull out my hair band and let my hair flow dovaver my face to mask my
startled and confused expression.”

One interesting insight into this reason for soaiaidance is that it seems that |
determine that | am a threat to my own pass at almynin these times, | control the
threats by avoiding interaction altogether.

“I throw myself into my chair, shut the door, adcbwn out my weeping from

others as | quickly turn on music from the smadladqers of the desktop computer.”
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“Sounds of music drown out my hysterical sobbing barricade me from the
threat of others hearing my struggles.”

“I twist the dial on my stereo clockwise to incseathe volume and decrease the
risk of having my neighbors hear me.”

Unfortunately, in moments like these, | determim&t tmy depression is too much
to handle and therefore | am not capable of attelg@at pass at normalcy. Furthermore,
by accepting these episodes as “too intense” | geepiral further into thoughts of
inadequacy and failure rather than reflection okatfywhich leads to the following
theme.

Loss of voiceAfter choosing the destigmatizing strategy of aumjdsocial
interaction, what often follows is a complete lafk/oice. As noted above, through
social avoidance | essentially punish myself foomppasses at normalcy, | label my state
with depression as uncontrollable, thus furthetheginfluence of my depression. In
these moments, | drown out control of my thouginis separate myself from others.
These times do not enable moments of reflectiom myethoughts or feelings to better
understand my depression and emotions. They sidgdignate the current episode as
too intense and not worthy of an attempt at saotakaction. For this reason, | lose voice
by denying myself opportunities to share my expexgein depth with others to
understand my depression.

Additionally, | lose voice by failing to attend toy immediate emotions and
surroundings. By simply dismissing an intense dego® episode as “too much to
handle,” | choose not to handle my feelings altbgeaind bottle myself up and away

from other people. This obviously only furthers #ffects of my depression.
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Theme 3: Looking-glass self

Finally, the third theme identifies in this circularocess of my socially
constructed identity with depression is the lookytass-self (Cooley, 1922). In my
interactions with others, | contemplate how thesparmay evaluate me due to my
appearance and/or my responses. Often, | feebthats are viewing me as abnormal.
This focus on the looking-glass self as being almabteads me to experience feelings of
humiliation- a feeling that Goffman (1956) addedCtmoley’s (1922) concept of the
looking-glass self- due to the belief that | amlorager “normal” and therefore less
acceptable and unsettling in my interactions witiecs. The moment of exposure is
terrifying for me and | fear the resulting humilat as | imagine others view me
negatively.

“The haunting moment I've dreaded for all too ldingally appears. Someone
knows about my depression. “How am | gonna’ hidedegyression after she’s read I'm
on antidepressants,” | woefully think to myself.ti&fe do | even begin?”

However, another emotion results from this lookgtass self. Unlike the social
emotions resulting from the looking-glass self tGabley (1922) and Goffman (1956)
revealed (shame, humiliation, embarrassment, aidé)pthese narratives uncover a
deepened sense of insecurity that adds to the synspdf depression and self-rejection.

“And why does she feel the need to call my medicati? Aren’t | competent
enough? Why is she questioning my credibility eitbrything | say?”

“What if my depression freaks them out, too? Whatyi constant need to be

alone offends them and alienates me?” | desperasikymyself.”



67

Furthermore, after | share my depression with athiéws process of the looking-
glass self seems relentless. With every move | noakieing | say in an interaction |
immediately reflect on how others view me with degsion. Most often, | assume a
negative reaction. For instance, at my first wisithe psychiatrist’s office | assume that
every action or statement the doctor makes isextieflection of her negative view of
me due to my disclosure of depression.

“No. Like | said, I'm not on any medications righw so that’'s not a number |
use that often,’ | retort, a little irritated.”

“As she calls the pharmacy, | sit in the tiny chaiulling over this experience.
My blood seems to be boiling.”

“I can’t help but think to myself, ‘What was it altane that led her to treat me
like this or is this typical for every patient? Whaid | become a blithering idiot? And
why does she feel the need to call my medicatidiren’t | competent enough? Why is
she questioning my credibility with everything y®a

In these examples, | believe that the doctor vieesas irresponsible and
incompetent all because of my depression. | dseein to take into account that her
behaviors and responses are related to her oderakanor or attitude, but | believe that

these responses are all related to my disclosudemiession



CHAPTER 5: CONCLUSION

This study utilizes narrative autoethnography dradrtatic analysis to understand
my experience with depression by identifying how idsntity is constructed in the
context of depression. My analysis unveils theigate process of my socially
constructed identity with depression and extendaditional concepts of Goffman (1963)
and Cooley (1922).

To further explain the study’s findings, a modekveaeated to illustrate this circular
process of identity construction. The first themd anitial starting point to this model of
my socially constructed identity is my imaginedntt where | imagine how others
would view me with depression in future interactiqmior to ever revealing my
depression. This theme extends Cooley’s (1922)equinaf the looking-glass self as this
imagined identity does not occur in a social intéaa, but in my imagined potential
future interactions. This stage of the model dlyecenters on my ego identity and
personal identity. The second theme is destignmagigirategies which consists of two
main strategies and their subthemes. The firstegjyas passing as normal in a social
interaction. This strategy highlights a focus on sogial identity as well as my personal
and ego identity as | place myself in social intcns and attempt to appear and behave
as normal, non-depressed people do based on mgppierts. After | attempt to pass, |
decide whether or not the pass was successfulhveiiectly affects my looking-glass

self in my interactions with others (my third thémghe second destigmatizing strategy
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is avoiding social interaction. In this strateggpl to avoid interacting with others which
ultimately leads me to lose my voice. Finally, thisategy and its subtheme also
influence the third theme of my looking-glass self.

This study demonstrates that identity constructuth depression is not a simple
process. The theoretical framework of social carc$tonism provides a necessary means
of examining my identity construction as the comstion centered on constant
comparison of my new depressed self to others andldiself and developed through
repeated passes in a circular process of my owlnai@n. My identity with depression
is socially constructed as my narratives revedlltbanstruct myself as my own
prosecutor, defendant, and judge making my saaciatactions very complex being that
in encounters | monitor myself, evaluate otherspanses, and blame or defend myself.
It seems that my interactions lead me to constaw#juate others’ imminent responses,
their actual responses, and my own self.

Most importantly, by attempting to pass as norrhptpvide myself with a means
of control that often leads me to feel contentmieswiccessful and with each successful
pass | continue to put myself in other social iatéions. Therefore, my attempts to gain
control by passing place me in social situationengh am more likely to feel content
and eventually feel normal once more by acceptigglapression. This study reveals
that my attempts at passing as normal essentiadligle me to seek out social interactions
which may help me to feel accepted and less lit@lyontinually self-stigmatize myself
with depression. Overall, attempts to gain corfigopassing construct a broader
understanding of my depression as manageable. foheras the successful pass leads

me to view my depression as manageable, | alsmbegionstruct a more positive image
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of myself and my identity with depression. It sediret my assessment of the pass in
social interactions directly influences the constian of my identity with depression. For
instance, when | deem my attempt at passing atuaefal often begin to believe that |
maintain a spoiled identity and will be stigmatiz&tis also leads me to stigmatize
myself further and avoid socialization which ditgeeflects my looking-glass self
(Cooley, 1922) and my imagined identity. In conaduas this thesis extends and
complexifies Goffman’s identity theory in sevenalgortant ways: it teases out the
concept from within—from the point of view of thenson; it contextualizes it within a
stigmatizing condition; it illustrates how identig/not only interpersonally constructed
but is also intrapersonally constructed; it illas&éss how identity is fluid and transformed.
This thesis is significant because it provides epdavestigation into the interpersonal
and intrapersonal dynamics of depression withindikeipline of communication studies.
Furthermore, this study highlights one depressdiyidual’s social process of passing
and adds a rich examination of identity flux witkpdession.

The method used in this thesis has several advesittagamely, that narrative
autoethnography enabled a thorough critique of eprelssed self in a social context
through the writing of my narratives and the anialyldowever, while the qualitative
research method of narrative autoethnography duasie an in-depth examination of
one experience of identity construction with depi@s, it is important to note that the
resulting themes cannot be generalized to the ptipal However, this study does
provide a deeper understanding of identity consitvta@and depression within the

discipline of communication studies. Added reseanalepression and identity
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construction is necessary for the discipline of oamication studies and this study
provides a poignant starting point for such schplexamination.

This study paves the way for a thorough examinatfashepression and
communication. First, as this thesis includes a@hotimy socially constructed identity
in the context of depression, it begs the quesiidmow this model differs from a model
demonstrating how non-depressed persons consteictidentities, specifically one such
as Eisenberg’s (2001) model. Given the findingghdf study, | propose that this model
differs from Eisenberg’s (2001) model in a senssaderity. This study’s model suggests
that as a depressed person, | fixated stronglyeinterpersonal element amidst my
identity construction. While Eisenberg’s (2001) rabdoes highlight this interpersonal
element, it does not seem to consider this asriheapy motivator in constructing
identity. This study’s findings suggest that thierpersonal element- “the rules, values,
and patterns of behavior that define intimate retet’ (Eisenberg, 2001, p. 543)- is the
predominant motivator for identity constructiontive context of depression.
Furthermore, while Eisenberg’s (2001) model coss$tvarious elements that happen to
equally influence identity construction in no pauiar order, this study’s model
demonstrates a cyclical process.

A second point of consideration in this study is tontext of social
constructionism and depression to understand Hovew what | was experiencing was
depression. Early on in my depression narrativegritioned feeling overwhelmingly
sad for long periods of time- a sadness that Ifer experienced before. At this stage |
my life, | had no prior knowledge of any family mbers that had depression, and yet |

quickly labeled my experience as depression witlkewet consulting family, friends, or
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physicians. So how did | construct my early experés as depression? While the cause
of my depression may not have been within the sobples study, my construction of
depression should be considered for further stupsopose that cultural influences such
as television shows and other forms of media ma Iptayed a role in how | defined
those early encounters as depression. Furthermdgejuite possible that | recalled a
loose understanding and definition of depressiomfold textbooks for health classes in
high school and middle school. Further studies shmflect on the potential broader
influences that may influence this depression cantibn and identification.

Finally, this study contributes to scholarship wtthfindings. There is a dearth of
communication scholarship that examines the progksientity construction in the
context of depression. While other disciplines hstuglied this identity process,
communication studies are limited. This study edtedlassic concepts of Goffman’s
(1963) identity theory and demonstrates how malkegtentity is as it’s influenced by
interpersonal and intrapersonal constructs. Thiditig is significant especially for its
practical implications in field of health care. kostance, as this study demonstrates how
equally critical interpersonal and intrapersonalamters are for depressed persons, both
types of encounters should be thoroughly examimeldcansidered when diagnosing,
treating, and even reaching out to potentially deped persons.

Additionally, this study’s focus on depression aednmunication also brings
attention to the existing issue of depression sighinere is no doubt that depression
stigma has been a point of popular scholarly stndke field of communication studies
for countless years. However, over the past 50sydlais concept may have transformed

slightly since Goffman’s (1963) early concentratmmnmental health issues and stigma. |
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suggest that while depression stigma continuesdiole in our society, depression itself
is viewed differently in that now, it may be consied a curable disease. At this present
time, we are constantly exposed to discussiongpfession, whether it be via television
commercials, radio advertisements, movie chargaber®adside billboards. Unlike 50
years ago, it seems that public discussions ofedspyn are much more acceptable.
However, there also seems to be a downside. tissiple that the continual coverage of
depression constructs an understanding of depreasia disease that is undoubtedly
curable if depressed persons simply take the mioisaaired on commercials. For this
reason, depression stigma has changed in that Witisdepression who do not take the
“necessary” means to cure their depression or@reeing cured are now constructed as
lazy or not trying hard enough. This may lead tmmplete lack of empathy and
understanding for depressed persons. Further stetauld further examine this

potential transformation of depression stigma.
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