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Abstract: The aim of the project was to conduct an exploratory historical-sociological analysis of the way in
which adult men and women suffering from depressiveness presented themselves when seeking help at a
Dutch outpatient clinic for psychoanalytic therapy. A figurational-sociological approach was combined
with concepts taken from symbolic interactionism. A total of 108 assessment reports written by
psychoanalysts between 1950 and 2000 were subjected to a content analysis. This resulted in the
development of three types of self-presentation strategies, It is concluded that the posture clients more or
less consciously choose is not only determined by their individual character traits and early problematic life
experiences, but also by their partner in conversation, the interactional situation, their relative power
position, gender script and the broader social-normative context.
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Introduction
People usually want to make a favourable impression on their conversation partners, at least if they attach
importance to their opinion of themselves. This ‘favourableness’ does not necessarily means ‘at their best’, but
suitable for that specific situation and according to their intentions (Goffman 1990). For people with a limited
feeling of self-esteem, for example, if they suffer from a mild or severe form of depression, a flattering self-
presentation is not self-evident. This is even more the case if they ask for help from a psychotherapist, with
whom they have to construct a ‘fragmented negative biography’ during the intake (De Swaan et al. 1979). In
this article we explore the way in which depressive clients present themselves when scrutinised for their
aptitude for psychoanalytic treatment and the possible gender-related changes that took place in those self-
presentations between 1950 and 2000.During the second half of the twentieth century many changes took
place in Dutch society and in the domain of mental health services. Traditional hierarchical relationships,
such as those between men and women, or doctor and patient, became more evenly balanced (De Vries, 2000;
Wouters, 2007), and gender roles became less traditional (Grunell 2012; Keuzenkamp & Oudhof 2000).
Fluctuations in the post-war welfare state initially brought widening and subsequently reduced access to
mental health services. Riding the wave of this development and due to a complex mix of other deep
structural factors like secularisation, increasing educational level, urbanisation and individualisation, more
people came to see their troubles in life as problems about which to consult a psychotherapist (Brinkgreve
1984; De Swaan 1990a; Netherlands Institute for Social Research 1998). Clients became more acquainted
with this psychotherapeutic domain through their own or others’ experiences, and better informed about
what to expect there: in a word coined by De Swaan, clients became more proto-professionalised (De Swaan
et al. 1979; 1990a). Lay opinions of depression changed during this period from a very serious mental illness
bordering on madness to a biochemical imbalance in the brain, supposedly easily curable with pills (Pieters,
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Te Hennepe & De Lange 2002; Dehue 2008; Westerbeek 2010). Among the lay public as well as in the
academic world, psychoanalysis at first gained some popularity and then lost it (Bos 2001; Schalkwijk 2006;
Stroeken 1997). In the 1950s Dutch general practitioners seldom diagnosed their patients as depressive – only
when they deemed them to be in serious danger of suicide or psychosis (Pieters et al. 2002) – while nowadays
the yearly prevalence of patients diagnosed by a GP with a depressive disorder is between ten and fifteen in a
thousand (Romeijnders et al. 2006). Important changes also took place also among professional
psychoanalysts: in the 1970s a strict Freudian vision made room for a more relational vision on psychological
development, as well as on the way clients should be approached during clinical assessment (Gomperts 2001;
2002; Wille 2001). Against this changing background, a higher-educated clientele asked for help at a Dutch
outpatient clinic for psychoanalytic treatment (Akkermans 2006; Brinkgreve et al. 1979). A homogenous
selection of them, all complaining about the same kind of depressiveness, could be studied here indirectly.

The aim of the present study is to gain insight into the self-presentation strategies of depressed clients during
clinical assessment interviews that took place in the second half of the twentieth century in a Dutch
institution for outpatient psychoanalytic care. The research question is: What descriptions do clients with
depressive symptoms give of their self-image, as represented in the assessment reports of the psychoanalysts?
Can changes in the course of time and gender patterns be observed here? And if so, how can these be
understood?

Depression, self and gender

The depression looked at in this study is not the severe, clinical depression that makes any social functioning
nearly impossible. Only a milder yet chronic depression is meant here, which considerably burdens these
people’s lives, but still allows them to work and study, albeit on a lower key: dysthymia, to use the
terminology of the current DSM-IV. Dysthymia is rather pliable in daily life, as people are able to mask their
problems for a long time as burn-out or exhaustion. Although current knowledge cannot say anything with
certainty about the causes of depression, there is growing consensus that biological, psychological and social
factors all play a role (Beck & Alford 2009). In this paper, the focus lies mainly on the social element, more
precisely on the communication processes about self and depression.

By self (or identity, character) we refer to the awareness of one’s own place in the social world. This self is
closely connected with what others think of it (Goffman 1990; Holstein and Gubrium 2000). People have a
reflective capacity to think about themselves as subject and as object, a vision that goes back to Mead’s
originally theory of mind, self and society published in 1934 (Mead, 1974). Depressed persons experience an
incapacity of their will, thinking and feeling – in sum, of their self. They feel rejected and worthy of rejection,
even though this self-image seems to be subject to constant revisions (Karp 1996; Metzl 2003; Westerbeek &
Mutsaers 2008). According to the DSM-IV, low self-esteem is one of the core symptoms of dysthymia and of
major depressive episodes.

The way in which people express emotions is one of the most important modes to display their female or male
identity (Sheilds 2002). Given the fact that depression takes place largely in the domain of feelings (like
gloominess, sorrow, taking no pleasure in anything anymore, hopelessness, despair, loathing and often fear
too), this makes it a strongly gender-loaded subject. Western culture has no unambiguous gender scripts for
expressing emotions. Fisher (2000) and Sheilds (2002) find that women are more allowed to express their
emotions than men, and men must be more self-constrained. Women are ascribed the more positive feelings
of being caring, whereas men can express aggression more openly. With regard to sadness, it is found that
among the general population in the United States women mention this more frequently than men (Simon &
Nath 2004), a finding consistent with the vast literature on gender and depression (Boughton & Street 2007;
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Piccinelly & Wilkinson 2000). Men are still expected to curb their despair and sorrow (Addis 2008; Addis &
Mahalik 2003), although this is less the case among the highly educated cultural elite than in circles where a
macho culture reigns, like the soccer world (Westerbeek & Mutsaers 2008; Wolpert 2001). However, most
authors emphasise it is the specific social context which determines if and how one measures up to these
gender script standards. Meta-analytical research also confirms that many gender differences can indeed be
manipulated in terms of size and even direction by altering the context of the experiment (Hyde 2005).

In this study, depression, self and gender are considered as interrelated social constructs that are constituted
in the context of countless small interactional situations. One of those microsituations, the psychoanalytic
clinical assessment interview, is the subject of analysis here.

No elaborated theoretical framework is available for this research. From the symbolic interactionist vision on
strategic impression management (Collins 2004; Goffman, 1990; Scheff 1994) we borrowed key concepts like
self-presentation and the definition of a situation. Since more modern interpretations of Goffman’s ideas
stress that they are not as voluntaristic as initially seen, and that in his perspective the system is always part of
the microsituation (Collins 2004; Lehmert & Branaman 2008; Scheff 2006), we can embed this symbolic
interactional perspective in the more general figurational sociology of Elias (1978; 2000) and, among others,
Wouters (2007). Where Elias described a gradual process from the thirteenth century to 1850 in Western
Europe in which a more equitable and encompassing self-control became disseminated in the social habitus
of all social classes, Wouters points to informalising tendencies in the twentieth century, especially in the
1960s. Informalisation, also described as a ‘controlled decontrolling of emotional controls’ (Wouters 2007:
93) cannot be seen as a contradiction of Elias’s theory of the civilising process. On the contrary,
informalisation requires, ‘a self-regulation that is more highly controlled as well as more reflexive and
flexible’, and comes to the fore in periods of democratisation and growing social integration, which presses
both parties to a subtler navigation in social relations (Wouters 2007: 93).

In figurational sociology, human actors are seen as thoroughly social, social situations as ever-changing
formations of mutually interdependent human beings, and emotions as emanating from the way people are
bound to live with each other. It is no coincidence that Elias, Wouters as well as Goffman, Scheff and Collins
stress the fundamental importance of social emotions like shame and embarrassment for sustaining social
reality. Above all, figurational sociology commits us to add a processual dimension to the snapshot approach
of the symbolic interactionists. The figuration studied here is the psychoanalytic assessment interview during
the second half of the twentieth century in the Netherlands.

Client-therapist interviews

Not much empirical research has been conducted into self-presentation in a therapeutic setting, especially
taking possible gender influences into consideration. One of the first to do this is Wodak. Based on
transcriptions of group therapy sessions, she concludes that men report their problems more briefly and in a
business-like fashion, while women place their problems more in the context of their life history: ‘Women
relate, men report’ (Wodak 1981).

In a retrospective article, Scheff (2001) looks back upon his earlier observations of 1965 during intake
interviews with seventy elderly working-class men diagnosed with depression in a mental hospital near
London. He had noticed these men put all the blame on themselves and spoke in low voices, stammering,
without making eye contact. Only momentarily did they show more aliveness when asked for their activities
during World War II, a period in which these old men had felt they belonged to a community. Years later,
Scheff came to relate this observation to these men’s daily lives, within which they lacked a secure bond, and
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to the social distance with the psychiatrist they spoke to. Scheff now supposes these men were deeply
ashamed for most of the interview. Although his observations exclusively regarded men, Scheff does not
elaborate on a possible gender issue here and seems to interpret his findings more in terms of class
inequalities.

A more theoretical contribution comes from Friedlander and Schwartz (1985), social psychologists inspired by
Goffman. They developed a taxonomy of self-presentation strategies in the context of a counselling situation,
albeit without paying attention to gender. They distinguish five self-presentation strategies of clients: a
defensive or protective one, in which clients try to avoid the disapproval of the therapist (for instance, by
giving apologies or justifications, by presenting themselves as inefficient in the hope of gaining sympathy);
and four assertive ones, along gradually increasing lines from engaging to self-promotion and even
intimidation.

Based on this taxonomy, Schütz et al. (1997) and Kelly (1996; 2000) describe self-presentation strategies
during therapy and intake respectively. In their observations, the ambivalence of clients’ presentation
strategies comes to the fore. Clients do not know exactly how they will be evaluated, and navigate between
fear of being seen as a poseur or as a hopeless case, switching between protective and assertive strategies.
Further, moderately depressed clients present themselves as more depressed than they deem typical of
themselves (Kelly 2000: 477, also found earlier by Paykel & Norton 1986). However, clients are also anxious
about evoking too negative an image about themselves, as labels like narcissistic, borderline and psychotic are
feared. Kelly concludes that clients want to be seen ‘as good people who are bravely struggling with some
problems’ (Kelly 2000: 476). As mentioned already, women seem to have a different presentation style than
men in group psychotherapy (Wodak 1981), which in the context of medical interaction has been confirmed
over and over again (Meeuwesen, Schaap & Van der Staak 1991; Roter & Hall 2006).

In conclusion, there are solid grounds to presume that clients manipulate the impression they make on their
psychotherapist, consciously or not, even during intake interviews. They try to present themselves as persons
who need help, with an outpatient clinic as the right setting. Two additional aspects need to be given
attention: the cross-sectional nature of most studies so far, due to which they lack a perspective on any
changes in self-presentation strategies over time; and the gender issue, which has hardly been explored in
relation to self-presentation in a therapeutic context thus far.

Methods

Selection sample

We had the opportunity to study parts of the clinical records from the archives of the Netherlands
Psychoanalytic Institute (NPI), which date from 1946 to the present. To assure a comparable and
homogeneous selection, only those files were requested in which clients presented one or more depressive
symptoms at the first interview. These files had to be evenly spread over the examined fifty years, and by the
sex of both the client and the analyst conducting the talks. These files had to contain reports of the first intake
interview as well as of the next three or four clinical assessment conversations, so we only investigated files
from clients accepted for further psychoanalytic assessment. Out of their original 24,000 records, the NPI
kept roughly 3600 anonymous files for purposes of scientific research. NPI staff collected 118 records from
this corpus (1954 to 2000; 59 male and 59 female clients, quota sample), of which 108 (53 males and 55
females) were analysed for this article. The remaining ten files (six males, four females) contained no
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information about clients’ self-image – either it wasn’t mentioned at all or the client could not answer the
questions about this subject. The assessment reports were intended to find out whether clients were suitable
for psychoanalytic treatment and should result in a personality diagnosis as well as a treatment indication. To
this end, mostly three or four conversations and a psychological assessment were necessary, as well as a staff
meeting. The reports of these intake and assessment consultations contained an elaborate description of the
symptoms, life history, current functioning and self-image of the client, supplemented with more subjective
impressions by the psychoanalyst. For ethical reasons all further personal identifiers in the quotations in this
article have been removed or disguised, so the clients described are not recognisable.

The clients whose documents we could study were on average 29 years old, half of them were single (men as
well as women), and had finished higher education (or were qualifying for it), a level which increased over
time. About 30 per cent of them were students at higher vocational schools or universities, and over time an
increasing percentage had a job at academic level. Their depressive symptoms could be typified
predominantly as milder but chronic depression – dysthymic disorder, as it has been called since 1990 when
the NPI was obliged to adopt the DSM-III and subsequent versions. About 70 per cent of the clients from the
1990s had had psychotherapy before, compared to 36 per cent in the 1950s. In the 1980s and 1990s about 20
per cent of the clients themselves were psychotherapists, clinical psychologists or psychiatrists-in-training.

The setting

The assessment interviews took place in the consultation rooms of analysts associated with the NPI, at home
or at the institute. Clients and therapists sat facing each other, and each interview lasted about 45 minutes.
This setting as well as the subjects discussed remained unchanged for the fifty years over which information
was collected.

The NPI, with locations in two larger Dutch towns, found its clientele among higher educated (upper) middle-
class men and women in their twenties to forties. From 1965 to 1980 the Institute grew rapidly thanks to
collective benefits. Since then it has become increasingly restricted by government and health care demands.
Not much is known about the clients that were assessed here for their suitability for psychoanalytic treatment,
but this is a relatively verbally apt and introspective selection of their general clientele. The psychoanalysts at
this institute gradually became more trained as clinical psychologists and less as ‘nerve doctors’, and more of
them were females. Compared to other Western countries, they left behind the traditional Freudian drive
theory rather late, but from the 1970s onwards, a more relational vision of the early psychological
development predominated. The assessment procedure became more formally reported, though its purpose
remained unchanged during those fifty years (Westerbeek 2010).

In the eyes of analysts: validity

The data consisted of reports written afterwards by one of the two parties in those interviews: the assessing
psychoanalysts. We did not have the opportunity to study the actual course of the conversation and have had
to refer to the interpretations of the analysts. When preparing their report, psychoanalysts were bound to the
logic of their therapeutic tradition and to the aim of the assessment procedure. In addition, by means of their
report they wanted to present themselves to their colleagues as good observers and capable interpreters.

What psychoanalysts reported about their clients will not be untrue, yet it is certainly a selection of what they
deemed worth mentioning. Thus, this research cannot study clients’ self-image or the image they have of their
analysts. It is, however, possible to trace the specific self-image clients displayed when they were scrutinised
for psychoanalytic treatment, as written down by the analysts that assessed them.
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Analysis

The hard copies of the clinical records were converted into digital Word documents and imported into
software for qualitative content analysis (MaxQDA). Based on grounded theory (Glaser & Strauss 1967) as
well as on critical discourse analysis (Titscher, Meyer, Wodak & Vetter 2002), the reasoning method was
inductive as well as deductive. Spiralling back and forth between empirical observations and existing scientific
knowledge, our method could best be identified as abductive (Scheff 1994). To support the qualitative
findings a descriptive quantitative analysis was conducted. Effects of time and gender were checked by Chi-
quadrants.

During the qualitative coding process, all self-images were labelled and categorised according to the
mentioning of negative and/or positive character qualities. And this resulted in a three-part typology of self-
presentation strategies. To find out whether the coding meets the reliability requirements, inter-rater
reliability was assessed. Of all the files, 6 per cent (8 reports) were coded by two researchers independently;
the percentage of agreement was 75 per cent, which can be considered as satisfactory to good.

Operationalisation of self-presentation

At the beginning of the assessment interviews all clients were presented with the following, identical
questions: ‘How would you describe your character? How would an imaginary good friend do this, and how
would an imaginary enemy?’ The answers to these questions provided the data for this analysis of self-
presentation. The relatively short text fragments enclosing the answer to these questions are always clearly
identified in the records with the heading ‘Self-image’ and contain mostly a succinct answer of several
sentences, up to half a page of text. In contrast to the rest of the report, the answer was recorded as a literal
quotation remarkably often. Despite being co-constructions, these text fragments could be seen roughly as a
selective yet fairly good representation of what clients answered.

When answering these questions, clients almost always described their own character in more than one or
two qualities – sometimes five or six. These qualities of character have been organised into 22 main
categories, which are shown in Table 1.

Table 1. Self-presentation: character qualities

Aggressive irritated, moody, grumpy, (self-)critical, nasty, hard, cold, impassive, blunt, jealous,
sarcastic, cynical

Arrogant haughty, hoity-toity

Cheerful alert, energetic

Closed keeps things inside, introvert, socially isolated, socially passive, avoids contact, loner

Depressive feeling inferior, pessimistic, slow, no energy, inhibited in the development of talents,
gloomy, dispirited, down, empty inside, cannot enjoy, worries

False artificial, finicky

Fearful afraid, stressed, inhibited, nervous, insecure, unstable, vulnerable, shy, cramped-up,
sub-assertive, too nice

Forceful authoritarian, dominant, demanding

Hesitating has doubts

Idle lazy, indolent

Needs attention egocentric, wants to be the centre of attention, needs a lot of attention
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Oversensitive lightly touched, too emotional

Professional
qualities

ambitious, aspiring, driven, absorbed in work, well-organised, can give good leadership,
dutiful, perfectionist, independent, resolute

Restless agitated

Self-willed stubborn, recalcitrant, being contrary

Sensation-seeker seeks risks and thrills

Social empathic, caring, sensitive, open-minded, someone to talk to, interested in those around
him/her, good listener, people say I am friendly, kind, pleasant, responsive

Suspicious distrustful

Talented multiple interests, artistic, musical, sense of humour, self-mockery, intelligent, thinker,
skilful

Unreliable impulsive, shifty

Virtuous polite, reliable, serious, loyal, feeling of responsibility, feeling of justice, tolerant,
unprejudiced, peace-loving, upright

Other

Findings

General image

The passages about self-image were fairly short, but the average length decreased over the course of time,
from 160 to 110 words. Male analysts provided shorter material than their female colleagues (average 112
words compared to 176), especially when describing male clients (F = 4.656 with p ≤ 0.01): men produce
conciseness with each other, a fact that is also known from medical consultations (Meeuwesen et al. 1991). For
male and female clients, largely the same character qualities were reported, with depressed and anxious
forming a stable core and being mentioned most. Given the selection of the documents, this of course could be
expected, but it also corresponds with the fact that anxiety and depression are often co-morbidities (Moffitt et
al. 2007; Sanderson, Beck & Beck 1990).

The other traits were, in order of frequency: aggressive, social, talented, closed, professional, virtuous and
oversensitive. Smaller gender differences were found though: women mentioned more traits and over time
changed more in their self-portrayal than men. The oversensitivity traditionally ascribed to women dropped
visibly in the course of time (Chi  =13.691, p ≤ 0.01; Cramèr’s V = 0.48), while women’s newly acquired
possibility of professional qualities has come to the fore more strongly since the 1970s (Chi  = 12.411, p ≤
0,05; Cramèr’s V = 0.50). Men changed less and had a more diplomatic and restricted self-presentation: they
almost always combined favourable and unfavourable qualities, and mentioned fewer of them. In the context
of a psychoanalytic assessment interview, women appeared to be able to list more aspects of themselves, and
in subsequent decades showed themselves from a more strongly positioned positive side than men.

Typology of self-presentation strategies

The way these clients struggling with gloominess presented themselves during assessment could be described
in a typology. Three different and mutually exclusive types of self-presentation strategy became apparent that
cover all character descriptions: a self-blaming, a self-relativising and a self-respecting strategy. In a self-

2

2
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blaming strategy clients – at least as represented by the analysts – gave a completely negative picture of their
own character. Even from the perspective of a good friend, they were unable to bring any positive qualities to
the fore. The two other strategies contained positive as well as negative qualities, but in the self-relativising
strategy this self-image was presented as a highly pliable one, depending on either the social situation or the
mental condition the clients were in. It happens that because of their depression they were confronted with
changes in their self-image and feelings about self, and said they no longer know exactly who they ‘really’
were. In the self-respecting strategy, by contrast, clients described themselves as having a stable character in
which both favourable and unfavourable qualities had a place.

The three strategies have been present in every decade, but were not distributed evenly over time. The self-
blaming strategy was present mainly in the 1950s and then dropped down and stayed low. The self-
relativising strategy gradually increased until the 1980s, before dropping sharply. The self-respecting strategy
was the most common one and remained constant for a long time, but its use strongly increased in the 1990s.
The trend of the overall changes was nearly significant (p = 0.09), but weak (Cramèr’s V =0.25).

[/h/humfig/images/11217607.0003.102-00000001.jpg]

Figure 1. Self-presentation strategies over a fifty-year period (N = 108)

Chi  = 13.871; p = 0.09; Cramèr’s V = 0.25

In these types, the gender ratios were divergent: the self-blaming strategy occurred more in women, the self-
relativising about the same in both sexes, and the self-respecting was used slightly more by men.
Nevertheless, these differences were not significant (Chi  = 2.432; p = 0.30; Cramèr’s V = 0.15). If we look at
the changes by time period for each sex separately, the differences are noticeable. The changes women
showed in their self-presentation strategies are significant and moderately strong (Chi  = 19.389 with p =
0.01; Cramèr’s V = 0.42). They left behind the self-blaming strategy and came to present themselves gradually
in a self-respecting way. Men did not vary that much in the way they showed themselves in this context (Chi
= 3.696, p = 0.88; Cramèr’s V = 0.19); they almost never displayed themselves as wholly negative and always
preferred a more self-appreciating posture.
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Figure 2. Self-presentation strategies: Females over a fifty-year period (N = 55)

Chi  = 19.389; p = 0.01; Cramèr's V = 0.42

[/h/humfig/images/11217607.0003.102-00000003.jpg]

Figure 3. Self-presentation strategies: Males over a fifty-year period (N = 53)

Chi  = 3.696; p = 0.88; Cramèr's V = 0.19

The self-blaming strategy

People visiting a psychoanalysis clinic for help may have problems with those around them or with tasks they
have to accomplish, but they mainly experience problems with themselves. For different problems they would
have been referred to other professionals at an earlier stage already (De Swaan 1990b). This also appeared in
the self-descriptions. No one gave a wholly positive picture of their own character, but in 21 per cent of the
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records an entirely negative image was given (N = 23; 15 women and 8 men). Such self-presentations were
classified as self-blaming. For example:

Very nervous, I always feel incredibly stressed, very insecure, very sensitive, maybe too much, at
times. I always try to give people an outward impression that’s as good as possible. Imaginary
friend: I am always very closed, I can be very grumpy, I get suddenly angry for no actual reason,
a very bad humour. I don’t believe others will figure me out right away, I never show anything of
myself. Imaginary enemy: He can of course bring all those points against me. (Fm 1957) [1] [#N1]

This was primarily a strategy of women in the 1950s; afterwards, and among men in general, it became much
less common. These people presented themselves as modest, if not inferior, but not as victims. In fact, they
took all the blame upon themselves: it all was because of their grumpy, oversensitive, forced, egoistic, gloomy,
doubting and introverted character. In the literature this is called a protective strategy, and is used mainly by
persons with a low self-image. They do this out of fear that later in the contact with their therapist they will
fall short (Friedlander & Schwartz,1985; Schütz 1988). It may be possible to qualify this attitude as a strategy
prompted by shame (Scheff 2000; 2001). People who speak about themselves in this way feel inferior in their
core, because they fear being rejected by someone whose judgment is important – in this study the analyst
they are talking with and who is assessing them. For the most part, this shame was disavowed and
unacknowledged, but manifested itself in things like stammering, a defeated look, blushing, sweating, feeling
paralysed. Analysts described the postures of these particular clients elsewhere in the report as follows:

fending off, speaks in a self-mocking, reflective distanced way about himself as if it was a
stranger. Anticipates disappointment, must constantly keep up appearances. (Ff 58)

Or:

Blushing patient, hesitating attitude, avoids eye contact and stays vague. Gloomy, reserved man
who is anxiously resisting the assessment. (Mm 90)

This is typical of a situation in which people feel handed over to the presumed evil glance of important others:
shame is social pain (Goudsblom 2007). In the 1950s, women risked social disapproval when they asked for
attention for their incapacity to meet the normal expectations of cheerful servitude to parents, husband and
children. Their exhaustion, apathy, disappointment and crying fits were held against them by their parents
and husbands, as well as by themselves. The emancipation movement of women, patients and other less
privileged groups had yet to come. To make things worse, at that time in the Netherlands there was a major
taboo about getting help for psychological problems. Very few people did that, one had less personal
knowledge of who to go to with such problems and seldom learned about these things from others.
Depression was a frightening diagnosis at the time, one that people did not face easily (Pieters et al. 2002).
Psychoanalysts, for their part, did not go out of their way to make clients feel at ease during those assessment
interviews, reflecting the common, more hierarchic doctor-patient relationship of those times. In such a
situation it is not surprising that it is mainly women that were so ashamed of asking for help and embarrassed
by the intimate subjects that came up; who were so afraid of a disapproving judgment, of being seen as a fake
or ungrateful, that, out of precaution, they described their own character exclusively in negative terms.
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The description of one’s own character tended not to be as one-sidedly negative as in the previous strategy. In
the majority of the records studied (79 per cent; N = 85), a more nuanced or balanced picture comes to the
fore. Aside from the self-blaming strategy, two other types were distinguished: the self-relativising (30 per
cent) and the self-respecting strategy (49 per cent). The difference lies in the static or non-static picture that is
given of one’s own character.

The self-relativising strategy

In the case of a changeable picture, this was typified as a self-relativising strategy: people put into perspective
the impression they make on others, indicating that it is just appearances, can be strongly influenced, or does
not correspond with how they ‘used’ to be. For example:

Right now? People can’t figure me out easily, I’m closed, withdrawn behind daily manners,
somewhat difficult to make contact with, for the rest friendly I think. Imaginary friend: Would
probably care a lot about me because he knows me, he would know that I’m much less tough
than I seem, and also knows that I’m reliable nonetheless. (Mf 74)

The self-relativising strategy was described in 30 per cent of the records, nearly as often by male as by female
clients (N = 33; 16 men and 17 women). Those who presented themselves in this way indicated that they
wrestled with questions about their character, and displayed an almost Goffmanian realisation of the social
suggestibility of what they could show to others. This could contain a warning to the therapists who were
examining them: ‘Watch out, this is just a momentary or circumstantial take’. At the same time, they gave a
layered self-image: under the surface still hides a more vulnerable self that doesn’t reveal itself so easily or is
entirely covered by the depressive self. This strategy, however, mostly showed the capacity of clients to think
about themselves in the interview situation in a more reflexive way, without falling into moral disapproval as
is the case with the self-blaming strategy. These clients were able to put themselves into perspective – a
strategy not found in the literature.

It is not a coincidence that this strategy comes up mainly in the 1970s and 1980s, when a broad emancipation
process had taken place that empowered, among others, women and mental patients, enabling them to
present themselves in subtler tones (Wouters 2007). The attitude of psychoanalysts in the assessment
interviews became more empathic (Gomperts 2002); the taboo against going to a psychotherapist waned
under the influence of anti-psychiatry (Pieters et al. 2002), and the financial threshold was drastically
lowered thanks to collective health care insurance (Brinkgreve 1984; Netherlands Institute for Social
Research 1998). Clients did not have to feel as ashamed as before.

The self-respecting strategy

In this strategy self-images of a more constant identity were described, and next to problematic character
traits, there was also space for positive ones. This was the most commonly used strategy (49 per cent, N = 52;
24 V and 28 M), which for a long time remained at a constant level, but greatly increased in the 1990s,
especially among women. Men had always presented themselves more in this way and over time of the years
changed less than women in this respect. For instance:

Always difficult to describe yourself: humorous, wide interests in contrast to my father, I have
even fixed my bicycle and car, I am not too hot-headed but can have a temper [...] I am easily
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distracted. Imaginary friend: Sometimes rather reserved, at other moments outspoken, without
directly becoming hateful even if I am, you see; insecure, without solid reasons. Imaginary
enemy: That I am too proud, suspicious, I may have been naïve in the past when giving
confidence. (Mm 57)

In the literature such a strategy is described as ingratiating – ‘trying to look good by presenting a favourable
image’ (Schütz 1988: 614-615; Friedlander & Schwartz 1985). It is an active, yet non-aggressive attempt, to
make a positive impression. In this way someone wants to be known as a motivated and ‘nice’ client. Clients
strive for agreement with the therapist, for a situation of mutual attunement in which there is understanding
of the patient’s inner world. These people do not manifest themselves as totally desperate and needy. They
present a differentiated self-image that provides them with the necessary self-respect with which they can face
the less glorious sides.

This strategy was the most used in the 1990s, in this decade even slightly more by women than by men. In
addition to all the changes from the 1970s and 1980s which allowed for a more balanced self-presentation, in
the 1990s other developments played a role. The power position of clients became considerably stronger, as
evidenced by the legal right to inspect one’s records that came into effect in 1995. The social distance between
client and therapist diminished: they were to an increasing degree part of the same social and even
professional circles. This pressed psychoanalysts into a more cautious style of reporting, without any display
of class superiority. At least as important is that the way people thought about depression underwent a
change. From 1990 onwards, the lay public became familiar with modern antidepressants (SSRIs). The image
of depression changed partly because of these pills, from an exceptionally severe condition bordering on
madness that no one is allowed to know about, to a biochemical imbalance in the brain, treatable with
medication. At the same time, the public image went from being something that happens to you (destiny,
God’s will, bad luck) to a condition you are responsible for. This means that you yourself must make sure you
get rid of it by living a healthy lifestyle, taking antidepressants, following training and going to therapy
(Dehue 2008). Although this was (and still is) an ambivalent, partly emancipatory and partly oppressive
discourse, it does imply that asking for help for depressive problems was experienced as less shameful. This
applied to men as well as to women. Still, each sex faced a slightly different task. During the 1990s, women,
based on their increased educational level, labour participation and income, could avail themselves of more
social, cultural and financial capital than before (Netherlands Institute for Social Research 1998). When they
were assessed by the NPI in the 1990s, they felt like capable professionals who could nonetheless use some
help for troubles with depression. For men, their identity during the entire assessment period stayed centred
in a self-evident way around their education and work, and this was expressed in the self-presentations,
though accordingly less emphasised. Their gender script has changed less than that of women. When they
came to the NPI for help, men remained – at least in the representation of the psychoanalysts – more
reserved in their self-presentation, and in this respect little changed in the examined period.

Conclusion
The question was, how clients with milder but persistent depressive symptoms, when seeking help at an
outpatient psychoanalysis clinic, present themselves, according to the portrayals of the psychoanalysts that
assessed them; what aspects changed in the course of the second half of the twentieth century; and which
gender patterns can be observed. In the period under investigation, the way these clients presented
themselves changed – at least in the representation of the analysts. The presentation styles observed were
classified into a three-part typology: a self-blaming, a self-relativising and a self-respecting strategy. The
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dynamics of this typology appear to be related to time and gender. Informalisation processes with their
pressure for a more reflexive and balanced self-regulation (Wouters 2007); a higher educational level and
proto-professionalisation of clients (De Swaan 1990a), changed norm systems with respect to depression and
gender among analysts as well as clients. This increased pressure on psychoanalysts for a more cautious
representation of client stories – in short, gradually decreasing contrasts in the power relation between clients
and psychoanalysts framed the context within which the client-therapist conversations took place. This has
had a stronger effect on female than on male clients. The presentation style of women developed from a
shame-induced to a more self-aware and self-respecting attitude in which, despite struggles with
despondency, they were also able to show a positive side. Men changed less, remaining more cautious in their
presentation strategy. From this, we can also presuppose that the gender script of the more highly educated in
the second half of the twentieth century has changed more for women than for men. In society as a whole,
women as well as mental patients became more articulate and could claim more respect for their point of view
and their emotional worlds. This points to interactional, social-structural and normative influences having an
effect on the way people present themselves when seeking help for their depressive disposition.

The heuristically supposed strategic management of self-images at psychoanalytic assessment interviews has
been made plausible. As people have more resources at their disposal (such as education, work, status); as it
becomes more accepted to seek help for one’s own despondency, and as individuals are more empathically
approached in the conversation itself, then they can present themselves and their problems with more self-
respect. In other words: the posture clients more or less consciously choose is not only determined by their
individual character traits and early problematic life experiences, but also by their partner in conversation,
the interactional situation, their relative power positions and the broader social-normative context, including
gender roles. Shame, embarrassment, sympathy, understanding and respect are the emotional forces that
drive clients to behave in a more or less restricted way.

Discussion
The qualitative findings from this study are supported by quantitative data. The gender differences found may
well be significant in some respects, but the associations are at most moderately strong. The group examined
here through their records deviates from the average population because of its high educational level and a
relatively high verbal and introspective aptitude. The NPI finds its clientele among a selective group of
relatively young and more highly educated individuals. In this group, more traditional life patterns such as
the either-or breadwinner-housewife dichotomy occur only sporadically, and only in the earlier decades.
Moreover, men more than women may form a select group: the moment they ask for help for their depressive
symptoms they leave rigid masculine gender role prescriptions behind. Showing loss of control is still seen as
more problematic for men than women. The differences found may have been greater had a more
representative group of general mental health care clients been assessed. The differences between the sexes in
their definition of the situation and the line they could take are relatively small in this sample; those within
the sexes are larger – a finding that becomes visible from a chronological perspective. Thanks to the unique
patient archives that were available for use during this study, a historical-sociological dimension could be
added to the existing, symbolic interactional research into self-presentations focused on the here-and-now.
Wouters’ theory of informalisation proved helpful in understanding the change in women’s self-presentation.
However, a spiralling movement towards more formalising tendencies in the latter decades, as Wouters also
presupposes, could not be observed in this study.

The typology shows that the posture clients display is not solely determined by their inner worlds or life
histories, but also by the communication situation and the changing broader social-normative context. The
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pre-eminent social feelings of shame and self-respect reflect the way clients experience this interaction with
their therapists and influence the ways they can show themselves.

Most psychological research into depression disregards this complexity and approaches it as a purely
individual trait. Based on the present study, critical questions can be raised about the validity of existing
methods to research depression (see also Scheff 2011). In the 1950s, Goffman had already expressed a
comparable yet much more far-reaching radical idea, in the typical discourse of his time: ‘Not, then, men and
their moments. Rather moments and their men’ (1972: 3). The current study shows to what degree this holds
true for the social figuration of the psychoanalytic assessment situation.

Acknowledgement
We owe much gratitude to the Netherlands Psychoanalytic Institute for the opportunity to study parts of their
anonymous archives.

Biographies

Dr Jette Westerbeek
Faculty of Social and Behavioural Sciences, Utrecht University, The Netherlands

Jette Westerbeek is assistant professor at Utrecht University, Interdisciplinary Social Science, The
Netherlands. She finished her thesis on the social construction of depression and publishes on qualitative
research in the domain of mental health and gender.

Dr Ludwien Meeuwesen
Faculty of Social and Behavioural Sciences, Utrecht University, The Netherlands

Ludwien Meeuwesen is a psychologist and associate professor at Utrecht University, Interdisciplinary Social
Science. She has published on communication in health care, intercultural communication, interpreter issues
in health and social care, women studies, social support, social networks and sustainability.

Professor Dr Christien Brinkgreve
Faculty of Social and Behavioural Sciences, Utrecht University, The Netherlands

Christien Brinkgreve is professor at the University of Utrecht in the interdisciplinary study of family relations.
She has published many books and articles about the developments in behaviour and emotions; her
dissertation was about the development of psychoanalysis in The Netherlands.

Dr Wouter Gomperts
Faculty of Social and Behavioural Sciences, University of Amsterdam, The Netherlands; Netherlands
Psychoanalytic Institute, Amsterdam, The Netherlands



27/11/23, 11:46 Changing patterns of self-presentation by depressed clients: from shame to self-respect

https://quod.lib.umich.edu/h/humfig/11217607.0003.102/--changing-patterns-of-self-presentation?rgn=main;view=fulltext 15/18

Wouter Gomperts is assistant professor at the Department of Clinical Psychology at the University of
Amsterdam and a psychoanalyst at the Netherlands Institute of Psychoanalysis.

References
Addis, M. E. (2008). Gender and depression in men. Clinical Psychology – Science and Practice 15(3), 153–

168.

Addis, M. E., & Mahalik, J. R. (2003). Men, masculinity, and the context of help seeking. American
Psychologist 58(1), 5-14.

Akkermans, C. (2006). Aanspoelen aan de Achtergracht: Maatschappelijke ontwikkelingen,
clientèlevorming en de psychiatrische patiënten van de Amsterdamse GG & GD (1933–1988). [Adrift in
the Achtergracht: societal developments, clientele formation and the psychiatric patients of the
Amsterdam municipal public health & mental health service 1933–1988]. Amsterdam: Aksant.

Andrews, G., Slade, T. & Issadikis, C. (2002). Deconstructing current comorbidity: Data from the Australian
National Survey of Mental Health and Well Being. British Journal of Psychiatry 181(October), 306–314.

Beck, A. T. & Alford, B. A. (2009). Depression: Causes and treatment. Pennsylvania: University of
Pennsylvania Press.

Bos, J. (2001). Een eeuw Freud. ([A century Freud]. Amsterdam: Boom.

Boughton, S. & Street, H. (2007). Integrated view of the social and psychological gender differences in
depression. Australian Psychologist 42(3), 187–197.

Branaman, A. (2008). Goffman’s social theory. In: C. Lemert & A. Branaman (Eds.). The Goffman reader.
Oxford: Blackwell, XLIV – LXXXII

Brinkgreve, C. (1984.) Psychoanalyse in Nederland: Een vestigingsstrijd. [Psychoanalysis in The
Netherlands: A battle for establishment]. Amsterdam: De Arbeiderspers.

Brinkgreve, C., Onland, J. H., & De Swaan, A. (1979). Sociologie van de psychotherapie deel 1: De opkomst
van het psychotherapeutisch bedrijf. [Sociology of psychotherapy part I: the rise of psychotherapy
trade]. Utrecht, Antwerpen: Het Spectrum.

Collins, R. (2004). Interaction ritual chains. Princeton, Oxford: Princeton University Press.

De Swaan, A. (1990a). From troubles to problems. In: A. De Swaan. The management of normality: Critical
essays in health and welfare (pp. 99–108). London, New York: Routledge.

De Swaan, A. (1990b). The initial interview as a task. In: A. De Swaan. The management of normality:
Critical essays in health and welfare (pp. 109–138). London, New York: Routledge.

De Swaan, A., Van Gelderen, R., & Kense, V. (1979). Sociologie van de psychotherapie deel II: Het spreekuur
als opgave [Sociology of psychotherapy part II: the initial interview as a task]. Utrecht: Het Spectrum.

De Vries, G. (2000). Nederland verandert: Sociale problemen in het begin van de eenentwintigste eeuw [The
Netherlands is changing: Social problems at the beginning of the 21st century]. Amsterdam: Het
Spinhuis.

Dehue, T. (2008). De depressie-epidemie: Over de plicht het lot in eigen hand te nemen [The depression-
epidemic: On the duty to manage one’s destiny]. Amsterdam: Augustus.



27/11/23, 11:46 Changing patterns of self-presentation by depressed clients: from shame to self-respect

https://quod.lib.umich.edu/h/humfig/11217607.0003.102/--changing-patterns-of-self-presentation?rgn=main;view=fulltext 16/18

Elias, N. (1978). What is sociology? London: Hutchinson.

Elias, N. (2000) [1939]. The civilizing process: Sociogenetic and psychogenetic investigations. Oxford:
Blackwell.

Fisher, A. H. (Ed.). (2000). Gender and emotion: Social psychological perspectives. Cambridge: Cambridge
University Press.

Friedlander, M. L. & Schwartz, G. S. (1985). Toward a theory of strategic self-presentation in counseling and
psychotherapy. Journal of Counseling Psychology 32, 483–501.

Glaser, B. & Strauss, A. L. (1967). The Discovery of the Grounded Theory: Strategies for Qualitative
Research. Chicago: Aldine.

Goffman, E. (1972) [1955]. Interaction ritual: Essays in face-to-face behaviour. Harmondworth: Penguin.

Goffman, E. (1990) [1956]. The presentation of self in everyday life. London: Penguin.

Gomperts, W. (2001). Een terugblik: One-person psychologie en two-person psychologie gespiegeld aan de
ervaringen van ex-analysanten [One-person psychology and two-person psychology mirrored to the
experiences of former analysands]. In: A. Boerwinkel & W. Gomperts (Eds). Alleen en met z’n tweeën:
One- en two-person psychologie in de psychoanalyse [Alone and in pairs: one- and two-person
psychology in psychoanalysis], (pp. 45–65). Assen: Koninklijke Van Gorcum.

Gomperts, W. (2002). Is de psychoanalyse veranderd? [Does psychoanalysis have changed?]. Maandblad
Geestelijke Volksgezondheid 57, 451–472.

Goudsblom, J. (2007). Shame as social pain. Newsletter of the Sociology of Emotions Section of the
American Sociological Association 21–1 (spring–summer 2007) 6, 10–15.

Grunell, M. (2012). ‘Mannen zorgen’ revisited. De zorgbijdrage van mannen is veranderd, maar blijft
ambivalent [‘Men care’ revisited: The ambivalent participation of men in care]. Tijdschrift voor
Genderstudies 15(1), 51–60.

Holstein, J. A. & Gubrium, J. F. (2000). The self we live by: Narrative identity in a post modern world. New
York, Oxford: Oxford University Press.

Hyde, J. S. (2005). The gender similarities hypothesis. American Psychologist 60, 581–592.

Karp, D. A. (1996). Speaking of sadness: Depression, disconnection and the meaning of illness. New York,
Oxford: Oxford University Press.

Kelly, A. E., Kahn, J. H. & Coulter, R. G. (1996). Client self-presentation at intake. Journal of Counseling
Psychology 43, 300–309.

Kelly, A. E. (2000). Helping construct desirable identities: A self presentational view of psychotherapy.
Psychological Bulletin 126, 475–494.

Keuzenkamp, S. & Oudhof, K. (2000). Emancipatiemonitor 2000. Den Haag: SCP / CPB.

Mead, G. H. (1974) [1934]. Mind, self and society: From the standpoint of a social behaviourist. Chicago,
London: University of Chicago Press.Meeuwesen, L., Schaap, C. & Van der Staak, C. (1991). Verbal
analysis of doctor-patient communication. Social Science and Medicine 32, 1143–1150.

Metzl, J. M. (2003). Prozac on the couch: Prescribing gender in the era of wonder drugs. Durham: Duke
University Press.



27/11/23, 11:46 Changing patterns of self-presentation by depressed clients: from shame to self-respect

https://quod.lib.umich.edu/h/humfig/11217607.0003.102/--changing-patterns-of-self-presentation?rgn=main;view=fulltext 17/18

Moffitt, T. E., Harrington, H., Caspi,A., Kim-Cohen, J., Goldberg, D., Gergory, A. M. et al. (2007). Depression
and generalized anxiety disorder: Cumulative and sequential comorbidity in a birth cohort followed
prospectively to age 32 Years. Archives of General Psychiatry 64(6), 651–660.

Netherlands Institute for Social Research (1998). Social and cultural report: 25 years of social change.
Rijswijk, Den Haag: SCP / Elsevier Bedrijfsinformatie.

Paykel, E. S., Norton, K. R. W. (1986). Self-report and clinical interview in the assessment of depression. In:
N. Sartorius & T.A. Ban (Eds.) Assessment of depression (pp. 356–366). Berlin: Springer.

Piccinelly, M. & Wilkinson, G. (2000). Gender differences in depression: Critical review. British Journal of
Psychiatry 177, 486–492.

Pieters, T., Te Hennepe, M., & De Lange, M. (2002). Pillen and psyche; culturele eb- en vloedbewegingen:
Medicamenteus ingrijpen in de psyche [Medicines and minds; cultural tides: Pharmacological
interventions in the mind]. Den Haag: Rathenau Instituut.

Romeijnders, A. C. M., Lamers, E. T. T., Vriezen, J. A., Van Grunsven, M. J. F., Kroon, M., Lagerberg, J. M. et
al. (2006). Landelijke eerstelijns samenwerkings afspraak depressieve stoornis [Nationwide primary care
agreement depressive disorder]. Huisarts en Wetenschap 49 (4), 209–212.

Roter, D. L. & Hall, J. A. (2006). Doctors talking with patients / patients talking with doctors: Improving
communication in medical visits. Westport: Praeger.

Sanderson, W. C., Beck, A. T., & Beck, J. (1990). Syndrome comorbidity in patients with major depression or
dysthymia: Prevalence and temporal relationships. American Journal of Psychiatry 147, 1025–1028.

Schalkwijk, F. (2006). Dit is psychoanalyse: Een inleiding tot de geschiedenis, theorie en praktijk van de
psychoanalyse [This is psychoanalysis: An introduction to the history, theory and practice of
psychoanalysis]. Amsterdam: Boom.

Scheff, T. J. (1994). Microsociology: Discourse, emotion and social structure. Chicago, London: University of
Chicago Press.

Scheff, T. J. (2000). Shame and the social bond: A sociological theory. Sociological Theory 18, 84–99.

Scheff, T. J. (2001). Shame and community: Social components of depression. Psychiatry – Interpersonal
and Biological Processes 64, 212–224.

Scheff, T. J. (2011). The catastrophe of scientism in social behavioral science. Contemporary Sociology: a
Journal of Reviews 40, 264–268.

Schütz, A., Richter, K., Köhler, M. & Schiepek, G. (1997). Self-presentation in client-therapist interaction: A
single case study. Journal of Social and Clinical Psychology 16(4), 440–462.

Sheilds, S. A. (2002). Speaking from the heart: Gender and the social meaning of emotion. Cambridge:
Cambridge University Press.

Simon, R, W. & Nath, L. E. (2004). Gender and emotion in the United States: Do men and women differ in
self-reports of feelings and expressive behaviour? American Journal of Sociology 109(5), 1137–1176.

Stroeken, H, (1997), Freud in Nederland: Een eeuw psychoanalyse [Freud in the Netherlands: A century of
psychoanalysis]. Amsterdam: Boom.

Titscher, S., Meyer, M., Wodak, R. and Vetter, E. (2002). Methods of text and discourse analysis. London,
Thousand Oaks, New Delhi: Sage.



27/11/23, 11:46 Changing patterns of self-presentation by depressed clients: from shame to self-respect

https://quod.lib.umich.edu/h/humfig/11217607.0003.102/--changing-patterns-of-self-presentation?rgn=main;view=fulltext 18/18

Westerbeek, J. (2010). Social constructs of depression: Between bad tidings and praiseworthy ailment.
Delft: Eburon.

Westerbeek, J. & Mutsaers, K. (2008). Depression narratives: How the self became a problem. Literature and
Medicine 27, 25–55.

Wille, R .(2001). There is no such thing as a patient: Indicatiestelling voor psychoanalyse: meting of
ontmoeting [There is no such thing as a patient: Cinical assessment for psychoanalysis: measuring or
meeting]. In A. Boerwinkel & W. Gomperts (Eds.) Alleen en met z’n tweeen: One- en two-person
psychologie in de psychoanalyse [Alone and in pairs: one- and two-person psychology in
psychoanalysis] (p. 20–33). Assen: Koninklijke Van Gorcum.

Wodak, R. (1981) Women relate, men report: Sex differences in language behaviour in a therapeutic group.
Journal of Pragmatics 5, 261–285.

Wolpert, L. (2001). Stigma of depression: A personal view. British Medical Bulletin 57, 221–224.

Wouters, C. (2007). Informalization: Manners and emotions since 1890. Los Angeles etc: Sage.

Note

1. Quotations are followed by an indication of the gender pairings and the year of registration with NPI.
The first (capital) letter indicates the sex of the client, the second letter that of the analyst, e.g.: Fm=
female client with male therapist.  [#N1-ptr1]
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